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lihrax® 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 


Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — 

National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications 
as  follows: 

“Possibly"  effective:  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome  (ir- 
ritable colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 

Contraindications:  Glaucoma;  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction;  hyper- 
sensitivity to  chlordiazepoxide  FICI  and/or 
clidinium  Br. 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e.g. , operating 
machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
(chlordiazepoxide  FICI)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage: 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug. 

Usage  In  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  measures, 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
piorted  with  Librax.  When  chlordiazepoxide  FICI  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances. 

Also  encountered:  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido— all  infre- 
quent, generally  controlled  with  dosage  reduction, 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e.,  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation 
Constipation  has  occurred  most  often  when 
Ubrax  therapy  is  combined  with  other  spasmo- 
lytics and/or  low  residue  diets 
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400  mg  sulfamethoxazole 
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All  clear  in 
Malibu 


Ordinary  topical  cortico- 
steroids are  generally  not 
recommended  when  infection 
complicates  dermatoses  * 
That’s  why  your  patients  need 
Vioform®-Hydrocortisone. 

Because  Vioform  pro- 
! vides  four- way  action  in  just 
: one  preparation. 

Your  patients  can  be  all 
clear  in  Malibu... or  on  any 


j effective  for  these  indications, 
j Please  see  brief  prescribing  information. 

Vioform  - Hydrocortisone 

(lodochlorhydroxyquin  and  hydrocortisone) 
INDICATIONS 

Based  on  a review  of  this  drug  by  the  Na- 
; tional  Academy  of  Sciences-Nationai  Re- 
I search  Council  and/or  other  information, 

' FDA  has  classified  the  indications  as 
follows: 

“Possibly”  effective:  Contact  or  atopic 
dermatitis;  impetiginized  eczema;  nummular 
eczema;  infantile  eczema;  endogenous 
1 chronic  infectious  dermatitis;  stasis  der- 
' matitis;  pyoderma;  nuchal  eczema  and 
i chronic  eczematoid  otitis  externa;  acne  ur- 
^ ticata;  localized  or  disseminated  neuroder- 
I matitis;  lichen  simplex  chronicus;  anogenital 
I pruritus  (vulvae,  scroti,  ani);  folliculitis; 
bacterial  dermatoses;  mycotic  dermatoses 
such  as  tinea  (capitis,  cruris,  corporis, 
pedis);  moniliasis;  intertrigo. 

Final  classification  of  the  less-than-effective 
I indications  requires  further  investigation. 


meach...with  Vioform- 
! Hydrocortisone. 

^This  drug  has  been  evaluated  as  p 


CONTRAINDICATIONS 

Hypersensitivity  to  Vioform-Hydrocortisone,  or 
any  of  its  ingredients  or  related  compounds;  le- 
sions of  the  eye;  tuberculosis  of  the  skin;  most 
viral  skin  lesions  (including  herpes  simplex, 
vaccinia,  and  varicella). 

WARNINGS 

This  product  is  not  for  ophthalmic  use. 

In  the  presence  of  systemic  infections,  appro- 
priate systemic  antibiotics  should  be  used. 

Usage  in  Pregnancy 

Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  pregnancy, 
the  safety  of  their  use  in  pregnant  females  has 
not  been  established.  Therefore,  they  should  not 
be  used  extensively  on  pregnant  patients  in 
large  amounts  or  for  prolonged  periods  of  time. 

PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare 
cases.  If  this  occurs,  discontinue  therapy.  May 
stain. 

If  used  under  occlusive  dressings  or  for  a pro- 
longed period,  watch  for  signs  of  pituitary- 
adrenal  axis  suppression. 

May  interfere  with  thyroid  function  tests.  Wait  at 
least  one  month  after  discontinuance  of  therapy 
before  performing  these  tests.  The  ferric 
chloride  test  for  phenylketonuria  (PKU)  can 
yield  a false-positive  result  if  Vioform  is  present 
in  the  diaper  or  urine. 

Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  requiring  appropriate 
therapy, 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burn- 
ing, irritation,  pruritus.  Discontinue  if  untoward 
reaction  occurs.  Rarely,  topical  corticosteroids 
may  cause  striae  at  site  of  application  when 
used  for  long  periods  in  intertriginous  areas. 

Vioform- 

Hydrocortisone 

(lodochlorhydroxyquin 
and  hydrocortisone) 

The  most  widely 
prescribed  form... 

20-Gm  Cream 


DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times 
daily. 

HOW  SUPPLIED 

Cream,  3%  lodochlorhydroxyquin  and  1% 
hydrocortisone  in  a water-washable  base  con- 
taining steryl  alcohol,  cetyl  alcohol,  stearic  acid, 
petrolatum,  sodium  lauryl  sulfate,  and  .glycerin 
in  water;  tubes  of  5 and  20  Gm.  Ointment,  3% 
lodochlorhydroxyquin  and  1 % hydrocortisone  in 
a petrolatum  base;  tubes  of  20  Gm.  Lotion,  3% 
lodochlorhydroxyquin  and  1%  hydrocortisone  in 
a water-washable  base  containing  stearic  acid, 
cetyl  alcohol,  lanolin,  propylene  glycol,  sorbitan 
trioleate,  polysorbate  60,  triethanolamine, 
methylparaben,  propylparaben,  and  perfume 
Flora  in  water;  plastic  squeeze  bottles  of  15  ml. 
Mild  Cream,  3%  lodochlorhydroxyquin  and 
0.5%  hydrocortisone  in  a water-washable  base 
containing  stearyl  alcohol,  cetyl  alcohol,  stearic 
acid,  petrolatum,  sodium  lauryl  sulfate,  and 
glycerin  in  water;  tubes  of  ’/a  and  1 ounce.  Mild 
Ointment,  3%  iodochlorhydroxyquin  and  0.5% 
hydrocortisone  in  a petrolatum  base;  tubes 
of  1 ounce.  C75-38  Rev.  7/75 

Consult  complete  product  literature  before  pre- 
scribing. 

Cl  BA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 
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start  relief  of  sore  throat  pain- 
right  invouroffbe. 


Whenever  you  see  sore  throat  in  your 
examining  room,  put  relief  right  at  the  site  of 
the  pain.  A few  sprays  with  Chloraseptic— 
followed  by  your  recommendation  for  home 
use— is  oil  if  takes.  Of  all  fhe  sprays,  gargles 
and  lozenges  for  temporary  relief  of  minor 


sore  throaf  pain,  Chlorasepfic  is  fhe  one 
physicians  recommend  most. 

No  matter  how  you  treat  the  sore  throat 
pathogen,  give  Chloraseptic  for  the  pain— it 
works  within  minutes. 

Available  in  original  and  Cherry  flavor 


Send  her  home  feeling  better 


The  Sote  Throat  Specific 


EA-8386 


Eaton  Laboratories 

Division  of  Morton-Norwich  Products,  Inc 
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DETECCION  DE  CANCER  CERVICOUTERINO 
EN  PUERTO  RICO 

Isidro  Martínez,  MD 


Resumen:  Aunque  la  incidencia  del  cáncer 
cervicouterino  en  Puerto  Rico  aumentó  de 

29.4  casos  por  100,000  mujeres  en  1950  a 

36.4  en  el  1975,  se  ha  registrado  una  dismi- 
nución significante  en  la  mortalidad  por  cán- 
cer de  este  órgano  de  20.6  en  1950  a 6.6  en 
1975.  El  carcinoma  in  Situ  fue  diagnosticado 
en  un  5 por  ciento  de  todos  los  casos  de  cán- 
cer del  cuello  del  útero  en  1950  en  compara- 
ción con  58  por  ciento  en  1975.  En  los  casos 
de  carcinoma  cervicouterino  invasivos  se  ha 
encontrado  una  disminución  significante  en 
todas  las  etapas.  El  programa  de  detección 
temprana  es  considerado  como  el  factor  más 
importante  de  estos  cambios. 

Summary:  Although  the  incidence  of  cancer 
of  the  cervix  uteri  in  Puerto  Rico  rose  from 

29.6  cases  per  100,000  women  in  1950  to 

36.4  in  1975,  reported  mortality  from  cancer 
of  the  uterus  decreased  from  20.6  in  1950  to 

6.6  in  1975.  Carcinoma  in  Situ  was  diagnosed 
in  5 percent  of  all  cases  of  cancer  of  the  cer- 
vix uteri  in  1950,  in  comparison  with  58  per- 
cent in  1975.  All  stages  of  invasive  cases  have 
decreased.  The  Pap  test  screening  program  is 
considered  the  most  important  factor  respon- 
sible for  this  change. 

Introducción 

Puerto  Rico  tiene  8,866  kilómetros 


Del  Programa  Control  del  Cáncer,  Departamento  de 
Salud,  Santurce,  Puerto  Rico  00908. 


cuadrados  y está  habitado  por  3,223,800 
habitantes  para  1976.  Esto  da  una  densidad 
poblacional  de  364  habitantes  por  kilómetro 
cuadrado.  De  esta  población,  el  51  por  ciento 
son  mujeres,  (1,644,400)  y de  éstas  el  55  por 
ciento  tiene  20  años  o más  de  edad  (910,240). 
Se  estima  que  51  por  ciento  son  médico-indi- 
gentes (464,222). 

El  Cáncer  Cervicouterino 

Desde  1957  el  cáncer  ha  sido  la  segunda 
causa  de  muerte  en  Puerto  Rico,  tanto  en 
hombres  como  en  mujeres.  El  cáncer  cervico- 
uterino ha  sido  el  tumor  maligno  más  frecuen- 
te entre  las  mujeres,  y es  responsable  de  casi 
uno  de  cuatro  tumores  malignos  en  ese  sexo. 
Entre  las  cinco  localizaciones  más  frecuentes 
del  cáncer  en  la  mujer,  el  cáncer  cervicoute- 
rino predomina  sobre  cáncer  del  seno,  colon, 
recto,  estómago  y leucemias;  esto  ha  sido  así 
desde  1950  que  se  vienen  registrando  todos 
los  tumores  malignos  en  la  Isla  (Cuadro  I). 

La  incidencia  del  cáncer  cervicouterino 
ha  estado  aumentando  consistentemente  con 
el  tiempo,  de  29.4  casos  por  100,000  mujeres 
en  1950  tenemos  en  1975  una  tasa  de  36.4. 
Cuando  estas  tasas  se  ajustan  por  edad,  para 
eliminar  el  factor  de  cambio  poblacional, 
este  aumento  persiste  (29.4  para  1950  a 30.1 
para  1975)  (Cuadro  II). 


El  Programa  de  Detección 

En  1952,  el  Programa  de  Detección  del 
cáncer  cervicouterino  comenzó  con  una  clí- 
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Cuadro 
Table  1 

LAS  5 LOCALIZACIONES  MAS  FRECUENTES  DEL  CANCER  EN  LA  MUJER 
THE  5 MOST  FREQUENT  CANCER  SITES  IN  WOMEN 


PUERTO  RICO  1975  & 1950  (a) 


Localización 

1975 

Número  de  Casos 

1950 

Número  de  Casos 

Primary  Sites 

No.  of  Cases 

Percent 

No.  of  Cases 

Percent 

Cuello  del  útero  - C Uteri 

580 

24.1 

324 

28.3 

Seno  - Breast 

429 

17.8 

112 

9.8 

Colon  y recto  - Colon  & Rectum 

178 

7.4 

44 

3.9 

Estómago  - Stomach 

136 

5.7 

152 

13.3 

Leucemias  - Leukemias 

109 

4.5 

24 

2.1 

Todas  las  Loc.  - All  Sites 

2,408  (b) 

100.0 

1,144  (b) 

100.0 

(a)  Cifras  del  Registro  Central  del  Cáncer  de  Puerto  Rico 

- Data  from  the  Puerto  Rico  Central  Cancer  Registry. 

(b)  Excluyendo  cáncer  escamoso  y basocelular  de  la  piel  - Excluding  Sq.  & bas.  cel  cancer  of  the  skin. 

Cuadro 

Table  2 

INCIDENCIA  DE  CANCER  DEL  CUELLO  DEL  UTERO 

CANCER  INCIDENCE  OF  THE  CERVIX  UTERI 

PUERTO  RICO  1950-1975  (a) 

Año 

Niim.  de  Casos 

Tasas  - Rates/ 100, 000 

Crudas  A justadas  (b) 

Cuello/cuerpo 

Year 

No.  of  Cases 

Crude 

Adjusted 

Cervix /Corpus 

1950 

324 

29.4 

29.4 

18:1 

1955 

313 

27.7 

26.3 

12:1 

1960 

354 

29.7 

26.2 

15:1 

1965 

521 

40.4 

35.5 

14:1 

1970 

632 

45.6 

38.1 

12:1 

1975 

580 

36.4  (c) 

30.1 

6:1 

(a)  Cifras  del  Registro  Central  del  Cáncer  - Data  from  the  Central  Cancer  Registry. 

(b)  Tasas  ajustadas  por  edad,  población  de  Puerto  Rico  1950  — Age-adjusted  rates  by  Puerto  Rico  1950  population. 

(c)  23.8  por  ciento  de  aumento  del  1950  al  1975  — 23.8  percent  of  increase  from  1950  to  1975. 


3 


Bol  Asoc.  Méd.  P.  Rico 
Enero  1 978 

nica  de  demostración  y adiestramiento  en  la 
Escuela  de  Medicina  de  la  Universidad  de 
Puerto  Rico.  El  número  de  mujeres  examina- 
das durante  los  primeros  cinco  años  estaba 
limitado  a unos  cuantos  miles  por  año  y el 
rendimiento  de  casos  de  cáncer  era  muy  alto 
(10/1,000).  Posteriormente  se  envió  personal 
a adiestrarse  fuera  de  la  Isla.  En  1957,  el  De- 
partamento de  Salud  continuó  esta  actividad 
como  parte  del  Programa  de  Control  del  Cán- 
cer, y estableció  una  Escuela  de  Citotecnolo- 
gía  en  colaboración  con  el  Departamento  de 
Patología  de  la  Escuela  de  Medicina.  Un  pro- 
medio de  7,000  mujeres  eran  examinadas 
cada  año.  En  1960  se  planeó  expandir  esta 
actividad  a cada  una  de  las  Regiones  de  la  Isla 
donde  existe  un  hospital  general  y recursos 
de  personal  y equipo  para  tratamiento  de  la 
mayor  parte  de  los  casos  que  se  iban  a des- 
cubrir. 

El  número  de  mujeres  examinadas  ha 
aumentado  cada  año,  a la  medida  que  se  han 
hecho  disponibles  mayor  cantidad  de  personal 
y de  recursos.  Durante  1962,  11,752  mujeres 
fueron  examinadas  en  comparación  con 
141,888  en  1976;  esto  representa  un  aumento 
de  casi  15  veces  el  número  de  mujeres  exami- 
nadas. Además,  se  estima  que  alrededor  de 
85,000  mujeres  se  hacen  su  citología  exfolia- 
tiva en  la  práctica  privada  cada  año.  Esto  nos 
da  un  total  aproximado  de  227,000  mujeres 
examinadas  por  citología  exfoliativa  durante 
el  año  1976.  Este  número  nos  muestra  que 
estamos  cubriendo  un  25  por  ciento  del  total 
de  la  población  femenina  de  20  años  de  edad 
o mayor.  Con  las  muestras  del  Programa  gu- 
bernamental se  estaría  cubriendo  un  31  por 
ciento  de  la  población  femenina  médico-indi- 
gente  mayor  de  19  años. 

Las  fuentes  para  obtener  las  muestras 
de  las  mujeres  del  Programa  del  Departamen- 
to de  Salud  han  sido  múltiples.  Inicialmente 
había  solamente  una  clínica  de  demostración 
que  atendía  pacientes  de  toda  la  Isla,  y ellas 
venían  por  su  propia  iniciativa.  En  la  actua- 
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lidad  se  incluyen  muestras  de  grupos  grandes 
de  mujeres  que  además  reciben  otros  servicios 
tales  como:  Salud  Maternal  (21  por  ciento). 
Planificación  Familiar  (22  por  ciento),  y sobre 
todo.  Clínicas  Especiales  de  Detección  de 
Cáncer  (57  por  ciento). 

El  personal  que  toma  las  muestras  consis- 
te en  su  mayor  parte  de  enfermeras  graduadas, 
debidamente  adiestradas.  Personal  secretarial 
de  distintos  rangos  hacen  la  entrevista,  llenan 
las  formas,  y manda  las  citaciones.  El  control 
de  los  pacientes  con  resultados  anormales  en 
las  citologías  es  hecho  principalmente  por  tra- 
bajadores sociales,  que  en  ocasiones  son  ayu- 
dados por  las  mismas  enfermeras  arriba  men- 
cionadas, con  objeto  de  hacer  volver  a las  mu- 
jeres a completar  el  diagnóstico  y recibir  tra- 
tamiento. 

El  manejo  de  los  pacientes  en  Puerto 
Rico  sigue  la  metodología  standard  aceptada 
y solamente  se  ha  modificado  de  acuerdo  a 
nuestra  experiencia,  recursos  y dificultades 
para  el  control  de  las  mujeres  con  citologías 
Clase  II  y III.  Es  conveniente  mencionar  que 
ya  este  año  (1977)  se  comenzará  el  uso  ruti- 
nario de  la  colposcopía  en  las  mujeres  con 
Paps  anormales,  con  objeto  de  mejorar  la 
toma  de  tejidos  para  examen  histológico. 

Resultados  del  Programa 

Del  1962  al  1976  se  han  examinado  más 
de  un  millón  y medio  de  mujeres  en  el  Progra- 
ma de  Detección,  47  por  ciento  de  las  cuales 
han  sido  examinadas  por  primera  vez.  Se  han 
descubierto  un  total  de  3,222  casos  de  cáncer, 
de  los  cuales  66  por  ciento  fueron  diagnostica- 
dos en  el  grupo  de  la  citología  inicial.  Del  to- 
tal de  casos  de  cáncer  2,209  (69  por  ciento) 
estaban  en  etapa  In  Situ  y 1,013  (31  por 
ciento)  en  etapa  invasiva.  En  general,  durante 
ese  período  de  tiempo  y para  todas  las  mu- 
jeres hubo  un  rendimiento  de  2.13  casos  de 
cáncer  por  cada  mil  citologías.  Sin  embargo. 
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Cuadro 
Table  3 


PROGRAMA  DE  DETECCION  DE  CANCER  CERVICO-UTERINO 
DETECTION  PROGRAM  OF  CANCER  OF  THE  CERVIX  UTERI 


PUERTO  RICO,  1962-76 


Tot.  Citologías 
Cytologies 

No.  ^¡o 

Inicial 

Initial 

No.  ^¡o 

Segunda 

Second 

No.  ^¡0 

Tercera 

Third 

No. 

Cuarta 

Fourth 

No.  ^¡o 

Quinta  + 
Fifth  + 

No.  ^¡0 

Mujeres  Exam. 

Women  Exam. 

1,509.239 

100 

706,487  46.8 

247,188  16.4 

188,063 

12.5 

140,845  9.3 

226,656  15.0 

Casos  Cáncer  Diag. 

Cancer  Cases  Diag. 

3,222 

100 

2,135  66.3 

400  12.4 

221 

6.9 

163  5.1 

303  9.4 

In  Situ 

2,209 

100 

1,309  59.2 

316  14.3 

189 

8.6 

137  6.2 

258  11.7 

In  vas. 

1,013 

100 

826  81.5 

84  8.3 

32 

3.2 

26  2.6 

45  4.4 

Ca.  ! 1 000  Citol. 

2.13 

3.0 

1.6 

1.2 

1.1 

1.3 

In  Situ 

1.5 

1.8 

1.3 

1.0 

0.9 

1.1 

Invas. 

0.7 

1.2 

0.3 

0.2 

0.2 

0.2 

R.  - IS/IV 

2.2:1 

1.6:1 

3.7:1 

5. 9:1 

5.3:1 

5.7:1 

Cuadro 
Table  4 

CASOS  DE  CANCER  DIAGNOSTICADOS  EN  LAS  MUJERES  CON 
LA  CITOLOGIA  INICIAL 

CANCER  CASES  DX.  IN  WOMEN  WITH  THE  INITIAL  CYTOLOGY 


PUERTO  RICO  1962-1976 


Edad 

Age 

Mujeres  Exam. 
Women  Exam. 

> 

Total 

No.  ¡1,000 

Casos  de  Cáncer  - Cancer  Cases 

In  Situ 

No.  ¡1,000  No. 

Invas. 

¡1,000 

ReL  Ratio 
IS¡IV 

15-29 

351,842 

49.8 

270 

0.77 

244 

0.69 

26 

0.07 

9.4:1 

30-44 

221,053 

31.3 

818 

3.71 

625 

2.83 

193 

0.87 

3.2:1 

45  + 

133,592 

18.9 

1,047 

7.85 

440 

3.30 

607 

4.55 

0.7:1 

TOTAL 

706,487 

100 

2,135 

3.03 

1,31)9 

1.86 

826 

1.17 

1.6:1 
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Cuadro 
Table  5 

CASOS  DE  CANCER  DIAGNOSTICADOS  EN  LA  CITOLOGIA  INICIAL,  POR  RESIDENCIA 
YIELD  OF  CANCER  CASES  DX.  IN  INITIAL  CYTOLOGY,  BY  RESIDENCE 


PUERTO  RICO,  1962-1976 


Residencia 

Residence 

Mujeres  Exam. 
Women  Exam. 

No. 

Total 

¡1000 

Casos  Cáncer  - Cancer  Cases 

In  Situ  In  vas. 

No.  ¡1000  No. 

¡1000 

N.E.  (San  Juan) 

Sur 

278,652 

39.5 

800 

2.9 

477 

1.7 

323 

1.2 

South  (Ponce) 

Este 

194,839 

27.6 

467 

2.4 

324 

1.7 

143 

0.7 

East  (Fajardo) 

Norte 

77,851 

11.0 

152 

2.0 

66 

0.9 

86 

1.1 

North  (Arecibo) 

Oeste 

77,989 

11.0 

487 

6.3 

264 

3.4 

223 

2.9 

West  (Mayaguez) 

58,092 

8.2 

193 

3.3 

156 

2.7 

37 

0.6 

Central  (Caguas) 

19,064 

2.7 

36 

1.9 

22 

1.2 

14 

0.7 

Total 

706,484 

100.0 

2,135 

3.0 

1,309 

1.9 

826 

1.2 

este  rendimiento  es  de  3.0  por  1,000  en  las 
citologías  iniciales  y va  descendiendo  a medi- 
da que  la  citología  es  repetida.  La  relación 
de  carcinoma  In  Situ  con  el  carcinoma  invasi- 
vo es  en  general  de  2.2:1,  pero  esta  relación 
va  en  aumento  desde  1.6:1  en  la  citología 
inicial  hasta  5.7:1  en  la  quinta  o más.  (Cua- 
dro III). 

Analizando  los  resultados  de  las  mujeres 
examinadas  por  primera  vez  (706,487)  encon- 
tramos que  el  rendimiento  de  casos  de  cáncer 
aumenta  considerablemente  con  la  edad,  des- 
de que  este  es  menor  de  un  caso  por  1,000 
citologías  en  mujeres  de  15  a 29  años  hasta 
casi  8 por  1,000  en  las  mujeres  de  45  años 
o más;  esto  ocurre  tanto  en  los  carcinomas 
In  Situ  como  en  los  carcinomas  invasivos. 
La  relación  de  carcinoma  In  Situ  a invasivo 
es  de  gradiente  inverso  con  la  edad,  es  decir, 
por  cada  caso  de  invasivo  se  descubren  9 In 


Situ  en  el  grupo  de  edad  15  a 29  años,  3 In 
Situ  contra  un  invasivo  en  la  edad  de  30  a 
44  años,  y menos  de  un  caso  In  Situ  contra 
uno  invasivo  en  las  de  45  años  o más.  La  re- 
lación total  es  de  1.6  carcinomas  In  Situ 
contra  10  invasivos  (Cuadro  IV). 

El  rendimiento  de  casos  de  cáncer  es 
diferente  en  las  distintas  áreas  geográficas 
de  residencia  informada  de  las  mujeres. 
Va  desde  casi  dos  casos  por  1,000  citolo- 
gías en  el  área  de  Caguas  hasta  6 casos  por 
1,000  citologías  en  el  área  Norte.  Estas  di- 
ferencias de  rendimientos  son  influidas 
por  una  gran  variedad  de  factores,  tales  como 
edad  del  grupo,  técnicas  de  revisión,  cuidado 
de  las  tomas,  etc.  No  podría  concluirse,  con 
estas  solamente,  variabilidad  geográfica  del 
cáncer  uterino.  (Cuadro  V). 

La  mayor  importancia  de  este  Programa 
se  ve  reflejada  en  el  cambio  que  ha  sufrido  la 
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Cuadro 
Table  6 

INCIDENCIA  DE  CANCER  DEL  CUELLO  UTERINO,  POR  ETAPA  DEL  TUMOR 
INCIDENCE  OF  CANCER  OF  THE  CERVIX  UTERI,  BY  STAGE  OF  THE  DISEASE 

PUERTO  RICO,  1950-1975  (a) 

INSIW  ^INVASIVO  (Todos)  INVASIVE  (All)  delation 


Año 

Year 

Núm. 

No. 

^/o 

Tasa  C.  (b) 

C.  Rate 

Tasa  A j.  (c)  Núm. 
Adj.  Rate  No. 

^ ¡o 

Tasa  C.  (b) 

C.  Rate 

Tasa  A f (c) 
Adj.  Rate 

Ratio 

ISjlV 

1950 

16 

5 

1.5 

1.5 

308 

95 

27.9 

27.9 

0.05:1 

1955 

39 

12 

3.5 

3.3 

274 

88 

24.3 

23.0 

0.14:1 

1960 

86 

24 

7.2 

6.7 

268 

76 

22.5 

19.5 

0.32:1 

1965 

230 

44 

17.8 

16.8 

291 

56 

22.6 

18.7 

0.79:1 

1970 

319 

51 

22.8 

21.0 

313 

49 

22.8 

17.1 

1.02:1 

1975 

336 

58 

21.1(d) 

18.9 

244 

42 

15.3  (e) 

11.2 

1.38:1 

(a)  Cifras  del  Registro  Central  del  Cáncer  - Data  from  the  Central  Cancer  Registry 

(b)  Tasas  crudas  por  100,000  mujeres  - Crude  Rates  per  1 00,000  women 

(c)  Tasas  ajustadas  por  edad,  población  de  Puerto  Rico  1950-  Age-adjusted  rates  by  Puerto  Rico  1950  population 
fd)  13  veces  de  aumento  de  1950  a 1975  - 13  fold  of  increase  from  1950  to  1975 

(e)  45.2  por  ciento  de  disminución  - 45.2  percent  of  decrease 


etapa  de  los  carcinomas  cervicouterinos  diagnos- 
ticados en  Puerto  Rico,  y,  sobre  todo,  el  efecto 
en  la  mortalidad  consiguiente.  Al  desglosar  los 
carcinomas  totales  diagnosticados  en  Puerto 
Rico  por  etapas  se  observan  los  siguientes  cam- 
bios: Las  tasas  de  incidencia  ajustadas  por 

edad  para  carcinoma  In  Situ  han  aumentado 
de  1.5  casos  por  100,000  mujeres  en  1950  a 
18.9  en  1976  (11  veces  de  aumento).  En  cam- 
bio las  mismas  tasas  para  carcinoma  invasivo 
(todos  los  grados)  ha  disminuido  significativa- 
mente de  27.9  casos  por  100,000  mujeres  en 
1950  a 11.2  en  1975  (60  por  ciento  de  dismi- 
nución). La  relación  de  carcinoma  In  Situ 
con  carcinoma  invasivo  ha  ido  en  aumento 
progresivo  de  0.05:1  en  1950  a 1.4:1  en  1975, 
es  decir,  en  ese  último  año  se  diagnosticaron 
58  casos  In  Situ  de  cada  100  carcinomas  cer- 
vicouterinos en  toda  la  Isla.  (Cuadro  VI). 


Tratando  de  ver  cuáles  de  las  etapas  del 
carcinoma  invasivo  ha  sido  más  afectada  con 
este  Programa  hemos  desglosado  los  carcino- 
mas invasivos  por  las  3 etapas  epidemiológicas 
más  importantes,  que  son:  carcinoma  localizado 
al  cuello,  que  es  equivalente  a carcinoma  invasi- 
vo grado  clínico  I,  etapa  Regional  que  es  equiva- 
lente a los  grados  clínicos  II  y III,  y etapa  remo- 
ta que  es  equivalente  a la  mayor  parte  de  los  gra- 
dos clínicos  IV.  Se  ha  observado  un  aumento 
progresivo  de  la  tasa  del  invasivo  localizado  del 
1950  al  1974  para  descender  en  1975.  Las  tasas 
de  cáncer  invasivo  regional  y remota  han  dismi- 
nuido consistentemente.  (Cuadros  VII  y VIII). 

La  inversión  de  esas  etapas  del  carcinoma 
cervicouterino  en  Puerto  Rico  se  ha  reflejado 
también  en  las  tasas  de  mortalidad  por  cáncer 
del  útero  en  Puerto  Rico.  De  una  mortalidad 
ajustada  por  edad  de  20.6  en  el  1950  se  ha 
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Cuadro 
Table  7 


INCIDENCIA  DEL  CANCER  INVASIVO  DEL  CUELLO  UTERINO 
INCIDENCE  OF  INVASIVE  CARCINOMA  OF  THE  CERVIX  UTERI 


(d) 

(e) 


Cifras  del  Registro  Central  del  Cáncer  - Data  from  the  Central  Cancer  Registry 

Tasa  cruda  por  100,000  mujeres  - Crude  rate  per  100,000  women 

Tasa  ajustada  por  edad  con  la  población  de  Puerto  Rico  dp  iQtñ  a j 

^ de  1950-  Age-adjusted rates  with  195 OP.  R.  popu- 

19.3  por  ciento  de  aumento  del  IQ’ií)  ni  /07?  lo  ^ ^ ■ 

‘*'^enio  aei  al  1975-1 9.3  percent  of  increase  from  1950  to  1 975 

por  ciento  de  disminución  del  19S0  ni  I07S  /t  ^ ^ j 

uLion  uei  jy^ual  1975  - 55.4  percent  of  decrease  from  1950  to  1975 


Cuadro 
Table  8 


INCIDENCIA  DEL  CANCER  INVASIVO  DEL  CUELLO  UTFRílvn 
INCIDENCE  OF  INVASIVE  CARCINOMA  OF  THE  CERV IxTeRI 


PUERTO  RICO,  1950-1975 

ETAPA  - STAGE 


Year 

Año 

No. 

Núm. 

remota 

% 

- REMOTE 

C.  Ratejbf 
Tasa  C. 

Adj.Rai 
Tasa  Aj 

To  50 

18 

6 

Ü6 

1.6 

/ 955 

8 

3 

0.7 

0.6 

1960 

5 

2 

0.4 

0.3 

1965 

35 

7 

2.1 

2.1 

1970 

21 

3 

1.5 

l.l 

1975 

20 

3 

1.3 

0.8 

No. 

Niim. 

'sl 

23 

47 

9 

8 

22 


NO  ESPECIFICADA-NOT SPECIFIED 
CRateJb)  Adj.Rate(c) 
Tasa  Aj. 


26 

8 

13 

2 

1 

4 


Tasa  C. 

~T5 

2.0 

3.9 

0.7 

0.6 

1.4 


7.5 
1.9 

3.5 
0.6 
0.5 
1.0 


M afras  Re„s,ro  Central  */  Cancer  • Data  front  tlte  CenVat  Cancer  Registry 

I I <tsa  cruda  por  lOO.OOOtnuieres-  Crude  Rate  per  100.000  tcomen 

(c)  Tasa  ajustada  por  edad  con  la  población  de  Puerto  Rico  de  19W  a r n 

population.  ~ rates  with  1 950  Puerto  Rico 
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MORTALIDAD  POR  CANCER  DEL  UTERO 
MORTALITY  FROM  CANCER  OF  THE  UTERUS 


PUERTO  RICO  1950-1975  (a) 


Año 

Year 

Número  de  Muertes 

No.  of  Deaths 

Crudas 

Crude 

Tasas-Rates  ¡100,000 

Ajustadas  (b) 

Adjusted 

1950 

228 

20.6 

20.6 

1955 

199 

17.9 

16.3 

I960 

182 

16.4 

13.3 

1965 

152 

11.4 

9.3 

1970 

173 

12.5 

8.8 

1975 

154 

9.7 

6.6  (c) 

Cuadro 
Table  9 


(a)  Cifras  del  Registro  Demográfico  - Data  from  Demographic  Registry 

(b)  Tasa  ajustada  por  edad,  población  de  Puerto  Rico  1950  • Age-adjusted  Rate  by  Puerto  Rico  1 95 0 population 

(c)  68  por  ciento  de  disminución  del  1950  al  1975  • 68  percent  of  decrease  from  1950  to  1975 


«■ 

c 

CD 


E 

o 


o 

o 

C3 

CD 

CD 


CD 

CZL 

i/s 

CD 

To 

DC 


CD 

CD 

ZD 


CD 

CD 

CD 

CD 

CD 


<D 

O. 

to 
CT3 
i/s 
CO 
I 


p <;  0.  01 

Gráfica  1-Figure:  Tendencia  del  Cáncer  Uterino- 
Trend  of  Cancer  of  the  Uterus.  Puerto  Rico  1950-75. 
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1950  1955  1960  1965  1970  1975 

* Ajustadas  por  edad,  población  de  Puerto  Rico  1950  --  Age-adjusted  Puerto  Rico  1950  pop. 
**  P<;  0.  001 
**  * P<  0.  001 


Gráfica  2-Figure:  Tendencia  del  Cáncer  Cérvico- 
uterino  por  etapa  - Trend  of  cancer  of  the  Cervix  uteri, 
by  Stage.  Puerto  Rico  1950-75. 


descendido  a una  de  6.6  en  1975  lo  cual  re- 
presenta un  68  por  ciento  de  disminución 
en  este  índice.  (Cuadro  IX). 

Conclusiones 

Una  incidencia  en  aumento  (Gráfica  1) 
y una  mortalidad  en  disminución  del  cáncer 
cervicouterino  no  podría  explicarse  solamente 
por  un  mejoramiento  en  los  métodos  de  trata- 
miento, más  todavía,  sería  inexplicable  la  in- 
versión (Gráfica  2)  de  la  incidencia  de  las  etapas 
avanzadas  hacia  las  etapas  tempranas,  si  no  hu- 
biera habido  un  programa  intenso  de  preven- 
ción primaria,  o uno  de  detección  temprana 
(prevención  secundaria).  El  primero  no  existe 
ya  que  ignoramos  cuál  es  la  causa  eficiente  de 


este  tipo  de  cáncer.  Por  lo  tanto,  tenemos  que 
admitir  que,  independientemente  del  mejora- 
miento socio-económico,  de  la  educación,  de 
la  planificación  familiar,  y del  número  creciente 
de  histerectomías  practicadas,  que  sin  duda 
tienen  influencia,  el  factor  principal  de  estos 
cambios  favorables  de  la  morbilidad  y de  la  mor- 
talidad por  cáncer  del  cuello  uterino  en  la  mu- 
jer puertorriqueña  ha  sido  el  programa  organiza- 
do y constante  de  detección  mediante  la  citolo- 
gía exfoliativa  cérvico-vaginal. 

Estos  hallazgos  nos  permiten  concluir  que 
con  una  actividad  de  esta  índole,  como  es  la 
de  Puerto  Rico,  puede  conseguirse  disminuir 
significativamente  la  morbilidad  y la  mortalidad 
por  cáncer  de  este  órgano. 
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Introduction 

Numerous  reports  have  documented  the 
existence  and  significance  of  coronary  arterial 
spasm  in  patients  with  Prinzmetal’s  angina  with 
and  without  obstructive  coronary  artery  di- 
sease (1-11).  The  mechanisms  whereby  spon- 
taneous coronary  arterial  spasm  is  precipitated 
in  variant  angina,  particularly  in  patients  with- 
out high  grade  obstructive  lesions  is  far  from 
clear,  but  certain  facts  suggest  the  possibility 
of  cyclical  increases  in  neural  stimulation  of 
epicardial  coronary  arteries  (12).  These  facts 
can  essentially  be  grouped  under  three  head- 
ings: 

1.  The  cyclic  pattern  of  spasm- induced 
angina. 

2.  The  influence  of  the  autonomic  ner- 
vous system  (or  its  effector  substances) 
on  the  diameter  of  the  coronary  arteries 
resulting  either  in  vasoconstriction  or 
vasodilatation. 

3.  The  presence  of  well  established  circa- 
dian rhythms  exercising  a profound  and 
poorly  understood  influence  on  all  bodi- 
ly function  including  the  sympathethic 
and  parasympathetic  activities. 

The  epicardial  coronary  arteries  contain 
both  sympathetic  and  parasympathetic  nerve 
terminals  (vagus)  (13).  Since  the  epicardial 
vessels  are  richly  supplied  by  alpha  adrenergic 
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receptors  (vasoconstriction)  relative  to  beta  re- 
ceptors (vasodilatation),  a mechanism  exists  for 
constriction  of  epicardial  arteries  by  selective 
stimulation  of  alpha  adrenergic  receptors  (14). 


Mechanism  of  Coronary  Arterial  Spasm 

Yasue  et  al  (15)  recently  examined  the 
relationship  between  the  autonomic  nervous  sys- 
tem and  the  attack  of  chest  pain  in  this  form 
of  angina.  They  were  able  to  induce  the  attack 
of  angina  accompanied  by  elevation  of  the  ST 
segment  in  three  patients  by  the  administra- 
tion of  the  parasympathomimetic  drug  metha- 
choline.  The  attacks  were  suppressed  by  the 
parasympatholytic  drug,  atropine,  strongly  sug- 
gesting that  the  enhanced  activity  of  the  para- 
sympathetic nervous  system  is  involved  in  the 
initiation  of  the  attack.  It  is  a well  known  fact 
that  enhanced  parasympathetic  activity  promo- 
tes a decrease  in  heart  rate.  The  lower  heart 
rate  (one  of  the  major  determinants  of  myo- 
cardial oxygen  consumption)  decreases  myo- 
cardial oxygen  requirements  and  promotes 
vasoconstriction.  Thus  in  the  early  morning 
hours,  at  a time  in  which  the  myocardial  oxy- 
gen needs  are  lowest,  the  diameter  of  the  large 
coronary  arteries  is  at  its  narrowest  point.  Sig- 
nificantly, the  attacks  of  Prinzmetal’s  angina 
peak  at  precisely  this  time.  The  authors  con- 
cluded that  the  anginal  attacks  were  probably 
caused  by  transient  severe  spasm  of  the  coro- 
nary arteries  mediated  by  the  enhanced  acti- 
vity of  the  parasympathetic  nervous  system, 
which  releases  its  neurotransmitter  acetyl- 
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choline.  Acetylcholine,  as  well  as  methacholi- 
ne,  cause  coronary  vasodilatation  by  direct 
action,  however,  it  is  believed  to  also  cause 
release  of  norepinephrine  from  the  post-gang- 
lionic sympathetic  nerve  terminals  in  the  heart. 
Since  the  large  coronary  arteries  are  supplied 
predominantly  by  alpha  (vasoconstriction) 
adrenergic  receptors,  the  resulting  effect  is 
intense  vasoconstriction  resulting  in  coronary 
arterial  spasm. 

The  fact  that  the  administration  of  pro- 
pranolol was  ineffective  in  their  patients  in 
suppressing  the  attack  and  that  the  administra- 
tion of  phenoxybenzamine  (an  alpha  adrener- 
gic blocker)  suppressed  the  attack  supports 
this  concept.  From  a theoretical  point  of  view 
the  administration  of  propranolol  may  aggra- 
vate the  pain  because  it  decreases  the  metabo- 
lic requirements  of  the  myocardium  and  myo- 
cardial oxygen  consumption.  As  the  myocar- 
dial oxygen  requirements  decrease,  less  coro- 
nary vasodilatation  exists.  By  blocking  the  beta 
receptors  (which  mediate  vasodilatation)  vaso- 
constriction is  enhanced.  The  attacks  are  not 
precipitated  by  physical  exercise  or  infusion 
of  isoproterenol  because  both  increase  the  heart 
rate  and  myocardial  oxygen  consumption  which 
cause  coronary  vasodilatation,  not  vasoconstric- 
tion. 

In  summary,  coronary  arterial  tone  is  re- 
gulated primarily  by  the  metabolic  require- 
ments of  the  myocardium,  Increases  in  myocar- 
dial oxygen  consumption  cause  coronary  vaso- 
dilatation. Neurogenic  control  of  the  coronary 
circulation  is  of  lesser  importance.  However,  in 
patients  with  variant  angina  pectoris  and  coro- 
nary arterial  spasm,  the  sympathetic-parasympa- 
thetic system  appears  to  be  of  extreme  impor- 
tance in  the  control  of  the  coronary  arterial 
circulation.  Yasue  et  al  (15)  have  shown  that  the 
most  reliable  way  to  induce  the  vasospasm  is 
to  administer  propranolol  followed  by  the  in- 
jection of  epinephrine  or  ergonovine.  The  for- 
mer reduces  the  myocardial  oxygen  needs 
causing  a reflex  decrease  in  the  diameter  of  the 
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coronary  arteries;  the  latter,  a potent  adrenergic 
stimulator,  promotes  vasoconstriction  and  gene- 
ralized spasm  in  a susceptible  patient. 

Biochemical  Mechanisms;  Cyclic  AMP,  and 
Coronary  Arterial  Spasm 

Cyclic  adenosine  3’, 5 ’-monophosphate  (cy- 
clic AMP)  was  first  described  as  the  mediator 
of  the  glyco-genolytic  effect  of  epinephrine  and 
glucagon  in  the  liver  by  Sutherland  and  co- 
workers in  1958  (16).  This  observation  led  to  a 
large  series  of  investigations  that  have  shed 
considerable  light  on  the  biochemical  mecha- 
nisms responsible  for  mediating  the  physiologic 
effects  of  other  hormones. 

Cyclic  AMP  may  act  as  a biological  se- 
cond messenger  since  it  appears  to  mediate  the 
effects  of  hormones  such  as  insulin,  serotonin, 
histamine,  prostaglandins,  adrenocorticotropin, 
thyrotropin,  parathyroid,  estradiol  and  anti- 
diuretic hormone.  According  to  the  second  mes- 
senger theory  the  hormone  (first  messenger) 
carries  information  to  the  cells.  By  binding  to 
a cell  membrane  receptor  site  it  either  activates 
or  inhibits  adenyl  cyclase  activity  (an  enzyme 
located  in  the  cell  membrane).  If  the  enzyme 
activity  is  enhanced,  it  catalyzes  the  conversion 
of  adenosine  triphosphate  (ATP)  to  cyclic  AMP, 
thus  increasing  the  intracellular  level  of  cyclic 
AMP.  Cyclic  AMP  acting  as  a second  messenger 
then  evokes  a physiologic  response  specific  for 
the  hormone  (first  messenger)  (17). 

Cyclic  AMP  degradation  to  inactive  5’  AMP 
is  catalyzed  by  phosphodiesterase,  an  enzyme 
distributed  in  the  soluble  and  particulate  cell 
fraction  (18).  It  has  been  reported  that  theophy- 
lline (19),  puromycin  (20)  and  papaverine  (21) 
increase  intracellular  concentrations  of  cyclic 
AMP  by  competitive  inhibition  of  the  action  of 
phosphodiesterase.  The  relative  biological  acti- 
vities of  adenyl  cyclase  and  phosphodiesterase 
determine  the  intracellular  concentration  of 
cyclic  AMP. 
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Clinical  Significance 

Although  a considerable  amount  of  infor- 
mation is  available  concerning  the  regulation  of 
cyclic  nucleotide  metabolism  in  animal  systems, 
relatively  little  information  has  been  reported 
dealing  with  its  application  in  areas  of  clinical 
medicine.  It  is  likely  that  a major  factor  in  this 
delay  has  been  the  difficulty  and  tedious  tech- 
niques and  methods  in  cyclic  nucleotide  deter- 
mination which  were  previously  available.  With 
the  development  of  relatively  sensitive,  simple 
methods  for  the  estimation  of  cyclases  and  cy- 
clic nucleotides  the  information  obtained 
through  basic  investigation  in  animal  models 
could  be  applied  to  clinical  medicine. 

At  present  the  determination  of  cyclic 
AMP  is  considered  to  be  a useful  diagnostic 
test  for  pseudohypoparathyroidism  and  ena- 
bles the  clinician  to  distinguish  between  this 
disease  and  hypoparathyroidism  (22,  29). 

In  the  former,  the  kidneys  are  believed  to  be 
refractory  to  the  action  of  PTH,  thus  the  low 
urinary  cyclic  AMP  levels  are  not  increased 
following  administration  of  PTH.  In  the  latter, 
the  low  urinary  cyclic  AMP  levels  increase 
significantly  after  the  administration  of  exo- 
genous PTH. 

Some  patients  with  hyperparathyroidism 
have  been  found  to  have  increased  urinary 
excretion  of  cyclic  AMP  (24).  Other  patients 
with  various  calcium  disorders  such  as  idio- 
pathic osteoporosis,  nephrolithiasis  and  some 
patients  with  cancer  and  hypercalcemia  have 
been  found  to  have  normal  or  decreased  cyclic 
AMP  excretion  rates  (24).  By  testing  a patient’s 
urine  and  plasma  these  conditions  can  be  ra- 
pidly identified. 

Elevated  and  decreased  cyclic  AMP  ex- 
cretion rates  have  been  reported  with  mania 
and  depressive  disease,  respectively.  With  drug 
therapy  (tricyclic  antidepressants,  L-Dopa,  or 
lithium  carbonate)  the  improvement  in  effect 
in  these  patients  was  associated  with  cyclic  AMP 
excretion  rates  that  returned  to  normal  (24). 
Recently,  Voorhees  (25)  and  associates  repor- 


ted that  epidermis  from  psoriatic  skin  contains 
less  adenyl  cyclase  activity  than  normal  epi- 
dermis. In  addition,  increased  cyclic  AMP  le- 
vels in  epidermis  are  associated  with  decreased 
mitotic  activity  and  proliferation. 

It  has  also  been  postulated  that  asthma 
represents  a defective  or  diminished  beta  adre- 
nergic response  in  bronchial  smooth  muscle. 
Recent  studies  have  provided  additional  support 
to  this  theory  by  demonstrating  that  asthmatic 
patients  have  less  of  an  increase  in  urinary 
cyclic  AMP  after  epinephrine  (26)  administra- 
tion than  normal  patients.  The  lower  intracellu- 
lar level  of  cyclic  AMP  may  thus  cause  inade- 
quate dilatation  of  smooth  muscle  in  the  bron- 
chial tree  (26).  To  validate  the  clinical  signifi- 
cance of  the  measurement  of  cyclic  AMP  and 
clarify  the  effects  of  other  disease  states  on 
the  levels  of  cyclic  AMP  in  body  fluids,  further 
research  is  necessary. 

Adrenergic  Receptors  and  Cyclic  AMP 

The  mammalian  heart  is  normally  control- 
led predominantly  by  beta  adrenergic  receptors. 
Alpha  adrenergic  receptors  have  been  demons- 
trated in  some  preparations  but  there  is  no  infor- 
mation that  these  are  of  physiologic  importan- 
ce (27).  In  contrast  with  the  heart,  the  vascula- 
ture (including  the  coronary  arteries)  is  predo- 
minantly under  alpha  adrenergic  receptor  con- 
trol. It  has  been  demonstrated  that  these  recep- 
tors mediate  constriction  of  both  pre  and  post- 
capillary vessels  and  of  precapillary  sphincters 
(28).  On  the  other  hand  the  vascular  effects  of 
beta  adrenergic  receptor  stimulation  in  many 
different  tissues  leads  to  activation  of  adenyl 
cyclase  and  an  increase  in  tissue  levels  of  cyclic 
AMP  (29,  30).  Responses  to  alpha  adrenergic 
receptor  activation  have  been  associated  with 
decreased  levels  of  cyclic  AMP  (29,  30).  Thus 
since  beta  adrenergic  stimulation  produces 
both  vasodilatation  and  increases  in  tissue  le- 
vels of  cyclic  AMP,  it  has  been  proposed  that 
cyclic  AMP  is  involved  in  the  regulation  of 
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smooth  muscle  tone  and  contractility  (31). 
Recent  experimental  (32-34)  evidence  supports 
this  concept.  Selective  stimulation  of  the  adre- 
nergic beta  receptors  on  bovine  mesenteric 
arteries  resulted  in  an  increased  cyclic  AMP 
content,  relaxation  of  the  vascular  smooth 
muscle  and  an  increase  in  phosphorylase  acti- 
vity (32).  The  mechanical  and  metabolic  effects 
were  blocked  by  an  adrenergic  beta  receptor 
blocking  agent.  Exogenously  supplied  cyclic 
AMP  relaxed  the  bovine  mesenteric  artery  and 
caused  the  same  metabolic  changes  produced 
by  adrenergic  beta  receptor  stimulation.  These 
observations  indicate  a close  relationship  in  vas- 
cular smooth  muscle  between  adrenergic  beta 
receptor-mediated  relaxation  and  an  increased 
cyclic  AMP  content.  In  the  same  experimental 
preparation,  selective  alpha  receptor  stimula- 
tion of  bovine  mesenteric  artery  was  associated 
with  an  initial  reduction  of  the  cyclic  AMP 
concentration  and  in  the  absence  of  Ca4^-l- 
ions,  this  reduction  still  persisted  after  two 
minutes  (32).  In  isotonically  contracting  vas- 
cular smooth  muscle,  Volicer  and  Hynie  (33) 
found  that  norepinephrine  and  angiotensin 
(adrenergic  agonists)  decreased  the  incorpora- 
tion of  3H-adenosine  in  cyclic  AMP.  Papave- 
rine, an  alkaloid  known  to  cause  smooth  mus- 
cle relaxation  is  a potent  inhibitor  of  phos- 
phodiesterase preparations  from  uterine,  vas- 
cular and  striated  muscle  (21). 

These  observations  and  experimental  evi- 
dence indicate  that  adrenergic  alpha  receptor 
stimulation  both  in  vascular  smooth  muscle 
and  other  tissues  is  associated  with  a reduced 
cyclic  AMP  content.  It  also  suggests  that  in- 
creased cyclic  AMP  concentrations  appear  to 
be  an  important  step  in  the  process  of  arterio- 
lar vasodilatation.  The  reduction  of  cyclic  AMP 
content  of  arteriolar  smooth  muscle  seems  to 
be  an  initial  event  associated  with  vasoconstric- 
tion of  the  peripheral  arteries. 

Although  it  is  difficult  to  deduce  cause 
and  effect  from  these  correlations,  particularly 
when  molecular  interactions  are  involved,  cli- 
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nical  and  experimental  evidence  support  the 
fact  that  alpha  adrenergic  receptor,  stimulation 
mediates  vasoconstriction  of  peripheral  arteries 
which  appear  to  be  associated  with  decreased 
levels  of  cyclic  AMP.  It  has  also  been  observed 
that  alpha  stimulation  appears  to  elicit  genera- 
lized vasospasm  in  patients  with  Prinzmetal’s 
variant  angina.  In  view  of  these  clinical,  expe- 
rimental and  anatomic  observations,  it  seems 
reasonable  to  investigate  the  role  of  cyclic  AMP 
in  patients  with  suspected  coronary  arteriolar 
spasm.  The  plasma  levels  of  cyclic  AMP  from 
samples  obtained  simultaneously  from  the 
coronary  sinus  and  aorta  could  be  determined 
before  and  after  administration  of  ergonovine 
or  methacholine,  drugs  which  have  been  shown 
to  provoke  coronary  arterial  spasm  in  patients 
with  Prinzmetal’s  variant  angina.  If  it  is  deter- 
mined that  coronary  artery  spasm  is  associated 
with  a decrease  in  coronary  arterial  cyclic  AMP 
content,  it  seems  logical  to  postulate  that  by 
increasing  coronary  arterial  cyclic  AMP  recur- 
rent episodes  of  coronary  arterial  spasm  may 
be  abolished. 

Preliminary  non-published  observations  in 
our  laboratory  have  shown  that  coronary  sinus 
cyclic  AMP  can  be  reliably  measured  and  that 
there  is  a significant  increase  in  coronary  sinus 
cyclic  AMP  content  five  minutes  after  the  ad- 
ministration of  sublingual  nitroglycerine.  Fur- 
ther work  is  necessary  to  clarify  this  hypothesis. 


Medical  Versus  Surgical  Management  of  Patients 
With  Prinzmetal’s  Variant  Angina 

Since  the  early  reports  stressed  the  fact 
that  Prinzmetal’s  variant  angina  was  secondary 
to  severe  focal  lesions  in  the  major  coronary 
arteries  and  because  the  disease  was  resistant 
to  conventional  drug  treatment,  it  was  hoped 
that  coronary  arterial  bypass  surgery  might  be 
an  effective  approach  in  the  management  of 
patients  with  this  syndrome. 
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Silverman  and  Flamm  (34)  were  probably 
the  first  to  report  a group  of  patients  with 
Prinimetal’s  variant  angina  treated  with  saphe- 
nous vein  aorto-coronary  bypass.  They  reported 
five  patients,  three  of  whom  had  high  grade 
focal  obstruction  treated  with  aorto-coronary 
bypass.  Two  of  the  three  patients  died  within 
48  hours  after  surgery  (both  had  sustained 
operative  myocardial  infarctions).  A review  of 
some  of  the  early  reports  on  surgical  treatment 
of  Prinzmetal’s  angina  (35,  36)  revealed  that 
of  19  patients  who  underwent  saphenous  vein 
bypass,  two  died  during  or  immediately  after 
the  operation  (mortality  11  percent),  three 
patients  sustained  an  intra-operative  infarction 
(15  percent),  eight  patients  continued  with 
chest  pain  after  the  operation  and  eight  others 
were  symptom  free  after  the  surgical  procedure. 
In  these  series  there  were  no  real  differences 
in  the  operative  outcome  in  relation  to  the 
coronary  anatomy.  That  is,  patients  with  iso- 
lated right  coronary  artery  disease  were  no  more 
or  less  likely  to  have  a successful  result  than 
patients  with  isolated  left  coronary  artery  di- 
sease or  multivessel  disease.  It  thus  became  ap- 
parent that  surgical  results  were  inferior  to  those 
results  obtained  in  patients  with  classic  angina 
and  that  coronary  artery  bypass  alone  seemed 
to  be  an  inadequate  therapeutic  measure  in  some 
patients. 

The  surgical  mortality  and  the  unknown 
long-term  results  of  saphenous  vein  bypass  must 
be  balanced  against  the  risk  of  not  performing 
the  operation.  In  order  to  do  this,  it  is  of  extre- 
me importance  to  know  the  natural  course  of 
Prinzmetal’s  variant  angina.  Unfortunately,  this 
is  still  unknown  and  no  controlled,  rando- 
mized studies  of  medical  versus  surgical  treat- 
ment are  available  in  the  literature.  Nonetheless, 
Silverman  and  Flamm  (34)  in  an  extensive  re- 
view of  this  subject  were  able  to  find  long-term 
follow-up  in  15  patients  with  variant  angina  pre- 
viously reported  in  the  literature.  Six  of  the  15 
patients  had  not  had  a myocardial  infarction 
and  were  alive  nine  months  after  the  onset  of 
their  symptoms  (40  percent).  Four  patients 


suffered  a myocardial  infarction  an  average  of 
three  months  after  the  onset  of  symptoms , but 
survived  (26  percent),  and  five  died  an  average 
of  19  months  after  the  onset  of  symptoms  (33 
percent).  Obviously,  the  early  reports  of  surgical 
management  did  not  appear  to  improve  survival 
or  alter  the  natural  course  of  this  disease  pro- 
bably because  the  concept  of  generalized  and 
recurrent  coronary  arterial  spasm  was  not  fully 
understood.  This  concept  was  further  clarified 
by  Betrin  and  co-workers  (37).  They  reported 
a patient  with  Prinzmetal’s  angina  successfully 
treated  with  saphenous  vein  aorto-coronary 
bypass.  After  the  operation,  the  variant  anginal 
attacks  recurred.  They  observed  at  the  time  of 
angiographic  studies  that  coronary  arterial  spasm 
occurred  in  the  arterial  segment  distal  to  the 
graft  anastomosis. 


Recent  Reports  on  Surgical  Management  of 
Prinzmetal’s  Variant  Angina 

Endo  and  associates  (38)  recently  publish- 
ed their  experience  with  this  syndrome  at  the 
Heart  Institute  of  Japan.  They  reported  35 
documented  cases  of  Prinzmetal’s  variant  angina. 
Aorto-coronary  bypass  grafts  were  constructed 
in  nine  cases  with  severe  stenosis,  corresponding 
to  the  location  of  the  ST  segment  elevation; 
however,  the  anginal  attacks  recurred  in  five 
cases  after  the  operation  even  though  the  grafts 
were  patent  in  all  cases.  Of  25  patients  who 
were  treated  with  a coronary  vasodilator  (Nife- 
dipine = 1,4-dihydropyridine  derivative)  comple- 
te cessation  of  the  symptoms  was  documented 
in  every  patient.  All  patients  who  were  treated 
surgically  and  who  continued  to  experience 
chest  pain,  experienced  relief  of  pain  when  Nife- 
dipine was  administered.  The  preparation  was 
not  effective  for  the  chest  pain  associated  with 
ST  depression  during  exercise.  Propranolol  (60- 
120  mg/day)  was  administered  to  five  patients 
without  effect.  They  concluded  that  in  view  of 
the  fact  that  the  mechanism  of  the  attack  is 
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based  on  diffuse  coronary  arterial  spasm,  the 
need  and  indications  for  aorto-coronary  bypass 
grafting  should  be  carefully  re-evaluated.  Al- 
though the  number  of  patients  is  relatively  small 
and  no  controlled  studies  exist,  it  is  apparent 
that  surgical  results  have  differed  in  several  ins- 
titutions. The  surgical  treatment  of  Prinzmetal’s 
variant  angina  pectoris  has  been  less  than  satis- 
factory, probably  because  of  the  existence  of 
post-surgical  coronary  spasm  in  those  patients 
in  Avhom  spasm  is  the  most  important  etiologi- 
cal factor.  It  then  appears  that  one  of  the  most 
important,  if  not  the  most  important,  step  in 
the  evaluation  of  patients  with  Prinzmetal’s  va- 
riant angina  is  to  attempt  to  reproduce  spasm 
during  coronary  arteriography.  This  can  be 
achieved  by  the  administration  of  methacholine 
or  ergonovine  ten  minutes  before  coronary 
arteriography  (15).  If  diffuse  coronary  spasm 
is  demonstrated,  most  likely  the  patient  will  be- 
nefit more  from  medical  therapy  (coronary 
vasodilators)  than  from  aorto-coronary  bypass 
even  if  focal  obstructive  lesions  are  angiographi- 
cally  seen.  A combination  of  both  modalities 
of  treatment  is  probably  more  physiologic.  If 
spasm  is  not  induced  and  focal  obstructive  le- 
sions are  seen,  aorto-coronary  bypass  should 
be  undertaken  if  the  patient  continues  with 
pain.  Further  trials  should  be  undertaken  to  pro- 
ve or  disprove  this  therapeutic  approach.  A large 
series  of  patients  with  variant  angina  needs  to 
be  studied  with  the  use  of  these  provoking 
agents  to  confirm  their  diagnostic  specificity  as 
well  as  sensitivity. 
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CORONARY  ARTERIAL  SPASM  - A PROPOSAL 


Preliminary  results  have  shown  that  the  intravascular  administration  of  ergonovine  tartrate  and 
intramuscular  injection  of  methacholine  hydrochloride  to  patients  with  clinically  suspected  Prinz- 
metal’s variant  angina  may  result  in  focal  as  well  as  diffuse  coronary  artery  spasm.  The  effects  of 
ergonovine  and  methacholine  are  promptly  and  reliably  reversed  by  sublingual  nitroglycerine.  The 
localization  and  severity  of  the  spasm  has  been  a critical  factor  in  the  medical  or  surgical  manage- 
ment of  the  patients.  Although  the  effects  of  methacholine  and  ergonovine  in  patients  with  atypical 
chest  pain  and  normal  coronary  arteries  have  not  been  completely  defined,  recent  observations  sug- 
gest that  intravenous  administration  of  ergonovine  has  little  detectable  clinical  or  electrocardiogra- 
phic effects  in  patients  with  no  previous  manifestations  of  Prinzmetal’s  angina.  A large  series  of 
patients  with  variant  angina  need  to  be  studied  with  the  use  of  the  provocative  agents  to  confirm 
their  diagnostic  specificity  as  well  as  sensitivity. 

An  interesting  and  thought-provoking  hypothesis  to  explain  the  biochemical  mechanism  of 
coronary  spasm  has  been  published  in  this  issue  of  the  “Boletín”.  The  hypothesis  is  based  on  the 
accumulated  experimental  and  limited  clinical  evidence  that  suggests  that  increased  cyclic  AMP 
concentration  appears  to  be  an  important  factor  in  the  process  of  arteriolar  vasodilation  and  that 
reduction  of  cyclic  AMP  content  of  smooth  muscle  seems  to  be  an  initial  event  associated  with  va- 
soconstriction of  peripheral  arteries.  In  order  to  prove  or  disprove  this  hypothesis  three  factors  need 
to  be  fully  integrated: 

1.  Catheterization  and  radioimmunoassay  laboratories  experienced  in  the  evaluation  of  pa- 
tients with  Prinzmetal’s  angina  as  well  as  the  measurement  of  cyclic  nucleotides. 

2.  Medical  and  paramedical  personnel  interested  in  the  clinical,  angiographic  and  metabolic 
evaluation  of  this  group  of  patients  as  well  as  in  the  interpretation  of  cyclic  nucleotide 
determination. 

3.  Sources  of  referral  of  patients  with  suspected  Prinzmetal’s  angina  and  coronary  arterial 
spasm. 

At  the  present  time  the  consensus  of  opinion  among  cardiologists  is  that  all  patients  with  Prinz- 
metal’s angina  should  undergo  cardiac  catheterization  studies  in  order  to  define  the  coronary  anatomy 
and  identify  those  patients  with  underlying  obstructive  coronary  artery  disease.  Variant  angina  may  or 
may  not  be  associated  with  coronary  obstructive  lesions.  The  prognosis  is  much  better  in  those  with 
normal  coronary  arterial  lesions. 
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1 proposal  is  made  to  the  medical  community  in  Puerto  Rico.  There  are  adequate  physical  fa- 
cilities and  medical  personnel  in  our  medical  centers,  but  not  enough  patients  with  variant  angina. 
There  are  enough  sources  of  referral  among  our  collegues  in  private  practice,  but  specialized  units 
may  not  be  available.  Let’s  make  a team,  let’s  form  a unit,  let’s  create  a center  to  perform  an  in-depth 
re-appraisal  of  coronary  arterial  spasm.  The  interest,  the  personnel,  the  facilities  and  the  referral  sour- 
ces are  available  in  our  medical  communities.  It  is  the  only  logical  approach. 

Juan  M.  Aranda,  MD 
Veterans  Administration  Hospital 
U.  P.  R.  School  of  Medicine 
San  Juan,  Puerto  Rico 


GRAPHICS 


1. 
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(a)  Atrial  Myxoma 

(h)  Calcified  Pericardial  Cyst 

(c)  Ventricular  Aneurysm 

(d)  Constructive  Pericarditis 

(e)  Calcified  Left  Atrium 

2.  Which  appears  to  be  the  predominant  valvular  lesion. 


(a)  Mitral  Stenosis 
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(b)  Mitral  Insufficiency 

(c)  y\.ortic  Stenosis 

(d)  None  of  the  above 

Is  there  evidence  of  pulmonary  hypertension. 

Yes 

No 

What  would  you  recommend  to  the  patient  after  adequate  medical  therapy? 


This  48  year  old  female  had  a 20  year  history  of  rheumatic  heart  disease  for  which  she  had  received  digoxin  and 
diuretics.  The  chest  X-ray  shows  generalized  cardiomegaly.  The  barium  swallow  shows  compression  of  the  eso- 
phagus by  a dilated  calcified  left  atrium  (arrows).  There  is  also  evidence  of  left  and  right  ventricular  dilatation. 
Note  the  absence  oi  the  retrosternal  clear  space  in  the  lateral  film.  As  the  right  ventricle  dilates,  it  obliterates 
the  clear  space  behind  the  sternum.  Compare  this  film  with  X-rays  shown  on  previous  issues  of  the  “Boletín”. 
Note  the  different  sites  of  intracardiac  calcifications. 

The  predominant  valvular  lesions  appear  to  be  mitral  insufficiency.  Mitral  stenosis  might  be  present,  however, 
it  will  not  explain  the  dilated  left  ventricle. 

The  dilated  right  pulmonary  artery  is  strongly  suggestive  of  pulmonary  hypertension. 

After  adequate  medical  therapy,  the  patient  should  have  a complete  hemodynamic  and  angiographic  evaluation 
to  assess  the  possibility  and  risks  involved  in  valvular  replacement.  The  mortality  of  valvular  replacement  will 
increase  as  the  left  ventricular  function  deteriorates.  Valvular  replacement  should  be  considered  in  any  patient 
wit  significant  mitral  insufficiency  who  becomes  symptomatic. 


Sonia  Dones,  MD 

Esteban  Linares,  MD 

Edgardo  Hernandez  López,  MD 

Guillermo  Cintron,  MD 

Juan  M.  Aranda,  .MD 

Veterans  .Administration  Hospital 

San  Juan,  Puerto  Rico 
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Graphic 


This  58  year  old  male  was  admitted  to  the  hospital  with  ascites,  ankle  edema,  hepatomegaly,  dyspnea  on  exer- 
tion and  distended  neck  veins.  Chest  X-ray  showed  cardiac  calcification  (arrows).  The  most  likely  diagnosis  is: 

(a)  calcified  mitral  annulus 
(h)  ventricular  aneurysm 

(c)  constrictive  pericarditis 

(d)  rheumatic  mitral  insufficiency 


The  patient  had  history  of  tuberculosis  in  the  past.  A diagnosis  of  constrictive  pericarditis  was  confirmed  at 
surgery.  .-Vlthough  calcification  of  the  pericardium  does  not  necessarily  imply  constriction,  the  syndrome  of 
constriction  is  very  common  in  patients  with  large  amounts  of  calcium  in  the  pericardium.  Compare  this  film 
with  previous  chest  films  showing  other  causes  of  cardiac  calcifications  (calcified  mitral  annulus,  calcified  ven- 
tricular aneurysm). 


Sonia  Dones,  Ml) 

Migdalia  (íonzález,  MD 
Juan  M.  Aranda,  MD 
Veterans  Administration  Hospital 
San  Juan,  Puerto  Hico 


ABSTRACTOS  DE  LA  ESCUELA  DE  MEDICINA 


EXPERIENCE  WITH  PRIMARY  HYPERPARA 
THYROIDISM. 


Ismael  Rodriguez,  MD,  Enrique  Vicéns,  MD,  William  Bracer, 
MD,  Velia  Toledo,  MD  — Damas  Hospital,  Ponce,  Puerto  Rico. 

From  April  71  to  April  77,  119  subjects  were 
evaluated  because  of  hypercalcemia.  In  this  group  of 
patients,  hypercalcemia  was  found  to  be  due  to:  la- 
boratory error  in  10  patients;  sarcoidosis  in  2 patients; 
multiple  myeloma  in  10  patients;  lung  carcinoma  in  3 
patients;  hepatoma  2 patients;  stomach  carcinoma  2 
patients;  breast  carcinoma  1 patient;  hyperthyroidism 
in  75  patients;  Cushing’s  syndrome  in  2 patients;  hy- 
perparathyroidism in  8 patients. 

Of  our  8 patients  with  hyperparathyroidism,  6 
of  them  had  adenoma,  3 in  the  superior  mediastinum, 
3 in  the  left  side  of  the  neck.  In  1 patient  the  para- 
thyroid glands  were  not  found  and  in  the  other,  sur- 
gery was  not  performed  becuase  of  patient’s  condi- 
tion. There  was  no  sex  predilection.  In  general,  the 
signs  and  symptoms  were  non  specific,  although  some 
of  the  classic  were  present.  Only  one  subject  had  the 
classic  X ray  finding  of  Hyperparathyroidism.  Primary 
biochemical  abnormalities  were  the  presence  of  hyper- 
calcemia, hypophosphatemia  and  hyperphosphatasia. 


CLINICAL  AND  BIOCHEMICAL  CHARAC 
TERISTICS  OF  SUBJECTS  WITH  NEPHRO 
LITHIASIS. 

Julio  Renabe,  (Associate),  and  Manuel  Martinez  Maldonado, 
FACP  — Dept,  of  Med.  San  Juan  VA  Hospital,  San  Juan,  Puerto 
Rico. 

Studies  were  performed  in  41  subjects  with  kid- 
ney stones  (28  women;  13  men).  Mean  age  was  44.5 


vs.  46.8  yrs.  As  a group,  mean  serum  ealcium  was  simi- 
lar in  both  (9.7  vs.  10.1  mg  percent).  However,  57  per- 
cent of  women  and  only  15  percent  of  men  exhibited 
hypercalcemia  at  sometime.  This  was  also  the  case  for 
hypophosphatemia  (SPO  ^ = = 3.14  vs.  3.14;  44  vs. 
23  percent).  Renal  function,  assessed  from  serum 
creatinine,  did  not  differ  (1.02  vs.  1.3  mg  percent). 
Serum  PTH  was  measured  in  27  females  and  was  ele- 
vated in  23  (85  percent).  Six  of  10  men  also  had  high 
PTH.  Hypercalciuria  (>220  mg  Ca-I-+  per  24  hrs.)  was 
present  in  46  percent  of  men  and  56  percent  women  in 
whom  it  was  determined.  Two  males  had  tPTH  and  hy- 
percalciuria (HC)  suggesting  renal  “leak”  (RHC).  Three 
had  normal  PTH  and  HC  suggesting  intestinal  hyper- 
absorption (AHC).  Nine  women  had  tPTH  and  HC. 
Seven  of  these  also  had  hypercalcemia;  in  5 parathy- 
roid adenomas  have  been  identified.  Three  have  normo- 
calcemia  suggesting  RHC.  None  have  HC  with  normal 
PTH  giving  a 0 incidence  of  AHC  in  females.  Two  men 
and  2 women  had  normal  Ca++,  no  HC  and  normal 
PTH.  It  is  clear  from  these  results  that  the  common- 
est cause  of  HC  in  women  is  primary  hyperparathy- 
roidism. RHC  is  the  second  most  common  cause  of 
turine  Ca++  in  our  stone  population.  Although  AHC 
occurs  in  men  it  appears  to  be  rare  in  women.  In  this 
population  parathyroid  adenomas  have  been  proven 
in  19.5  percent  of  cases  yet  tlie  incidence  is  most  li- 
kely higher  in  view  of  the  high  number  of  tCa++, 
tPTH  subjects. 


HEMODYNAMIC  RESPONSE  TO  ISOMETRIC 
HANDGRIP  IN  ACUTE  MYOCARDIAL  IN- 
FARCTION. 

Julio  Pérez,  MD,  Guillermo  Cintron,  MD,  (Member),  Brunilda 
Peña,  RN,  Elias  Mercado,  RN.  — VA  Hospital  and  UPR  School 
of  Medicine,  San  Juan  , Puerto  Rico. 


The  purpose  of  the  study  was  to  define  left 
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ventricular  hemodynamic  response  to  isometric  hand- 
grip in  patients  with  acute  myocardial  infarction  (AMI). 
Thirteen  patients  underwent  right  heart  catheteriza- 
tion during  the  first  24  hours  after  onset  of  symptoms 
of  AMI.  All  had  normal  (<12  mmHg)  pulmonary  artery 
diastolic  pressure  (PAD)  or  normal  mean  pulmonary- 
wedge  pressure  (PWP).  The  patients  did  isometric 
forearm  contraction  to  a measured  level  to  100  mmHg 
for  30  seconds  to  1 minute  with  continuous  hemo- 
dynamic and  electrocardiographic  monitoring. 

The  results  were  as  follows:  Two  out  of  13  pa- 
tients had  S3  gallops  and  2 out  of  13  had  pulmonary 
ral  es.  The  mean  control  arterial  pressure  was  117  mmHg 
and  the  mean  control  heart  rate  was  73/min.  The  mean 
control  P.AD  or  PCW  was  7.6  mmHg.  The  mean  maxi- 
mal isometric  blood  pressure  was  131  and  the  mean 
maximal  heart  rate  was  85/min.  The  mean  P.AD  or 
PCW'  rose  to  13.0  mmHg.  Seven  out  of  13  patients 
(54  percent)  elevated  the  PAD  or  PCW'  to  12  mmHg 
or  more  and  3 of  13  (23  percent)  elevated  the  P.AD 
or  PCW  to  20  mmHg  or  more. 

.Mmost  all  patients  with  AMI  even  if  without 
clinical  or  resting  hemodynamic  evidence  of  left  ven- 
tricular failure  have  decreased  myocardial  reserve  or 
increased  left  ventricular  wall  stiffness  which  leads  to 
abnormal  left  ventricular  hemodynamics  under  a mi- 
nimal amount  of  systolic  stress. 


I G RESPONSE  IN  EXPERIMENTAL  IMMU 
NO  LOGY. 

López-Berestein,  G.  and  Jerez,  J.  — University  of  Navarre 
Department  of  Allergy  and  Immunology  and  San  Juan  City 
Hospital,  San  Juan,  Puerto  Rico. 

Nature  of  I G response  is  studied.  21  rabbits  sen- 
sitisized  with  BSA.  Degree  of  sensitization  is  assessed 
with  active  and  passsive  transfer  techniques.  Immuno- 
therapy is  carried  out  with  repeated  injections  of  BSA 
in  periods  that  ranged  between  9 months  and  one 
year.  IgG  response  is  studied  with  Sephadex  G-200. 
Antigen  specificity  is  assessed  using  the  Schultz-Dale 
organ  bath  technique.  Subfractions  are  studied  using 
Ion-exchange  chromatography. 

Antigen  specific  I^G  is  isolated  with  Sephadex 
G-200.  Antigen  specific  activity  is  demonstrated  in 


Antigen  specific  I^G  subfractions  are  ellicited 
in  response  to  repea tecT  challenge  with  sensitization 
antigen.  If  this  finding  bear  due  relation  with  the  block- 
ing antibody  is  yet  to  be  proven. 


TRANSMISSIBLE  VIRUS  DEMENTIA  (CREU 
TZFELDT  JAKOB  DISEASE),  FIRST  PROVEN 
CASE  IN  PUERTO  RICO. 

Victor  M.  Mojica,  MD,  Clarence  J.  Gibbs,  Jr.,  PhÜ,  José  A. 
Rosich,  MD  — Veterans  Administration  Hospital,  San  Juan, 
Puerto  Rico. 

A 55-year-old  male  is  described  who  presented  a 
clinical  picture  of  dementía  complicated  with  cerebellar, 
pyramidal,  and  extrapyramidal  signs.  This  followed  a 
progressive  course  terminating  fatally  within  a year  with 
mutism,  myoclonic  spasms,  and  rigidity. 

The  early  diagnosis  can  be  established  on  clinical 
grounds,  electroencephalography,  pneumoencephalogra- 
phy or  computerized  tomography  scanning  and  confir- 
med by  brain  biopsy.  The  histopathology  is  character- 
ized by  the  triad  of  neuronal  loss,  glial  proliferation, 
and  spongiform  state. 

Since  this  disease  has  proven  to  be  a “slow  infec- 
tion” due  to  a transmissible  virus,  special  precautions 
should  be  taken  in  handling  these  patients,  particularly 
by  the  neurosurgeon  and  the  pathologist.  This  represents 
another  criterium  to  be  considered  in  the  selection  of 
organ  transplant  donors. 


EXERCISE  TESTING  IN  THE  EARLY  POST 
MYOCARDIAL  INFARCTION  PERIOD 

Esteban  Linares-Rivera,  (Member),  Guillermo  Cintron,  (Mem- 
ber), Julio  E.  Pérez,  (Associate),  Edgardo  Hernández,  MD,  Juan 
M.  Aranda,  MD,  Eli  A.  Ramirez,  F AGP.  — Veterans  Adminis- 
tration Hospital,  San  Juan,  Puerto  Rico,  University  of  Puerto 
Rico,  San  Juan,  Puerto  Rico 

The  purpose  of  this  study  was  to  evaluate  the  use- 
fulness of  exercise  testing  prior  or  short  after  discharge 
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¡n  patients  (pts)  admitted  with  acute  myocardial  in- 
farction (AMI).  Sixty-three  pts,  mean  age  53,  without 
he.art  failure  or  usntalde  angina  pectoris  (AP),  performed 
treadmill  exercise  testing  soon  after  AMI:  25  at  3 weeks 
(wks)  and  6 wks,  25  at  3 wks  only  and  13  at  6 wks  only. 
Infarction  was  transmural  in  49  (78  percent)  pts  (an- 
terior 27,  inferior  22)  and  subendocardial  in  14  (22  per- 
cent). Follow-up  information  was  obtained  in  61  pts 
(97  percent)  for  a mean  of  11  months.  Testing  at  3 wks 
was  limited  either  by  achieving  70  percent  of  maximal 
heart  rate  or  a work  load  of  at  least  4 METS,  in  33/50 
and  hy  symptoms,  signs  or  arrhythmia  in  17/50.  Testing 
at  6 wks  was  limited  by  either  achieving  80  percent 
maximal  heart  rate  or  work  load  of  at  least  6 METS 
in  21/38  and  by  symptoms  or  signs  or  arrhythmia  in 
17/38.  There  were  no  complications.  Exercise  induced 
ischemic  STI  abnormalities  (ST)  were  noted  in  22/63 
(3,5  percent),  10/25  on  both  tests,  8 at  .3  wks,  9 at  6 wks 
and  41/63  on  neither  tests.  13/22  (59  percent)  of  pts 
with  STl  had  treadmill  /\P.  Recurrent  AMI  occurred 
in  9 pts  in  a mean  follow-up  period  of  11  months.  In 
this  group,  only  2 (22  percent)  jits  had  STI  during  the 
early  treadmill  tests.  Exercise  testing  influenced  mana- 
gement in  13  percent,  8/63;  an tiarrhytmic  drugs  were 
started  or  increased  in  6,  digitalization  was  started  in  1 
and  hospitalization  was  prolonged  in  1 pt.  Conclusion; 
Exercise  testing  is  safe  and  useful  in  evaluating  pts  dur- 
ing the  3 and  6 wks  following  .AMI. 


STRESS  TESTING  AFTER  MYOCARDIAL 
INFARCTION. 

1.  /,.  Rodriguez,  MI),  Fernando  Defilló,  MD,  Carmelo  Lugo, 
MD,  Don  Raymond  Rivera,  MD  and  Félix  M.  Cortés,  MD, 
FACP  — Ponce  District  Hospital,  Cardiorenal  Division,  Ponce, 
Puerto  Rico 

Study  designed  to  determine  cardiovascular 
functional  capacity  in  response  to  exercise  in  patients 
with  myocardial  infarction.  Objectives  are:  (1)  to  es- 
tablish reliable  parameters  of  activity  in  order  to  design 
a rehabilitation  program  which  is  progressive  in  endur- 
ance and  tolerance;  (2)  possibly  early  discharge  from 
hospital;  (3)  set  up  a control  test  for  further  re-test 
and  evaluations  for  subsequent  adjustments  in  their 
respecflve  rehabilitation  programs. 

METHOD:  The  Bruce-Edwards  Stress  Testing 


modified  to  achieve  a Heart  Rate  of  60  percent  of 
the  maximum  expected.  MATERIAL;  All  patients 
with  a diagnosis  of  MI  are  subjected  to  this  test  and 
continued  in  a rehabilitation  program  prescribed  for 
them.  Patients  start  with  a series  of  activities  as  soon  as 
they  become  asymptomatic  and  while  still  bed-ridden. 
-All  cases  are  evaluated  by  Cardiac  Board  prior  to  un- 
dergoing the  exercise  test.  FINDINGS:  A total  of  11 
patients  have  been  studied  — 8 males  and  3 females  — . 
Nine  achieved  objectives  designed  for  them,  two  fai- 
led. Eight  evidenced  significant  ST  changes,  three 
changed  the  T wave  pattern,  and  two  inverted  the  P 
wave  in  V-1.  Three  cases  have  been  re-tested  and  a 
significant  improvement  in  cardiac  performance  evi- 
denced by  a higher  Bruce  level  attained,  and  a higher 
double  product. 

In  all  cases  the  ECG  returned  to  control  pattern 
in  6 to  10  minutes  post  exercise.  ST  segment  changes 
evidenced  the  presence  of  ischemic  and/or  akinetic 
areas  in  73  percent  of  cases  and  18  percent  inverted 
the  P wave  suggestive  of  acute  left  atrial  overload. 

Tread  Mill  Stress  Testing  can  be  safely  carried 
out  in  patients  recovering  from  acute  MI,  provided 
one  follows  securitv'  parameters  described. 

We  believe  significant  information  may  be  ob- 
tained concerning  myocardial  reserve,  presence  or  ab- 
sence of  exercise  induced  arrhythmias  as  well  as  Is- 
chemic and  Akinetic  areas  induced  by  mild  exercise. 


RINCON:  LEARNING  PRIMARY  CARE  IN 
A PRIMARY  CARE  SETTING. 

Miguel  H.  Del  Toro,  MD,  and  Yeou-Cheng  Ma,  MS.IV  — Rin- 
cón Rural  Health  Initiative  Project,  Rincón,  Puerto  Rico  . . 

As  recently  as  two  years  ago,  the  Rincón  Health 
center  had  no  laboratory  or  x-ray  facilities.  It  provided 
symptomatic  care  with  two  licensed  and  one  partially 
licensed  practitioners  assigned  by  tlie  Department  of 
Health.  Better  physicians  coidd  be  recruited  by  applying 
the  standards  and  offering  the  salaries  of  the  National 
Health  Service  Corps.  Better  health  care  was  made  pos- 
sible by  a Rural  Health  Initiative  grant  which  provided 
money  for  adding  x-ray  and  laboratory  facilities  and 
guidance  for  using  the  problem  oriented  record  system 
and  tlie  medical  and  clinical  auditing  of  records. 

We  have  assessed  tlie  usefulness  of  teaching  pri- 
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mary  care  in  this  simple  setting  looking  at  it  through 
the  eyes  of  a well  motivated  fourth  year  Harvard  Medi- 
cal student  who  spent  two  months  in  Rincón  working 
under  the  guidance  of  three  enthusiastic  Puerto  Rican 
physicians.  She  saw  377  patients  ranging  in  age  from 
less  than  two  (37  patients)  to  more  than  eighty  (nine 
patients).  She  had  a share  in  the  management  of  65 
different  primary  care  conditions  varying  from  con- 
junctivitis (4  cases)  to  pseudocyesis  (two  cases). 

The  evolving  design  for  teaching  a small  com- 
munity and  its  health  providers  to  value  and  support 
medical  services  of  high  quality  will  be  presented. 
The  impact  of  high  quality  medical  care  on  a popu- 
lation and  a health  system  unprepared  for  it  will  be 
discussed.  Medical  students  and  young  health  providers 
can  best  learn  to  fill  the  primary  health  care  needs 
of  the  nation  by  being  functioning  parts  of  properly 
structured  primary  health  care  centers. 


LEFT  VENTRICULAR  DYSFUNCTION  IN  PA 
TIENTS  WITH  VENTRICULAR  SEPTAL  DE 
FECT 

P.  I.  Altieri,  MD,  R.  A.  Cox,  MD,  A.  Medina,  MD,  L,  Del  Valle, 
MD,  M.  Torres,  MD  and  E.  Guerra,  MD  — Department  of  Me- 
dicine University  of  Puerto  Rico,  San  Juan,  Puerto  Rico. 

The  presence  of  left  ventricular  dysfunction 
(LVD)  was  looked  for  in  8 patients  (pts)  with  ventricu- 
lar septal  defect  (VSD).  A quantitative  analysis  of  L.V. 
W.M.  was  performed  of  sin^e  plane  cineangiograms. 
Normal  values  of  segmental  wall  motion  (S.W.M.)  at 
end-systole  and  mid-ejection  has  been  established  from 
20  pts.  who  had  ejection  fraction  (E.F.)  > 0.59  and 
normal  values  for  end-systolic,  end-diastolic  volumes 
and  normal  systolic  time  intervals.  Hypokinetic  (h) 
or  tardokinetic  (T)  segments  (delay  motion  at  mid 
ejection)  were  defined  as  those  where  amplitude  of 
systolic  or  mid-ejection  motion  was  less  than  2 stan- 
dard deviation  from  the  normal  group. 

Two  groups  were  found:  Group  I.E.F.  > 0.59 
(0.61-1-1),  3 pts.  and  Group  11  subnormal  E.F.  < 0.59 
(0.50-1-3).  Group  I failed  to  show  H or  T areas,  one  pt. 
showed  paradoxical  motion  of  the  left  ventricular 
wall  at  mid-ejection  with  normal  movement  of  the  seg- 
ment at  end-systole. 


Group  II  showed  15  H areas  (9  anterior  segments 
(A.S.)  6 inferior  segments  (I.S.)  and  6 T areas  (3.  A.S., 
3 I.S.).  The  only  positive  correlation  was  between  mean 
percent  systolic  movement  and  E.F.  In  conclusion,  pts. 
with  V.S.D.  have  L.V.D.  seen  as  subnormal  E.F.  or  as 
S.W.M.  abnormalities  at  mid-ejection  or  end-systole. 


LONGITUDINAL  STUDY  OF  HOUSE  STAFF 
PHARYNGEAL  FLORA:  A PROSPECTIVE 
STUDY. 

Zelma  Euxench-López,  MD  and  Carlos  H.  Ramirez  Ronda, 
FACP  — VA  Hospital  and  University  of  Puerto  Rico  School 
of  Medicine,  San  Juan,  Puerto  Rico. 

The  colonization  by  gram— negative  bacilli  (GNB) 
of  the  pharynx  of  normal  persons  is  around  2 to  9 per- 
cent, while  that  of  male  alcoholic  ambulatory  patients 
is  64  percent.  A significant  number  of  patients  admit- 
ted to  the  hospital  are  colonized  by  GNB  and  all  se- 
riously ill  patients  admitted  to  ICU  are  colonized  by 
GNB  within  72  hrs  of  hospitalization.  The  predominant 
hospital  flora  are  GNB.  In  order  to  see  the  effects  of 
hospital  environment  on  the  pharyngeal  colonization 
of  physicinas,  a group  of  healthy  house  staff  was  stu- 
died prospectively  and  longitudinally.  Serial  quantita- 
tive pharyngeal  cultures  were  taken  over  a 12  month 
period.  Identification  was  carried  using  standard  micro- 
biological methods.  One  or  more  GNB  were  isolated 
in  the  initial  culture  of  16  percent  (14/89)  of  the  house 
staff.  4.4  percent  of  the  subjects  had  more  than  one 
GNB.  The  colonization  rate  was  high  (>10CFlJ/ml)  in 
11/14.  Two  subjects  had  pathogenic  gram-positive  orga- 
nisms in  high  numbers.  On  longitudinal  cultures  of  22 
house  staff  members,  the  number  of  positive  cultures 
for  GNB  was  13.6  percent  (3/22).  On  weekly  and  bi- 
weekly serial  cultures  there  was  no  persistence  of  co- 
lonization, except  in  2 subjects.  The  most  frequent 
organisms  isolated  were  I^^lebsiella  pneumoniae  35  per- 
cent, Escherichia  coli  14  percent,  Enterobacter  aero- 
genes  14  percent  and  Enterobacter  cloacae,  Citrobac- 
ter  diversas,  Enterobacter  agglomerans,  Klebsiella 
ozaenae  and  Serratia  liquifaciens  7 percent  each.  The 
data  suggests  that  the  pharynge.al  colonization  of  house 
staff  is  higher  than  that  of  ambulatory  male  OPD  pa- 
tients but  that  this  colonization  is  transitory.  The  or- 
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ganisrns  that  colonize  house  staff  do  it  in  high  numbers, 
reflecting  continuous  exposure  and  are  the  same  orga- 
nisms found  in  the  hospital  environment. 


ELECTROLYTE  DISTURBANCES  IN  MUL- 
TIPLE MYELOMA 

Glenn  Garayalde  Cotroneo,MD  and  Manuel  Marti'nez-Maldona- 
do,  MD,  FACP  — Dept,  of  Medicine,  San  Juan  VA  Hospital 
and  Depts.  of  Physiology  and  Medicine,  University  of  Puerto 
Rico  School  of  Medicine,  San  Juan,  Puerto  Rico 

Renal  failure  is  the  second  most  common  cause 
of  death  in  patients  with  multiple  myeloma.  Contribu- 
ting factors  are  electrolyte  disturbances  such  as  volume 
depletion,  hypercalcemia  and/or  hyperuricemia.  We  have 
examined  the  records  of  24  patients  with  MM,  admitted 
to  our  hospital  between  1965  and  1976.  Tbe  mean  age 
of  the  subjects  was  61  years.  I^G  myeloma  occurred  in 
62  percent;  l^^A  in  17  percent ;'1[^D  and  I E in  4 percent 
each;  1^  determinations  were  not  available  in  3 patients. 
Evidence  of  renal  involvement  was  present  in  90  per- 
cent of  all  subjects  (serum  creatinine  1.5  mg  percent). 
Proteinuria  occurred  in  65  percent.  Hypercalcemia  was 
present  in  70  percent  of  the  subjects  and  was  the  com- 
monest cause  of  renal  impairment.  Hyperuricemia  was 
also  common  (75  percent  of  subjects)  but  resulted  from, 
rather  than  being  the  cause  of,  renal  failure  in  all  except 
one  case.  Hypercalcemia  and  hyperuricemia  accompa- 
nied renal  insufficiency  in  50  percent  of  all  cases.  Other 
factors  contributing  to  renal  failure  were  hyperviscosity 
(3  pts.),  hypertension  (1  pt.),  amyloidosis  (1  pt.)  and 
dehydration  (1  pt.).  Anion  “gap”  of  less  than  6mEq/L, 
was  present  in  47  percent  of  {¡atients;  all  had  I^G  mye- 
loma. Control  of  hypercalcemia  during  the  course  of 
chemotheraf))’  is  essential  in  the  management  of  mul- 
tiple myeloma. 


REFLUX  GASTRITIS.  ROLE  OF  HYDRO- 
CHLORIC ACID  AND  BILE 


Angel  Olazáhal,  (Member)  and  Pedro  H.  Garcia-Pont,  MD 
Veterans  Administration  Hospital  and  University  of  Puerto 
Rico  School  of  Medicine,  San  Juan,  Puerto  Rico 


Reflux  gastritis  is  one  of  many  complications 
which  may  follow  gastric  surgery.  The  etiology  of 
this  gastritis  remains  obscure  but  previous  reports 
implicate  gastric  reflux  of  duodenal  contents.  Gas- 
tric analysis  previously  reported  in  these  patients  have 
revealed  achlorhydria  or  marked  hypochlorhydria. 

The  hospital  records  of  38  patients  with  pre- 
vious gastric  surgery  who  had  evidence  of  gastritis 
at  gastroscopy  during  calendar  year  1976  were  reviewed. 
Thirteen  had  gastric  analysis  performed  after  surgery. 
Eight  of  the  thirteen  patients  had  a basal  acid  output 
greater  than  or  equal  to  1.8  milliequivalents  per  liter 
per  hour  (mEq/l/hr.).  One  other  patient  produced 
6mEq/l/hr.  after  histamine  stimulation.  Four  patients 
had  basal  and  stimulated  acid  outputs  of  less  than 
1 mEq/l/hr.  The  latter  group  all  had  bihous  material 
noted  in  tbe  gastric  remnant  at  endoscopy. 

We  conclude  that  many  patients  who  have  en- 
doscopic evidence  of  gastritis  following  partial 'gastric 
resection  or  vagotomy  and  pyloroplasty  continue  to 
secrete  significant  amounts  of  hydrochloric  acid.  Fur- 
thermore, gastric  analysis  performed  in  these  patients 
may  not  accurately  reflect  true  acid  secretion  as  bile 
is  present  in  the  gastric  lumen. 

We  postulate  hydrochloric  acid  secretion  in  ad- 
dition to  bile  may  contribute  to  gastritis  occurring 
after  gastric  surgery. 


CONDUCTION  DISTURBANCES  IN  AORTIC 
STENOSIS,  CLINICAL,  HEMODYNAMIC  AND 
ELECTROPHYSIOLOGIC  CORRELATIONS 

Juan  M.  Aranda,  MD,  Benjamin  Befeler,  MD  (Member  FACP), 
Esteban  ¡binares,  MD  (Member),  Edgardo  Hernandez,  MD, 
Guillermo  Cintron,  MD  (Member)  — Veterans  Administration 
Hospital,  San  Juan,  Puerto  RicolMiami,  Elorida.  University 
of  Puerto  Rico  School  of  Medicine,  San  Juan,  Puerto  Rico. 

Hemodynamic  and  electrophysiologic  studies 
were  performed  in  12  consecutive  patients  (pts)  with 
symptomatic  aortic  stenosis  (AS).  .411  patients  had 
intact  A-V  conduction.  P-R  and  .V-H  intervals  ranged 
from  140  to  200  and  60  to  120  msec,  respectively  and 
were  not  prolonged.  One  pt.  had  a wide  His  bundle 
potential  (>20  msec)  suggesting  disease  in  the  His  bun- 
dle. The  H-V  intervals  ranged  from  40  to  65  sec  and 
were  prolonged  in  4 pts  (33  percent)  suggesting  His  bun- 
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die  or  trifascicular  disease.  Mean  H-V  interval  in  8 pts 
with  moderate  to  severe  valvular  calcifications  was  57 
msec  compared  to  46  msec  in  4 pts  with  minimal  calci- 
fications (p<  .05). 

The  mean  H-V  interval  in  6 pts  with  aortic  grad- 
ient <50  mm/Hg  was  51  msec  compared  to  55  msec  in  6 
others  with  gradients  > 50  mm/Hg  (p>  .05). 

AS  is  commonly  associated  with  latent  conduc- 
tion disease  in  the  His  bundle  and  trifascicular  conduc- 
tion system.  The  conduction  disturbances  appear  to  be 
correlated  with  the  degree  of  valvular  calcifications  but 
not  with  valve  obstruction. 

EFFECTS  OF  U-42,  585E  IN  BRONCHIAL 
ASTHMA 

Moreno,  José  N.,  MD,  L.  A.  Le  Zotte,  Jr.,  MD,  PhD;  H.  G. 
Johnson,  PhD  and  C.  D.  Brooks,  MD  — Clinical  Pharmacology- 
Unit,  School  of  Medicine,  UPR  Hypersensitivity  Disease  Re- 
search, The  Upjohn  Company,  Kalamazoo,  Michigan 

Ten  patients  diagnosed  as  extrinsic  bronchial 
asthma,  as  determined  by  diagnostic  bronchial  challen- 
ge, each  received,  randomly  allocated,  1/100  mg.  1/10 
mg,  1/mg  of  U-42,  585E  or  placebo.  Ten  minutes 
subsequent  to  the  administration  of  the  medication 
by  inhalation,  the  patient  underwent  a standard  bron- 
chial challenge.  Pulmonary  functions  were  obtained 
every  10  minutes  for  a period  of  2 hours  or  until  me- 
dically indicated  to  terminate  the  procedure.  All  pa- 
tients received  the  three  doses  of  medication  and 
placebo.  At  the  completion  of  each  procedure  epine- 
phrine was  administered  subcutaneously  in  suitable 
doses,  followed  by  the  measurement  pulmonary  func- 
tions. 

Protection  afforded  by  U-42,  585E  was  deter- 
mined by  a drop  of  less  than  20  percent  of  FEVj^,  during 
the  observation  period,  as  compared  with  that  value  ob- 
tained at  baseline,  with  prior  administration  of  buffer  by 
inhalation. 

Our  data  suggests  that  U-42,  585E  may  be  provi- 
ding some  protection  to  these  asthmatic  patients  when 
undergoing  a standard  bronchial  challenge.  Overall,  there 
were  no  significant  acute  side  effects. 


SLEEP  EEG  IN  PROGRESSIVE  UREMIC  EN- 
CEPHALOPATHY 


Angel  Noriega  Sánchez,  MD,  and  Manuel  Martinez  Maldonado, 
FACP  — Veterans  Administration  Hospital,  San  Juan,  Puerto 
Rico. 

Progressive  uremic  encephalopathy  (PVE)  is  an 
entity  with  characteristic  electroencephalographic  fin- 
dings. The  EEG  changes  consists  of  bysynchronous 
and  usually  symmetrical  complexes  lasting  from  two  to 
four  seconds,  high  amplitude,  slow  waves,  frontocen- 
tral  sharp  waves,  spikes,  and  triphasic  waves.  With  the 
purpose  of  determining  if  the  EEG  paroxyms  in  PUE 
were  persistent  and  present  during  sleep,  we  perfor- 
med prolonged  and  all  night  tracings  on  four  of  our  pa- 
tients with  this  syndrome. 

The  EEG  finding  in  all  patients  was  continuous. 
It  persisted  throughout  the  night  and  during  hemo- 
dialysis. In  three  cases  it  worsened  after  this  proce- 
dure. The  all  night  tracing  in  all  cases  showed  dis- 
organization of  sleep  pattern  and  in  three,  absent  pe- 
riods of  REM.  Patients  with  this  abnormal  sleep  EEG, 
showed  marked  organic  mental  changes  and  severe 
functional  psychiatric  findings.  In  addition,  they  had 
speech  disorders  and  involuntary  movements  typical 
of  PUE.  Prolonged  REM  deprivation  such  as  seen  in 
chronic  central  nervous  system  stimulation,  produces 
similar  neuropsychiatric  findings.  Depletion  of  inhibi- 
tory neurotransmitters  by  chronic  hemodialysis  or  me- 
tabolites of  urea  may  result  in  neuronal  irritability.  The 
presence  of  seizures  and  of  continuous  pseud operio die 
discharges  in  the  EEG  makes  this  a possibility.  Alterna- 
tively, a CNS  viral  infection  may  also  be  involved.  Sub- 
acute sclerosing  panencephalitis  produces  similar  EEG 
findings  lending  support  to  this  last  suggestion. 


TETANUS  PROTECTION  IN  PUERTO  RICO 

Héctor  F.  Gorbea,  MD,  Rosa  Haberes,  MT  and  Carlos  H.  Ra- 
mirez Ronda,  FACP  — VA  Hospital  and  University  of  Puerto 
Rico  School  of  Medicine,  San  Juan,  Puerto  Rico 

Tetanus  is  a problem  in  Puerto  Rico  with  an  attack 
rate  13  times  higher  than  in  mainland  U.S.A.  A prospec- 
tive study  was  designed  to  detect  the  level  of  protection 
against  tetanus  in  different  groups  of  population  in  the 
Island.  4.38  subjects  were  studied,  236  males,  172  fe- 
males and  30  newborns.  The  groups  included  134  ve- 
terans, 136  non-veterans,  72  physicians  (House  Staff), 
66  pregnant  females  and  30  newborns.  Tetanus  anti- 
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>oxin  (T  XT)  levels  were  measured  by  hemagglutination 
assay.  TAT  protection  was  defined  as  = O.Ol  antitoxin 
unit/ml.  A'o  protection  was  found  in  9.3  percent  of 
males  and  7.5  percent  of  females;  all  newborns  had 
protective  levels  as  well  as  all  pregnant  women.  The  level 
of  protection  progressively  decreased  with  age.  There 
were  125  subjects  50  years  or  older,  27  (22  percent) 
had  no  protection.  Of  the  313  subjects  younger  than 
50  years  only  2 percent  had  no  protective  levels.  In 
the  community  study,  the  lowest  levels  of  protection 
were  found  in  females  age  50  and  older,  while  in  the 
other  groups  the  low  levels  were  found  in  a higher  pro- 
portion in  males.  All  newborn  had  protective  levels, 
as  well  as  their  mothers,  but  the  7.47’  level  in  cord 
blood  ivas  12  percent  of  the  level  found  in  the  mo- 
thers. In  Puerto  Rico  our  younger  population  is  well 
protected  against  tetanus,  reflecting  the  immunization 
efforts  of  the  Health  Agencies,  but  a significant  portion 
of  the  senior  population  age  50  and  older  (22  percent), 
is  unprotected,  lie  recommend  the  institution  of  an 
immunization  program  and  health  education  campaign 
aimed  at  our  population  age  50  and  older.  Once  the 
primary  series  has  been  completed  we  strongly  endorse 
the  use  of  a tetanus  toxoid  (Td)  booster  every  10  years. 


ANGINA  POST  MYOCARDIAL  INFARCTION, 
CLINICAL  HEMODYNAMICS  AND  ANGIO 
GRAPHIC  CORRELATES 

Guillermo  Cintron,  (Member),  Edgardo  Hernández,  MD,  Julio 
Pérez  (Associate),  V.A,  Hospital  and  U.P.R.  School  of  Medi- 
cine 

The  purpose  of  this  study  is  to  define  the  clinical, 
hemodynamic  and  angiographic  characteristics  of  a 
group  of  patients  who  developed  angina  in  the  immedia- 
te post  myocardial  infarction  (MI)  period. 

Thirteen  patients  (pts)  underwent  uncomplicated 
cardiac  catheterization  as  part  of  complete  cardiovascu- 
lar evaluation  during  their  convalescent  period  after  acu- 
te myocardial  infarction.  The  mean  age  was  49  years. 
Sixty-nine  pet  :ent  of  the  pts  had  prior  angina  and  four- 
ty-six percent  had  prior  myocardial  infarction.  Eighty- 
four  percent  of  the  pts  were  smokers,  thirty  percent 
were  diabetics  and  thirty  eight  percent  were  hyperten- 
sives. The  average  time  from  MI  to  onset  of  angina  was 
two  and  a half  weeks.  All  but  two  pts.  had  Class  III  to 


IV  angina  and  nine  of  thirteen  pts  had  angina  at  rest. 
The  average  time  from  MI  to  cardiac  catheterization  was 
eight  weeks.  All  the  pts  had  angiographically  demons- 
trable coronary  artery  disease  ()>  70  percent  obstruc- 
tion) varying  from  one  to  four  vessel  disease.  None  of 
the  pts.  had  main  left  coronary  artery  disease.  The  aver- 
age patient  had  2.3  vessels  involved.  The  average  ejec- 
tion fraction  was  58  percent  with  a left  ventricular 
end  diastolic  pressure  of  19  mm  Hg.  All  the  pts  had  at 
least  one  area  of  left  ventricular  motion  disturbance 
that  always  correlated  with  the  localization  of  the  MI 
and  the  angiographic  lesions.  Three  pts  with  multi- 
vessel disease  underwent  successful  surgery. 

Our  pts  with  early  angina  after  MI  are  young 
pts  with  multivessel  disease,  although  some  pts.  may 
have  single  vessel  disease.  Ventriculography  shows 
left  ventricular  motion  abnormalities  and  moderate 
elevation  of  left  ventricular  end  diastolic  pressure 
even  though  the  overall  left  ventricular  performance 
is  adequate.  Angiography  can  be  safely  don^  in  this 

group  of  pts  during  the  convalescent  period.  Treat- 
ment has  to  be  individualized. 


RENAL  HANDLING  OF  ELECTROLYTES 
IN  SUBJECTS  WITH  POLYCYSTIC  KID- 
NEY WITH  OR  WITHOUT  RENAL  INSUF- 
FICIENCY 


Laura  Lespier-Dexter,  (Member),  Rafael  Raquero,  (Associate), 
Francisco  Joglar,  (Associate),  and  Manuel  Marti nez-Maldo- 
nado,  FACE  — Dept,  of  Medicine,  San  Juan  VA  Hospital  and 
University  of  Puerto  Rico  School  of  Medicine,  San  Juan,  Puerto 
Rico. 

Glucose  and  bicarbonate  titration  studies  and 
maximal  urinary  acidification,  as  measures  of  tubular 
function  have  been  performed  in  subjects  with  poly- 
cystic kidney  disease  and  their  relatives.  Nine  subjects 
with  PK  (ages  36-62)  were  studied.  Creatinine  clearance 
ranged  between  21  and  125  ml/min.  Despite  normal 
GFR  in  some,  urine  concentrating  capacity  (Umax) 
was  impaired  in  all  subjects  (mean  value  532  ± 124 
mosmil).  Relatives  with  no  clear  cut  evidence  of  PK 
had  normal  Umax.  Ammonium  chloride  loading  (0.1 
gmjkg)  was  used  to  test  maximal  acidifying  capacity 
and  was  normal  in  all  PK.  Glucose  titration  studies 
showed  values  for  TmG  of  65  to  220  mglmin.  Those 
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lost  Widely  Prescribed— Anti  vert  is  the  most  widely  pre- 
oed  agent  for  the  management  of  vertigo*  associated  with 
ases  affecting  the  vestibular  system  such  as  Meniere’s  disease, 
/rinthitis,  and  vestibular  neuronitis. 

elief  of  Nausea  and  Vomiting —Antivert/25  can  relieve  the 
sea  and  vomiting  often  associated  with  vertigo!' 

•osage  for  Vertigo*  —The  usual  adult  dosage  for  Antivert/25 
ae  tablet  t.i.d. 

F SUMMARY  OF  PRESCRIBING  INFORMATION 

DICATIONS  Based  on  a review  of  this  drug  by  the  National  Academy  of 
enees -National  Research  Council  and/or  other  information.  FDA  has  classified 
-■  indications  as  follows: 

E//ecnie:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
ition  sickness. 

^ossihly  Effective-.  Management  of  vertigo  associated  with  diseases  affecting  the 
sti bular  system. 

Rnal  classification  of  the  less  than  effective  indications  requires  further 
estigation 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  FfCl)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  1(X)  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congenersof  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  drivrng  a car  or  operating 
dangerous  machinery. 

L/.suge  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done,  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  "Contraindications!' 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported 

More  detailed  professional  information  available  on 

request.  A division  of  Pfizer  Pharmaceuticals 
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TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

Lfínaax 

Each  capsule  contains  50  mg.  of  Dyrenium®  (triamterene, 

SK&F  Co.)  and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR. 
A brief  summary  follows; 


Warning 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  in- 
dividual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  Treat- 
ment of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


* Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted.  (See  Box  Warning.)  Routine  use  of 
diuretics  in  healthy  pregnant  women  is  inap- 
propriate; they  are  indicated  in  pregnancy  only 
when  edema  is  due  to  pathological  causes. 

Contraindications;  Further  use  in  anuria, 
progressive  renal  or  hepatic  dysfunction, 
hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent or  other  sulfonamide-derived  drugs. 

Warnings;  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur,  and 
has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill,  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency. 

Periodically,  serum  K*^  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K*  intake.  Associated 
widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use 
in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available. 
Precautions:  Do  periodic  serum  electrolyte  determinations  (particularly 
important  in  patients  vomiting  excessively  or  receiving  parenteral  fluids) 


FOR  LONG-TERM  CONTROL 
OF  HYPERTENSIONr 
SERUM  K^AND  BUN  SHOULD 
BE  CHECKED  PERIODICALLY. 
(SEE  WARNINGS  SECTION.) 


Periodic  BUN  and  serum  creatinine  determina- 
tions should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impend- 
ing coma  in  severe  liver  disease.  If  spironolac- 
tone is  used  concomitantly,  determine  serum  K+ 
frequently;  both  can  cause  K+  retention  and 
elevated  serum  K+.  Two  deaths  have  been  re- 
ported with  such  concomitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly 
monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyn- 
cratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Triamterene  is  a weak  folic  acid 
antagonist.  Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive 
effect  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients. 

The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis. 

‘Dyazide’  interferes  with 
fluorescent  measurement 
of  quinidine. 

Adverse  Reactions; 
Muscle  cramps,  weak- 
ness, dizziness, 
headache,  dry  mouth; 
anaphylaxis,  rash, 
urticaria,  photosensi- 
tivity, purpura,  other 
dermatological  conditions; 
nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for 
institutional  use  only). 
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results  are  comparable  to  values  obtained  in  patients 
with  the  same  degree  of  renal  insufficiency  of  other 
etiologies.  The  studies  corroborate  that  Umax  is  an 
excellent  screening  test  for  the  presence  of  distal  tubu- 
lar abnormalities  suggesting  polycystic  kidneys.  The 
defect  in  Umax  is  at  a site  separate  from  the  distal 
hydrogen  ion  secreting  locus  since  renal  acidification 
is  normal.  Tm  for  glucose  in  patients  with  PK  is  ab- 
normal but  appears  to  be  a function  of  renal  impair- 
ment. This  indicates  that  proximal  tubular  function 
is  essentially  intact  in  this  disease. 


SUSCEPTIBILITY  PATTERNS  OF  BACTE- 
RIAL ISOLATES  TO  AMINO-GLYCOSIDE 
ANTIBIOTICS:  INITIAL  REPORT 

C.  H.  Ramirez  Ronda,  FACP,  M.  Nevárez,  BS,  D.  Vera,  BS, 
R.  H.  Bermudez,  FACP,  Z.  Fuxench-Lbpez,  MD  and  R.  Ben- 
goa,  MSIII,  — VA  Hospital  and  UPR  School  of  Medicine,  San 
Juan,  Puerto  Rico 

The  aminoglycosides  (AGS)  is  a large  group  of 
related  antibiotics  (AB)  including  kanamycin  (KM), 
gentamicin  (GM),  tobramycin  (TM),  amikacin  (AK), 
sisomicin  (SS)  and  netilmicin  (NT).  The  susceptibility 
(S)  patterns  of  gram-negative  bacilli  (GNB)  to  the  AGS 
have  changed  with  the  introduction  of  each  new  AGS. 
A study  was  designed  to  determine  the  S and  resistance 
(Rs)'patterns  of  bacterial  isolates  from  our  hospitals  to 
the  AGS.  S was  determined  by  agar  dilution  method 
and  by  disc  diffusion.  31  strains  of  Escherichia  coli  (EC), 
31  of  Klebsiella  pneumoniae  (KP),  24  of  Pseudomonas 
aeruginosa  (PA),  6 of  Pseudomonas  fluorecens  (PF)  and 
31  of  other  GNB  were  studied.  27  percent  of  all  strains 
were  resistant  (R)  GM,  24  percent  TM,  0.8  percent  AK, 
23  percent  NT,  24  percent  SS.  The  Rs  of  strains  was  PF 
50  percent,  KP  27  percent,  GNB  23  percent,  PA  23  per- 
cent and  EC  4 percent.  The  S of  the  GM  R strains  was 
10  percent  TM,  10  percent  SS,  79  percent  NT,  93 
percent  AK.  The  mean  MIC  in  ug/ml  of  the  AB  for  each 
strain  was:  for  EC  2.8  G.M,  4.7  TM,  3.6  AK,  3.5  NT, 
2.9  SS;  for  KP  1.3  GM,  1.7  TM,  2.3  AK,  1.4  NT,  3.2 
SS;  for  PA  6 GM,  3.5  TM,  5.1  AK,  5.3  NT,  4.45  SS; 
for  PF  6.6  GM  and  TM,  4.6  A K,  5.3  SS;  for  GNB  3.8 
GM,  4.2  TM,  3.2  AK,  4.2  NT,  3.6  SS.  The  mean  serum 
levels  obtained  with  usual  dose  of  AGS  (uglml)  is  GM 
4-8,  TM  4-8,  AK  20,  NT  4-8,  SS  4-8.  The  most  effective 


AGS  studied  was  AK.  All  other  AGS  were  equally  ef- 
fective for  the  strains  studied.  GM  was  effective  against 
EC  and  PA,  but  the  mean  MIC  of  PA  to  GM  was  twice 
that  of  TM.  For  GM  R strains  the  most  effective  AB  are 
AK,  NT.  Infections  with  KP  require  the  use  of  AK  or 
NT.  One  AK  R strain  was  R to  all  AGS.  The  initial  empi- 
ric selection  of  GM,  TB  or  AK  for  the  treatment  of  GNB 
bacteremia  depends  on  S patterns  at  your  hospitaf  and 
on  suggestions  of  infection  control  to  prevent  emergence 
ofRS.  AGS  should  only  be  used  in  severe  infections.  • 


ROLE  OF  PRECIPITATING  ANTI-DNA  ANTI 
BODIES  IN  THE  NEPHRITIS  OF  SYSTEMIC 
LUPUS  ERYTHEMATOSUS 

Julio  E.  Lergier,  FACP,  Esther  N.  González  Paris,  FACP  and 
Alba  S.  Puente,  BS  — University  of  Puerto  Rico  School  of 
Medicine,  San  Juan,  Puerto  Rico. 

Previous  studies  from  our  laboratory  have  de- 
monstrated a significant  correlation  in  patients  with 
Systemic  Lupus  Erythematosus  (SLE)  between  renal 
prognosis  and  survival  and  both  the  quantity  of  anti- 
native deoxyribonucleic  acid  antibodies  (n-DNA  Ab) 
and  the  antigen  binding  avidity  quality  of  n-DNA  Ab 
(Bol.  Asoc.  Med.  P.  R.  67:  323,  1975:  68:  311,  1976). 
To  clarify  the  role  of  precipitating  (PPT)  versus  non- 
precipitating Ab  (NPPT)  we  compared  PPT,  NPPT 
and  total  n-DNA  Ab  in  three  (3)  patients  with  SLE 
with  diffuse  proliferative  glomerulonephritis  (DPGN) 
who  died  with  three  (3)  patients  with  SLE  and  focal 
proliferative  glomerulonephritis  (FGN)  who  did  not 
show  progression  of  disease  and  survived.  All  patients 
had  high  amounts  of  n-DNA  Ab  by  the  standard  radio- 
immuno  assay  (>10  ugm.  DNA/ml  serum).  Mean  per- 
centage of  PPT  Ab  (PPT ¡total  X 100)  in  the  DPGN 
group  was  80.6  percent  as  compared  to  only  48.6  per- 
cent in  the  FGN  group.  The  finding  of  relatively  higher 
amounts  of  PPT  n-DNA  Ab  in  SLE  patients  with  severe 
renal  disease  and  worse  prognosis  suggest  a qualitative 
effect  of  increased  pathogenicity  of  PPT  Ab  mediated 
possibly  by  enhanced  tissue  deposition  of  DNA-anti 
DNA  complexes  and  provides  an  additional  method 
for  attempting  to  separate  SLE  patients  into  sub-groups 
with  differing  outcomes. 
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CONDUCTING  SYSTEM  DISTURBANCES  (A 
V AND  I V BLOCKS)  AS  A COMPLICATION 
OF  ACUTE  MYOCARDIAL  INFARCTION. 

Carmelo  Lugo,  MD,  Fernando  Defilló,  MD,  A.  L.  Rodriguez, 
MD,  Don  Raymond  Rivera,  MD,  and  Félix  M.  Cortés,  MD, 
FACP  — Ponce  District  Hospital,  Ponce,  Puerto  Rico. 

A study  was  made  183  consecutive  cases  of 
Acute  Myocardial  Infarction  during  the  years  of  1974- 
76.  Attention  was  given  to  those  cases  that  developed 
A-V  andlor  I-V  blocks.  Accepted  criteria  for  LBBB; 
RBBB;  LAH  (left  anterior  Hemiblock);  LPH  (left  pos- 
terior Hemiblock);  RBBB  & LAH  and  RBBB  & LPH 
were  employed.  There  were  130  (71  percent)  non 
complicated  cases  with  a mortality  rate  (MR)  of  18.8 
percent  and  mean  age  of  61  years.  Conduction  system 
disturbances  occurred  in  53  cases  (29  percent)  with 
MR  of  32  percent  (17  deaths)  and  mean  age  of  68  years. 
The  incidence  of  various  blocks  was  as  follows:  ( 1) 
A-V  block:  16  cases  — MR  — 3 (18  percent)  predo- 
minantly with  Inferior  ML  (2)  I-V  blocks:  37  cases 
(69  percent)  — MR  - 14  cases  (37.5  percent)  with 
anteroseptal  MI  predominantly: 

a)  LBBB  - 5 cases  (MR  — 20  percent) 

b)  RBBB  - 6 cases  (MR  — 16  percent) 

c)  LAH  - 3 cases  (MR  —16  percent) 

d)  RBBB  & LAH  - 23  cases  (MR  — 33  percent) 

LPH  and  RBBB  & LPH  were  not  observed. 

Our  conclusion  agrees  with  other  reports  in 
that:  (1)  MI  in  older  patients  have  higher  percentage 
of  blocks.  (2)  Anteroseptal  MI  who  develop  blocks 
have  a poorer  prognosis.  (3)  Those  patients  with  A-V 
Blocks  have  predominantly  inferior  MI  compared 
with  those  who  have  anteroseptal  MI  which  have  a 
large  incidence  of  I-V  blocks.  (4)  Blocks  in  Inferior 
MI  have  a benign  evolution  compared  with  those  of 
anterior  Ml.  (5)  A-V  or  I-V  blocks  in  anterior  MI  need 
more  careful  supervision  and  a temporary  or  permanent 
pacemaker  may  be  mandatory. 


GRANULOCYTE  ADHERENCE  IN  UREMIA 
AND  HEMODIALYSIS 

L.  Lespier-Dexter,  (Member),  C.  Guerra-Santiago,  MD,  W.  Ojeda- 
Larracuente,  MD,  and  M.  MarU'nez-Maldonado,  FACP  — De- 


partment of  Medicine,  San  luan  Veterans  Administration  Hospi- 
tal, San  Juan,  Puerto  Rico 

Chronic  renal  failure  and  uremia  are  associated 
with  variable  impairment  in  immunologic  functions. 
Some  of  these  abnormalities  are  improved  with  dialysis 
but  the  patient  remains  as  a compromised  host.  In  order 
to  evaluate  the  integrity  of  the  chemotactic  response  in 
uremic  and  hemodialyzed  patients  we  measured  percent 
granulocyte  adherence  (percent  AD)  an  important  step 
in  the  initiation  of  chemotaxis.  Three  groups  were  con- 
sidered; nine  patients  with  chronic  renal  failure  (RF  with 
Cr  clearance  of  less  than  20  ml/min;  22  patients  with 
chronic  renal  failure  on  hemodialysis  (HD)  and  22  nor- 
mal controls  (C).  Blood  composition  was  measured 
at  baseline  in  all  and  after  dialysis  in  hemodialysis  pa- 
tien  ts. 

In  RF,  percent  AD  was  72.1±21  percent  which 
was  not  different  from  percent  AD  of  C;  percent  AD 
for  HD  was  45±30  percent  a value  significantly  dif- 
ferent from  C and  RF  (p<  0.001).  During  dialysis 
adherence  decreased  significantly  to  values  of  30±25 
percent  (p<i  0.001),  followed  by  a return  toward  base- 
line. There  was  no  correlation  between  adherence 
and  creatinine,  urea  nitrogen,  osmolality,  calcium, 
phosphorus  or  changes  in  acid  base.  There  was  a sig- 
nificant correlation  with  serum  potassium  (r=0.77; 

0.05)  and  with  sodium  to  potassium  ratio  (r=0.78; 
p<  0.05). 

Our  results  demonstrate  that  impairment  in  neu- 
trophil chemotaxis  is  not  the  result  of  renal  insufficien- 
cy per  se  but  of  hemodialysis.  This  helps  explain  the 
increased  susceptibility  to  infective  episodes  and  life 
threatening  infections  seen  in  this  population. 


NOSOCOMIAL  INFECTIONS  SURVEILLAN- 
CE 

Ramón  H.  Bermudez,  FACP,  Marta  Figueroa,  MSN  and  Livia 
M.  Bermudez,  MSIV,  VA  Hospital  and  University  of  Puerto 
Rico  School  of  Medicine,  San  Juan,  Puerto  Rico 

Nosocomial  infections  are  a serious  problem 
in  terms  of  cost,  morbility  and  mortality.  During  the 

past  three  years  (1974-1976)  the  Infection  Control 
Nurse  assisted  by  the  Microbiology  Section  has  been 
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conducting  surveillance  of  hospital-acquired  infections  ' 
at  the  San  Juan  VA  Hospital  by  reviewing  medical 
records  and  bacteriological  laboratory  reports.  The 
attack  rate  has  been  7 percent.  The  prevalence  of  noso- 
comial infections  has  been  greatest  during  the  early 
and  middle  part  of  the  year.  The  urinary  tract  has 
been  the  most  frequent  infection  site  (275  caseslyear). 
The  most  common  pathogens  isolated  have  been  gram- 
negative bacilli  and  Staphylococcus  aureus.  Nosocomial 
bacteremia  have  been  more  frequent  in  the  Medical 
Service.  Antibiotic  auditing  has  revealed  that  the  most 
common  antibiotics  used  were  the  penicillins,  cephalos- 
porins and  gentamycin.  The  most  frequent  isolates  in 
nosocomial  bacteremia  were:  Klebsiella-Enterobacter 
18  percent,  E.  Coli  16  percent,  Proteus  spp.  13  percent. 
Pseudomonas  spp.  12  percent  and  Staphylococcus 
aureus  23  percent.  Other  strains  of  gram-negative  bacilli 
were  recovered  in  28  percent  of  bacteremic  cases.  At  our 
institution  gram-negative  bacilli  are  the  most  common 
pathogens  causing  nosocomial  infections,  but  the  num- 
ber of  cases  due  to  staphylococci  is  increasing.  There  is 
a great  need  to  perform  surveillance  of  nosocomial  in- 
fections and  to  analyze  susceptibility  patterns  to  anti- 
biotics in  order  to  help  the  clinician  manage  serious 
hospital-acquired  infections. 


COMPARISON  OF  IN  VITRO  ACTIVITY  BY 
DISCS  AND  AGAR  DILUTION  OF  CEPHA- 
THIN  (C),  CEFAZOLIN  (CF),  CEPHALEXIN 
(CM)  AGAINST  168  BLOOD  ISOLATES 

C.  H.  Ramirez-Ronda,  FACP  and  M.  N.  Carrasco,  BS,  MT., 
VA  Hospital  and  University  of  Puerto  Rico  School  of  Medi- 
cine, San  Juan,  Puerto  Rico. 

Susceptibility  to  cephalosporins  (CPS)  is  deter- 
mined in  many  laboratories  by  the  disc  diffusion  test 
using  a 30  ug  C disc.  After  finding  strains  of  bacteria 
resistant  to  C by  the  disc  method  that  were  suscepti- 
ble to  other  CPS,  a prospective  study  was  designed 
to  compare  the  susceptibility  of  168  blood  isolates 
to  different  cephalosporins.  In  vitro  activity  of  the 
CPS  against  every  single  bacterial  strain  was  determi- 
ned by  the  Kirby-Bauer  method,  using  a 30  ug  C disc 
of  each  CPS  and  by  the  agar  dilution  method.  A com- 
parison of  CPS  in  vitro  activity  against  bacterial  strains 
by  the  two  methods  was  done.  The  isolates  included 


60  Escherichia  coli,  65  Klebsiella  pneumoniae,  9 Pro- 
videncia stuartii  and  Enterobacter  species  were  re- 
sistant to  C,  CE,  CP  and  CL.  CM  inhibited  92  per- 
cent of  these  strains  and  CC  8 percent.  The  most  ef- 
fective CPS  tes'ted  was  CM  with  91  percent  of  the 
strains  being  susceptible.  CM  is  probably  the  CPS  of 
choice  in  the  treatment  of  gram-negative  bacillary 
infections  where  a CPS  is  indicated.  While  the  C disc 
is  the  standard  method  to  test  CPS  susceptibility  by 
disc  diffusion,  when  resistance  is  found  in  a patient 
where  a CPS  other  than  C is  needed,  susceptibility 
by  a dilution  method  should  be  carried,  since  a sig- 
nificant number  of  C resistant  strains  are  susceptible 
to  other  CPS. 


METABOLIC  STUDIES  IN  JUVENILE  HYPO- 
PITUITARISM DURING  HUMAN  GROWTH 
HORMONE  (hGH)  AND  OXANDROLONE 
(Ox)  THERAPY  (R). 

Francisco  Agüitó  Jr.,  MD,  FACP  - Department  of  Medicine 
and  Clinical  Research  Center,  University  of  Puerto  Rico  School 
of  Medicine,  San  Juan,  Puerto  Rico. 

Three  patients  with  juvenile  hypopituitarism 
ages,  7,  17  and  22  years,  were  treated  with  hGH  2 mg 
three  times  per  week  for  18  to  27  months.  The  ana- 
bolic agent  Ox  was  added  to  R during  6 months  per 
year,  at  2.5  to  5 mg! day.  Clinical  response  was  correla- 
ted with  metabolic  parameters  (nitrogen,  calcium, 
phosphate  balances  and  urinary  hydroxy  proline)  and 
kinetic  parameters  derived  from  radiokinetic  studies 
utilizing  1-labeled  hGH  by  the  single  injection 

technique. 

A synergistic  effect  of  Ox  on  hCH-induced  growth 
rate  was  noted  in  all  three.  Mean  growth  rates  increased 
from  3.6  to  8.6  cmjyr.  A 40  percent  increase  in  mean 
height  age  was  attended  by  a 60  percent  increase  in  bone 
age.  The  metabolic  parameters  that  best  correlated  with 
clinical  response  to  R were  nitrogen  balance  and  urine 
OHproline.  Two-pool  system  kinetic  parameters  pointed 
to  a positive  correlation  with  growth  rate  in  general  but 
the  variability  observed  limit  predictive  value  in  indivi- 
dual patients. 

Judicious  use  of  Ox  appears  promising  in  optimi- 
zing the  limited  supply  of  hGH  in  the  R of  stunted 
growth,  but  its  possible  undue  bone  maturation  must 


32 


y olumen  70 
Núm.  1 


Abstractos 


be  considered. 

(Supported  by  Grant  FR-0063,  Div.  of  Research 
Facilities  & Resources,  U.S.P.H.S.  and  the  National 
Pituitary  Agency.) 


THE  USE  OF  CEF AMANDOLE  ÑAPATE  IN 
SOFT  TISSUE  INFECTIONS 

C.  H.  Ramirez  Ronda,  FACP,  C.  León-Valiente,  (Associate), 
and  R.  H.  Bermúdez,  FACP  — VA  Hospital  and  University 
of  Puerto  Rico  School  of  Medicine,  San  Juan,  Puerto  Rico. 

Cef ornándole  nafate,  a new  parenteral  cephalos- 
porin antibiotic  was  evaluated  in  the  treatment  of  19 
patients  (pts)  with  soft  tissue  infections  requiring 
hospitalization.  There  were  14  pts  with  cellulitis,  3 
with  furunculosis,  1 with  lymphangitis  and  1 with  cellu- 
litis with  abscess  formation.  All  pts  were  males,  with 
a mean  age  of  58  years,  (23-90  years).  Ten  of  19  pts 
had  diabetes  mellitus  as  coexisting  disease.  There  was 
one  bacteremic  episode.  Two  pts  presented  cellulitis 
and  underlying  osteomyelitis.  Cefamandole  nafate 
was  used  in  a dose  of  3 A gms/day  IM,  the  mean  duration 
of  therapy  was  12  days  (6-14  days).  18!  19  pts  respon- 
ded well  to  therapy,  all  were  afebrile  by  8 days  with  a 
mean  duration  of  fever  of  4 days  (2-8  days).  The  2 pts 
with  osteomyelitis  responded  to  6 weeks  therapy.  One 
pt  failed  to  therapy.  Another  pt  relapsed  2 weeks  after 
stopping  therapy.  He  received  a second  course  with  full 
recovery.  The  organisms  isolated  were  Staphylococcus 
aureus,  12;  Streptococcus  group  A,  1;  Streptococcus 
not  A nor  D,  1:  Streptococcus  group  A plus  Staphyloco- 
ccus aureus,  4;  and  no  organisms  in  one  pt.  All  the 
streptococcal  and  staphylococcal  strains  were  suscepti- 
ble to  levels  of  4 uglml  or  less  of  Cefamandole,  the  MIC 
was  well  below  the  peak  serum  levels  obtained  at  1 hour 
with  1 gm  of  Cefamandole  IM,  19.8  uglml  (17-24 
uglml).  Side  effects  were  few;  4)19  pts  complained  of 
pain  at  the  infection  site,  I pt  developed  a transient 
rash;  I pt  pruritus.  No  alterations  in  renal  or  hepatic 
functions  were  observed  and  no  pts  developed  hemoly- 
tic anemia  nor  alteration  in  Coomb’s  test.  Cefamandole 
nafate  is  a safe  and  effective  new  antibiotic  in  the  treat- 
ment of  severe  soft  tissue  infections. 

THE  USE  OF  ANTICOAGULANT  THERAPY 
IN  PREGNANT  WOMEN  WITH  PROSTHETIC 
HEART  VALVES. 


Germán  E.  Malaret,  MD,  Francisco  Veray,  MD,  F.  Alvarado,  MD 

With  the  advent  of  more  sophisticated  cardiac  sur- 
gery and  the  use  of  prosthetic  heart  valves  requiring  long 
term  anticoagulation,  the  probability  of  young  women 
becoming  pregnant  while  on  anticoagulants  has  increas- 
ed. The  experience  with  chronic  anticoagulant  therapy 
in  pregnancy  is  limited.  In  the  past  few  years  we  have 
been  fortunate  to  treat  and  follow  4 young  women  with 
the  above  problems.  All  four  were  able  to  deliver  viable 
infants  at  term  although  one  had  a stormy  pregnancy 
due  to  the  anticoagulants  including  one  thromboembo- 
lic episode.  In  view  of  the  increasing  frequency  of  this 
situation  we  thought  it  worthwhile  to  share  our  expe- 
riences and  our  review  of  the  literature  with  you. 


CALCIUM  HANDLING  IN  SUBJECTS  WITH 
NEPHROLITHIASIS 

L.  Lespier-Dexter,  (Member),  and  M.  Marti'nez-Maldonado, 
FACP  — Dept,  of  Medicine,  San  Juan  VA  Hospital,  San  Juan, 
Puerto  Rico. 

Two  hundred  seventy  (270)  patients  with  recur- 
rent renal  stone  disease  were  evaluated.  Dietary  and  me- 
dical history,  determinations  of  immunoreactive  para- 
thyroid hormone  (iPTH)  and  chemical  profile  were  per- 
formed. A synthetic  meal  was  given  to  47  patients  and 
9 controls.  Group  I were  patients  with  iPTH  values  grea- 
ter than  60  ulEqlml  (63  percent  of  our  population); 
Group  II  were  patients  with  iPTH  below  60  ulEqlml 
(37  percent  of  our  population).  Acute  calcium  load 
increased  total  serum  calcium  in  all  patients;  a drop  in 
PTH  occurred  in  all  but  9 patients.  These  9 subjects 
exhibited  a paradoxical  increase  in  PTH  after  calcium 
load  despite  hypercalcemia.  Calcium  excretion  (CalCr) 
rose  in  all  patients  (pK  0.001);  CalCr  in  controls  did 
not  change  significantly.  Percent  of  load  excreted  in 
the  urine  in  4 hrs.  was  8 percent  for  Group  I and  22 
percent  for  Group  H.  Urinary  cyclic  AMP,  an  index 
of  PTH  effect  on  the  kidney,  was  abnormal  in  Group  I. 
Urine  cyclic  AMP  fell  after  calcium  load  in  control 
and  Group  II;  in  Group  I the  fall  was  sluggish  and 
transient.  This  has  not  been  previously  described.  The 
data  show  that  most  of  our  stone  patients  have  a hy- 
perparathyroid state.  This  may  result  from  renal  defect 
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in  Ca  reabsorption  which  arises  from  subnormal  cyclic 
AMP  generation.  The  response  to  an  oral  calcium  load 
in  subjects  with  nephrolithiasis  can  be  used  as  a pro- 
cedure to  distinguish  renal  from  absorptive  nephroli- 
thiasis. 


IS  THERE  BACTEREMIA  FOLLOWING  A RE 
NAL  BIOPSY  PROCEDURE? 

C.  H.  Ramirez-Ronda,  FACP,  C.  León-Valiente  (Associate),  R. 
H.  Bermudez,  FACP,  R.  Ramírez-González,  MD,  J.  L.  Cangia- 
no,  MD,  C.  Guerra-Santiago,  MD,  R.  Raquero,  MD  and  J.  M. 
Ayah,  MD  — VA  Hospital  and  University  of  Puerto  Rico  School 
of  Medicine,  San  Juan,  Puerto  Rico. 

Transient  bacteremias  in  humans  have  been  recog- 
nized for  many  years.  It  has  been  shown  to  be  inducible 
by  gingival  or  dental  trauma,  by  manipulation  of  infec- 
ted tonsils,  boils  and  carbuncles,  by  urological  instru- 
mentation, by  sigmoidoscopy,  by  barium  enema  and 
by  percutaneous  liver  biopsy.  A prospective  study  was 
designed  to  determine  if  transient  bacteremia  occurred 
following  percutaneous  renal  biopsy.  Twenty  consecu- 
tive patients  admitted  to  the  VA  Hospital  that  under- 
went a renal  biopsy  between  January  1976  and  March 
¡977  were  prospectively  studied.  Cultures  of  the  IV 
infusion  sets,  renal  biopsy  equipment,  skin  and  urine 
were  performed.  Serial  blood  cultures  were  taken  be- 
fore and  5,  30  and  60  minutes  after  the  procedure, 
and  any  time  the  patient  developed  fever.  No  episodes 
of  bacteremia  were  documented  to  occur  before,  dur- 
ing or  after  the  procedure  in  the  20  patients  studied. 
One  of  20  patients  developed  fever  post  biopsy,  later 
documented  to  be  due  to  a retroperitoneal  bleed. 
The  renal  biopsies  cultured  showed  no  growth;  there 
was  no  correlation  between  the  type  of  pathology 
in  the  renal  biopsy  and  bacteremia.  The  unexpected 
low  incidence  of  bacteremia  reflects,  first,  the  selec- 
tion of  patients  that  undergo  a renal  biopsy  at  our 
center,  no  patients  with  fever  or  positive  urine  cul- 


ture are  biopsied  until  the  infection  problem  is  cleared 
and  seond,  the  adherence  of  the  biopser  to  sterile 
techniques.  Renal  biopsy  at  our  center  is  a safe  proce- 
dure and  bacteremia  did  not  occur. 


TREATMENT  OF  DIABETIC  KETOACIDO- 
SIS WITH  CONTINUOUS  LV.  INFUSION 
OF  INSULIN 

E.  Rodriguez  Viral,  MD.  (Associate),  and  M.  E.  Paniagua,  MD 
(by  invitation),  San  Juan  City  Hospital,  San  Juan,  Puerto  Rico. 

To  compare  the  efficacy  and  ease  of  administra- 
tion of  small  doses  of  crystalline  insulin  in  continuous 
intravenous  infusion  with  the  usual  method  of  giving 
larger  doses  subcutaneously  of  regular  intervals,  23 
diabetics  in  ketoacidosis  were  studied.  All  patients 
had  an  arterial  blood  pH  of  less  than  7.25  or  a venous 
CO 2 combining  power  of  less  than  15  mEq/L.  In  10  of 
the  16  patients  treated  by  the  intravenous  route  insu- 
lin was  given  in  0.9  percent  NaCl  solution  with  2 per- 
cent human  albumin,  by  the  microdrip  while  in  the 
remaining  6 no  albumin  was  used  and  the  infusion 
was  given  by  continuous  infusion  pump  (Sage-syringe). 
All  patients  received  an  initial-bolus  of  10  u of  insulin- 
i.v.  (except  one  who  received  20  u),  followed  30  minu- 
tes later  by  the  continuous  infusion  at  a rate  of  1.25, 
2.5  or  5 ulhour  for  a total  dose  between  14.37  and 
86.88  u during  a period  of  4 to  28  hours  in  order  to 
correct  the  acidosis.  The  7 patients  treated  with  sub- 
cutaneous injection  required  a total  dose  between 
20  and  160  u in  a period  of  2 to  18  hours.  There  were 
2 instances  of  hipokalemia  in  each  group,  the  more 
severe  ones  in  the  subcutaneous  group.  There  were 
no  instances  of  hypoglycemia  or  cerebral  edema.  The 
results  demonstrate  that  diabetic  ketoacidosis  can 
be  corrected  in  the  same  time,  with  a much  smaller 
dose,  in  a more  physiologic  way  and  with  fewer  com- 
plication when  given  by  continuous  Lv.  infusion. 


CARTA 


AL  EDITOR 


\1(‘  refiero  al  artículo  clel  amigo  Dr.  Manuel  Mi- 
randa, ‘'Pitfalls  in  Prescribing  Additions  for  the  El- 
derlv”  publicado  en  el  recién  pasado  número  del  Bole- 
tín .Médico  de  la  \sf)ciacié)n  .Médica  de  Puerto  Rico 
(Vol.  69  i\úm.  10,  |).  327). 

(ion  la  destreza  (pie  nos  tiene  acostumbrado  Mano- 
lo nos  trae,  en  un  corto  y contundente  artículo,  una  si- 
tuacitui  oftidmologica  frecuente  relativa  al  envejeciente, 
y nos  da  un  método  para  calcular  la  adición  de  cristales 
adecuada. 

El  propósito  de  esta  nota,  sin  embargo,  es  llevar 
mi  preocupaciém  por  la  traducciéjii  cpie  se  ha  hecho  en 
el  abstracto  en  castellano,  de  la  palabra  “elderly”  por 
las  implicaciones  sico-sociales  que  tiene  o pueda  tener. 

Eos  estudiosos  del  [iroceso  de  envejecimiento  — 
de  la  (íerontología  — aún  reconociendo  la  gran  difi- 
cultad (pie  hay  en  definir  edades  y términos  tienden 
a utilizar  la  })alabra  senil  en  los  envejecientes  cuando 
e\ist(‘  lili  deterioro  real  \ evidente  de  la  ñinción  mental 
jior  causa  de  los  cambios  patológicos  habidos  a nivel 
cerebral,  liste  v(*cablo  se  traduce  en  inglés  como  “se- 
nile”. De  hecho  en  Inglaterra  los  diversos  autores  tien- 
den a no  ii.sar  la  palabra  “senile”  y utilizan  ^ sin  que 


esto  sea  eufemismo  — el  término  “mentally  fragile”. 
El  vocablo  “senile”  señala  cambios  patológicos  mientras 
que  “elderly”  señala  cambios  fisiológicos.  “Elderly” 
podría  traducirse  como  longevo,  envejeciente,  edad 
madura,  edad  avanzada  sin  que  estos  vocablos  tengan 
la  significación  marginada  que  históricamente  tiene  el 
término  senil. 

Aparte  de  esta  pequeña  aclaración  que  me  pare- 
ce pertinente  en  beneficio  de  esos  217,610  compatrio- 
tas mayores  de  65  años  que  hay  actualmente  en  Puerto 
Rico  quiero  felicitar  al  Dr.  Manuel  Miranda  por  su 
contribución  con  este  artículo  al  campo  de  la  geronto- 
oftalmología. 

Cordialmente, 

Justino  Del  Valle,  MD 
Catedrático  Auxiliar 
Sección  de  Gerontología 
Escuela  de  Salud  Pública 
Recinto  de  Ciencias  Médicas 
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INTERVIEWING  FOR  GOOD  RESULTS 


Diane  Palmer,  Program  Director,  AMA 


The  personal  interview  provides  the  major 
opportunity  for  you  to  tcJk  face  to  face  with  the 
job  applicant.  Your  decision  on  who  you  will 
hire  depends  more  on  the  outcome  of  the  perso- 
nal interview  than  the  evaluation  of  the  written 
resume  or  application. 

It  is  important  that  the  interview  accom- 
plish your  objective  rather  than  just  friendly 
chitchat.  Professional  consultants  have  indicated 
that  the  cost  of  recruiting,  hiring  and  training 
a new  employee,  considering  the  non-productive 
time  for  both  the  trainer  and  trainee,  is  $5,000. 
The  time  you  spend  interviewing  is  expensive, 
so  use  it  well.  Physicians  often  hire  under  pres- 
sure to  fill  a position  and  in  the  hurry  the  in- 
terviewing is  limited  or  hastily  done.  This  can 
result  in  poor  decisions  and  create  a “revolving 
door”  employee  problem. 

How  do  you  “Interview  For  Good  Re- 
sults?” It’s  not  hard  it  you’ll  follow  this  simple 
quideline. 

PREPARE  Job  Description 

CONDUCT  INTERVIEW  Establish  Rapport 

Clarify  Purpose 
Effective  Questioning 
Active  Listening 
Documentation  of  Key 
Points 

CLOSE  THE  Check  Interview  Ob- 

INTERVIEW  jectives 

Maintain  Report 
Close  Smoothly 
What  Happens  Next? 

When? 


From  the  Department  of  Practice  Management,  Divi- 
sion of  Medical  Practice,  American  Medical  Association. 


RELECT  AND  REVIEW  Check  References 

Complete  All  Docu- 
mentation 

Evaluate  Data  Accord- 
ing to  the  Decision 
Criteria 

Once  you’ve  gone  over  the  guideline  and 
established  your  game  plan,  then  you’re  ready 
to  interview.  Have  the  written  job  description 
plus  a completed  application  or  resume  in  front 
of  you.  Make  notes  of  areas  that  you’ll  want 
to  investigate  more.  For  instance,  if  an  applicant 
shows  a gap  of  several  years  of  non-employment 
check  to  see  why.  Possibly  he  or  she  might  have 
gone  back  to  school,  helped  with  a family  busi- 
ness, etc.  Give  applicants  a copy  of  your  writ- 
ten job  description  so  they  can  read  it  before 
you  personally  see  them.  This  allows  the  appli- 
cant the  opportunity  to  ask  questions  relating 
to  particular  duties  of  the  job  and  also  lists 
concrete  and  exact  tasks  that  are  required  of 
the  job.  Not  having  a job  description  often  re- 
sults in  this  type  of  conversation  three  months 
after  the  interview.  “I  didn’t  know  I would  be 
expected  to  help  out  in  the  back  office.  I get 
sick  to  my  stomach  when  I see  the  sight  of 
blood.  I’ll  have  to  look  for  another  job,  wish 
he  had  told  me  this  before  I was  hired.”  This 
scene  takes  place  every  day,  because  written  job 
descriptions  aren’t  used  or  up-dated  as  changes 
are  made  in  a particular  job.  Room  for  additio- 
nal tasks  and  responsibilities  to  be  learned  can 
be  indicated  in  the  job  description  by  listing 
primary  and  secondary  duties. 

When  should  you  interview?  Preferably 
before  or  after  office  hours,  so  that  you’re  not 
interrupted  and  patients  are  not  kept  waiting. 
I know  of  two  physicians  who  insisted  they  in- 
terview during  office  hours,  until  the  patients 
complained  that  more  applicants  were  being 
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seen  than  patients.  If  your  office  arrangements 
allow,  place  the  applicant  adjacent  to  you  ra- 
ther than  in  front  of  the  desk  and  you  behind 
the  desk.  Just  as  if  you  were  talking  with  a pa- 
tient, you  position  the  person  next  to  you  rather 
than  at  a distance.  A desk  can  be  a barrier  to  a 
friendly  give  and  take  conversation  — what  you 
want  to  create  is  an  atmosphere  where  the  ap- 
plicants feel  free  to  tell  you  about  themselves. 

What  tyfe  of  questions  should  you  ask? 
Don’t  ask  questions  that  have  already  been  ans- 
wered on  the  application  or  resume.  Do  ask 
questions  that  will  give  you  more  than  a yes 
or  no  answer.  Keep  in  mind  your  objective  is 
to  get  and  give  information.  You’ll  need  to 
tell  the  applicant  exactly  what  the  job  duties 
are,  salary,  working  hours,  office  policies  and 
benefits.  And  you’ll  want  to  get  information 
that  will  help  you  decide  whether  the  person 
is  adaptable,  a good  communicator,  reliable, 
has  the  technical  skills  you  need,  will  be  loyal, 
plus  a host  of  other  qualities.  It  can  be  done, 
but  you  must  be  a good  listener.  There  is  an 
old  saying  “When  you  listen  you  learn  what 
someone  else  knows,  when  you  talk  you  only 
know  what  you  know.”  Here  are  a few  inter- 
viewing questions  that  elicit  good  information 
and  will  give  you  more  than  yes/no  answers. 
Try  them  out  the  next  time  you’re  interviewing: 

“What  is  one  of  your  most  significant  on-the- 
job  accomplishments?” 

“How  do  you  feel  about  asking  patients  to  pay 
for  their  medical  services?” 

“Sometimes  it  is  necessary  that  I work  late  to 
finish  seeing  all  the  scheduled  patients.  How 


will  this  effect  your  personal  life  if  you  don’t 
always  get  out  on  time?” 

Once  the  interview  is  completed  you’ll 
need  to  check  the  references.  A large  medical 
employment  agency  found  that  only  about  10 
percent  of  the  doctors  bother  to  check  referen- 
ces before  they  hire.  How  do  you  know  how 
many  times  the  person  was  absent  during  his 
or  her  last  job,  or  frequently  late  for  work. 
Only  the  references  can  tell  you  that.  Call  rather 
than  write  the  references,  people  may  be  reluc- 
tant to  put  in  writing  derogatory  information, 
but  will  often  share  it  with  you  on  the  phone. 
Be  cautious  of  a vindictive  past  employer  — your 
decision  to  hire  should  not  be  based  on  one 
reference  check! 

After  you  have  selected  what  you  think  is 
the  best  candidate  for  the  job,  arrange  for  ano- 
ther final,  short  interview.  At  that  time,  both 
you  and  the  applicant  will  have  some  specific 
questions  that  may  not  have  been  brought  out 
in  the  preliminary  screening  discussion.  Don’t 
wait  too  long  after  the  screening  interviews  to 
make  a decision  — the  applicant  who  looks 
good  to  you  will  probably  look  good  to  any 
of  your  colleagues  in  the  market  for  additional 
personnel.  After  you  have  received  a commit- 
ment from  the  applicant  of  your  choice,  call 
the  number  two  and  three  candidates  and 
tell  them  that  you  have  filled  the  position. 
This  is  not  only  a common  courtesy  on  your 
part,  but  you  can  use  it  to  keep  the  door  open 
for  future  hirings  if  you  expect  to  further 
expand  your  staff  or  if  the  new  hiree  doesn’t 
work  out.  Retain  their  applications  in  your 
file  at  least  until  the  new  employee  has  proven 
satisfactory. 


In  reflux 
esophagitis,  if 
she  couTd  sleep 
standing  up... 
any  antacid 
might  do 


Camalox 


(magnesium  and  aluminum  hydroxides  with  calcium  carbonate) 


increases  lower  esophageal  sphincter  pressure 
to  prevent  acid  reflux  from  occurring  nocturnally 
when  the  patient  is  horizontal.’ 

Camalox... the  high-potency,  long-lasting 
antacid  that  stands  up  even  when  the  patient 
lies  down. 


1 Higgs.  R H , Smyth,  R D,.  andCastell.  D.O  , Gastric  Alkallnization- 
Effect  on  Lower-Esophageal-SphIncter  Pressure  and  Serum  Gastrin. 
The  New  Engl  J of  Med..  291: 486-490. 1974 


WILLIAM  H.RORER,INC 

Fort  Washington,  Pa,  19034 


CIBA  nationwide  CHEC  program  reveals’ 


Americans  between  SO  and  59 
have  the  highest  incidence 
of  hypertension 


i^one-package”  regimen  that 
nakes  compliance  easier  for  the 
>lder  patient 


Adhering  to  prescribed  therapy  is  essential 
hen  you’re  dealing  with  hypertension.  But 
lany  antihypertensive  regimens  are  complex 
id  make  unrealistic  demands  on  a daily  basis, 
’ten  resulting  in  a cessation  of  therapy 
together. 

Ser-Ap-Es  makes  life  easier  for  patients 
ecause  it  combines  three  medications  in  one 
iblet.  These  are  (1)  hydralazine,  which  lowers 
iood  pressure  through  direct  arteriolar  vasodi- 
tion;  (2)  hydrochlorothiazide,  which  reduces 
ody  sodium  and  fluid  volume,  and  potentiates 
le  effectiveness  of  hydralazine;  and  (3)  reser- 
ine, which  inhibits  sympathetic  impulses  to 
le  vasculature. 

When  the  dosage  of  each  component  cor- 
isponds  to  the  dosage  preestablished  by  indi- 


vidualized titration,  Ser-Ap-Es  may  be  all  your 
patient  needs  for  years.  And  this  simplified 
regimen  will  encourage  patient  adherence  to 
long-term  therapy. 

Use  cautiously  in  patients  with  advanced 
renal  damage  or  cerebrovascular  accident. 
Discontinue  at  first  sign  of  mental 
depression. 

■This  figure  is  projected  from  CHEC  (Community  Hypertension 
Evaluation  Clinic)  statistics  collected  in  a nationwide  screening 
program.  CHEC  revealed  that  the  rate  per  thousand  screenees 
with  a diastolic  blood  pressure  equal  to  or  greater  than  95  mm 
Hg  was  highest  in  the  50-59  age  group  CHEC  screened 
1,049,225  Americans  for  hypertension,  and  was  sponsored 
by  CIBA  and  local  health  organizations.' 


Therapy  planned  for  life 


reserpine  0.1  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 


Please  turn  page 

for  prescribing  information. 


CIBA 


SerrAp'Es* 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 

hydrochlorothiazide  15  mg 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  hypertension.  Hyper- 
tension requires  therapy  titrated  to  the  indi- 
vidual patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  manage- 
ment. The  treatment  of  hypertension  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


INDICATIONS 

Hypertension.  (See  box  warning.) 

CONTRAINDICATIONS 

Reserpine:  Known  hypersensitivity;  mental  de- 
pression (especially  with  suicidal  tendencies); 
active  peptic  ulcer;  ulcerative  colitis;  electro- 
convulsive therapy. 

Hydralazine:  Hypersensitivity;  coronary  artery 
disease;  mitral  valvular  rheumatic  heart  disease. 
Hydrochlorothiazide:  Anuria;  hypersensitivity  to 
this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Reserpine:  Use  with  extreme  caution  in  patients 
with  a history  of  mental  depression.  Discontinue 
at  first  sign  of  despondency,  early  morning  in- 
somnia, loss  of  appetite,  impotence,  or  self- 
deprecation.  Drug-induced  depression  may  per- 
sist for  several  months  after  drug  withdrawal  and 
may  be  severe  enough  to  result  in  suicide. 

MAO  inhibitors  should  be  avoided  or  used  with 
extreme  caution. 

Hydralazine:  Hydralazine  may  produce  in  a feyv 
patients  a clinical  picture  simulating  systemic 
lupus  erythematosus.  In  such  patients  hydrala- 
zine should  be  discontinued  unless  the  benefit 
to  risk  determination  requires  continued  anti- 
hypertensive therapy  with  this  drug.  Symptoms 
and  signs  usually  regress  when  the  drug  is  dis- 
continued but  residua  have  been  detected  many 
years  later.  Long-term  treatment  with  steroids 
may  be  necessary. 

CBC’s,  L.E.  cell  preparations,  and  antinuclear 
antibody  titer  determinations  are  indicated  before 
and  periodically  during  prolonged  therapy  with 
hydralazine  or  if  the  patient  develops  any  un- 
explained signs  or  symptoms. 

A positive  antinuclear  antibody  titer  and/or  posi- 
tive L.E.  cell  reaction  requires  that  the  physician 
carefully  weigh  the  implications  of  the  test  re- 
sults against  the  benefits  to  be  derived  from 
antihypertensive  therapy  with  hydralazine. 

Use  MAO  inhibitors  with  caution. 
Hydrochlorothiazide:  Use  with  caution  in  severe 
renal  disease.  In  patients  with  renal  disease, 
thiazides  may  precipitate  azotemia.  Cumulative 
effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function. 

Thiazides  should  be  used  with  caution  in  patients 
with  impaired  hepatic  function  or  progressive  liver 
disease,  since  minor  alterations  of  fluid  and  elec- 
trolyte imbalance  may  precipitate  hepatic  coma. 
Thiazides  may  add  to  or  potentiate  the  action  of 
other  antihypertensive  drugs.  Potentiation  occurs 
with  ganglionic  or  peripheral  adrenergic  block- 
ing drugs. 

Sensitivity  reactions  are  more  likely  to  occur  in 
patients  with  a history  of  allergy  or  bronchial 
asthma. 

The  possibility  of  exacerbation  or  activation  of 
systemic  lupus  erythematosus  has  been  reported. 

Usage  in  Pregnancy 

Reserpine:  The  safety  of  reserpine  for  use  during 
pregnancy  or  lactation  has  not  been  established; 
therefore,  the  drug  should  be  used  in  pregnant 
patients  or  women  of  childbearing  potential  only 
when,  in  the  judgment  of  the  physiciah,  it  is 
essential  to  the  welfare  of  the  patient.  Increased 
respiratory  tract  secretions,  nasal  congestion, 
cyanosis,  and  anorexia  may  occur  in  neonates 
and  breast-fed  infants  of  reserpine-treated 
mothers  since  reserpine  crosses  the  placental 
barrier  and  appears  in  maternal  breast  milk. 
Hydralazine:  Animal  studies  indicate  that  high 
doses  of  hydralazine  are  teratogenic  in  mice, 
possibly  in  rabbits,  and  not  in  rats.  Although 
clinical  experience  does  not  include  any  positive 


evidence  of  adverse  effects  on  the  human  fetus, 
hydralazine  should  be  used  during  pregnancy 
only  if  the  benefit  clearly  justifies  the  potential 
risk  to  the  fetus. 

Hydrochlorothiazide:  Thiazides  cross  the  pla- 
cental barrier  and  appear  in  cord  blood.  The  use 
of  thiazides  in  pregnant  women  requires  that  the 
anticipated  benefit  be  weighed  against  possible 
hazards  to  the  fetus.  These  hazards  include  fetal 
or  neonatal  jaundice,  thrombocytopenia,  and 
possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

Nursing  Mothers:  Thiazides  appear  in  breast 
milk.  It  the  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with  history 
of  peptic  ulcer,  ulcerative  colitis,  or  gallstones 
(biliary  colic  may  be  precipitated). 

Exercise  caution  when  treating  hypertensives 
with  renal  insufficiency.  Use  cautiously  with 
digitalis  and  quinidine. 

Intraoperative  hypotension  has  occurred  in  hy- 
pertensive patients  receiving  rauwolfia  prepara- 
tions, but  withdrawal  of  reserpine  does  not  assure 
that  circulatory  instability  will  not  occur  in  such 
patients. 

Hydralazine:  Use  cautiously  in  suspected  coro- 
nary artery  or  other  cardiovascular  disease, 
cerebral  vascular  accidents,  and  advanced  renal 
damage.  Postural  hypotension  may  occur,  and  the 
pressor  response  to  epinephrine  may  be  reduced. 
Peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling,  has  been  observed. 
Published  evidence  suggests  an  antipyridoxine 
effect  and  addition  of  pyridoxine  to  the  regimen 
if  symptoms  develop. 

Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been  re- 
ported. If  such  abnormalities  develop,  discon- 
tinue therapy.  Periodic  blood  counts  are  advised 
during  prolonged  therapy. 

Hydrochlorothiazide:  Periodic  determination  of 
serum  electrolytes  to  detect  possible  electrolyte 
imbalance  should  be  performed  at  appropriate 
intervals.  Observe  patients  for  clinical  signs  of 
fluid  or  electrolyte  imbalance  (hyponatremia, 
hypochloremic  alkalosis,  and  hypokalemia). 
Serum  and  urine  electrolyte  determinations  are 
particularly  important  when  the  patient  is  vomit- 
ing excessively  or  receiving  parenteral  fluids. 
Medication  such  as  digitalis  may  also  influence 
serum  electrolytes.  Warning  signs  are  dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular 
fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbance  such  as  nausea  or 
vomiting. 

Hypokalemia  may  develop,  especially  with  brisk 
diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  steroids  or  ACTH. 
Interference  with  adequate  oral  intake  of  electro- 
lytes will  also  contribute  to  hypokalemia.  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  digitalis  (eg, 
increased  ventricular  irritability). 

Any  chloride  deficit  is  generally  mild  and  usually 
does  not  require  specific  treatment  except  under 
extraordinary  circumstances  (as  in  liver  diseases 
or  renal  disease).  Dilutional  hyponatremia  may 
occur  in  edematous  patients  in  hot  weather;  ap- 
propriate therapy  is  water  restriction  rather  than 
administration  of  salt,  except  in  rare  instances 
when  the  hyponatremia  is  life-threatening.  In 
actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be 
precipitated  in  certain  patients.  Insulin  require- 
ments in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged.  Latent  diabetes  may 
become  manifest  during  thiazide  administration. 
Thiazide  drugs  may  increase  the  responsiveness 
to  tubocurarine.  The  antihypertensive  effects  of 
the  drug  may  be  enhanced  in  the  post-sympathec- 
tomy patient.  Thiazides  may  decrease  arterial 
responsiveness  to  norepinephrine.  This  is  not 
sufficient  to  preclude  effectiveness  of  the  pressor 
agent  for  therapeutic  use. 

If  progressive  renal  impairment  becomes 
evident,  consider  withholding  or 
discontinuing  diuretic  therapy. 


Thiazides  may  decrease  serum  PBI  levels  with- 
out signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides. 
Pathological  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have 
been  observed  in  a few  patients  on  prolonged 
thiazide  therapy.  The  common  complications  of 
hyperparathyroidism  such  as  renal  lithiasis, 
bone  resorption,  and  peptic  ulceration  have  not 
been  seen.  Thiazides  should  be  discontinued 
before  carrying  out  tests  for  parathyroid  function. 
ADVERSE  REACTIONS 

Reserpine:  Gastrointestinal— hypersecretion; 
nausea;  vomiting;  anorexia;  diarrhea.  Cardio- 
vascular—angina-iike  symptoms;  arrhythmias 
(particularly  when  used  concurrently  with  digi- 
talis or  quinidine);  bradycardia.  Central  Nervous 
System— drowsiness;  depression;  nervousness; 
paradoxical  anxiety;  nightmares;  rare  parkinson- 
ian syndrome  and  other  extrapyramidal  tract 
symptoms;  CNS  sensitization  (manifested  by  dull 
sensorium,  deafness,  glaucoma,  uveitis,  and 
optic  atrophy).  M/sce//aneous— frequently  nasal 
congestion;  pruritus;  rash;  dryness  of  mouth; 
dizziness;  headache;  dyspnea;  syncope;  epi- 
staxis; purpura  and  other  hematological  reac- 
tions; impotence  or  decreased  libido;  dysuria; 
muscular  aches;  conjunctival  injection;  weight 
gain;  breast  engorgement;  pseudolactation; 
gynecomastia;  rarely  water  retention  with  edema 
in  hypertensive  patients. 

Hydralazine:  Common— headache;  palpitations; 
anorexia;  nausea;  vomiting;  diarrhea;  tachy- 
cardia; angina  pectoris.  Less  frequent- nasal 
congestion;  flushing;  lacrimation;  conjunctivitis; 
peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling;  edema;  dizziness; 
tremors;  muscle  cramps;  psychotic  reactions 
characterized  by  depression,  disorientation,  or 
anxiety;  hypersensitivity  (including  rash,  urti- 
caria, pruritus,  fever,  chills,  arthralgia,  eosino- 
philia,  and,  rarely,  hepatitis);  constipation;  diffi- 
culty in  micturition;  dyspnea;  paralytic  ileus; 
lymphadenopathy;  splenomegaly;  blood  dyscra- 
sias, consisting  of  reduction  in  hemoglobin  and 
red  cell  count,  leukopenia,  agranulocytosis  and 
purpura;  hypotension;  paradoxical  pressor 
response. 

Hydrochlorothiazide:  Gastrointestinal— anorexia, 
gastric  irritation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic),  pancreatitis,  sialadenitis.  Central 
Nervous  System-dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia.  Hemafo/og/c— leukopenia, 
agranulocytosis,  thrombocytopenia,  aplastic 
anemia.  Card/ovascu/ar— orthostatic  hypotension 
(may  be  potentiated  by  alcohol,  barbiturates,  or 
narcotics),  /-/ypersens/t/v/ty— purpura,  photosensi- 
tivity, rash,  urticaria,  necrotizing  angiitis,  Stevens- 
Johnson  syndrome,  and  other  hypersensitivity 
reactions.  Other- hyperglycemia,  glycosuria, 
hyperuricemia,  muscle  spasm,  weakness,  rest- 
lessness. Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw  therapy. 
DOSAGE 

As  determined  by  individual  titration  (see  box 
warning). 

Usual  dosage  is  1 or  2 tablets  t.i.d.  For  mainte- 
nance, adjust  dosage  to  lowest  patient  require- 
ment. When  necessary,  more  potent  antihyper- 
tensives may  be  added  gradually  in  dosages 
reduced  by  at  least  50  percent. 

HOW  SUPPLIED 

Tablets  (light  salmon  pink,  dry-coated),  each 
containing  0.1  mg  reserpine,  25  mg  hydralazine 
hydrochloride,  and  15  mg  hydrochlorothiazide; 
bottles  of  30,  60,  100,  1000  and  Accu-Pak® 
blister  units  of  100.  Rev.  9/76 

Consult  complete  literature  before  prescribing. 

Cl  BA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 
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reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 

hydrochlorothiazide  15  mg 

Therapy  planned 
for  life 
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Instrucciones  para  los  Autores 

El  Boletín  acepta  para  su  publicación  artículos 
relativos  a medicina  y cirugía  y las  ciencias  afines.  Igual- 
mente acepta  artículos  especiales  y correspondencia 
que  pudiera  ser  de  interés  general  para  la  profesión 
médica. 

El  artículo,  si  se  aceptara,  será  con  la  condición 
de  que  se  publicará  únicamente  en  esta  revista. 

Para  facilitar  la  labor  de  revisión  de  la  Junta  Edi- 
tora y la  del  impresor,  se  requiere  de  los  autores  que 
sigan  las  siguientes  instrucciones: 

Manuscrito:  El  manuscrito  completo,  incluyendo  las 
leyendas  y referencias  deberán  estar  escritos  a 
maquinilla  a doble  espacio  y por  un  solo  lado 
de  cada  página,  en  TRIPLICADO  y con  amplio 
margen.  En  página  separada  deberá  incluirse  lo 
siguiente:  título,  nombre  del  autor(es)  y su  grado 
(ej:  MD,  EACP),  ciudad  donde  se  hizo  el  trabajo, 
el  hospital  o institución  académica,  patrocinadores 
del  estudio,  y si  un  artículo  ha  sido  leído  en  alguna 
reunión  o congreso,  así  debe  hacerse  constar  co- 
mo una  nota  al  calce. 

El  manuscrito  debe  comenzar  con  una  breve 
introducción  en  la  cual  se  especifique  el  propó- 
sito del  mismo.  Las  secciones  principales  (como 
por  ejemplo:  materiales  y métodos)  deben  iden- 
tificarse como  un  encabezamiento  al  centro  y en 
letras  mayúsculas. 

Artículos  referentes  a resultados  de  estudios 
clínicos  o investigaciones  de  laboratorio  deben 
organizarse  bajo  los  siguientes  encabezamientos: 
Introducción,  Materiales  y Métodos,  Resultados, 
Discusión,  Resumen  (en  español  e inglés).  Recono- 
cimiento y Referencias. 

Artículos  referentes  a estudios  de  casos  ais- 
lados deben  organizarse  en  la  siguiente  forma: 
Introducción,  Materiales  y Métodos  si  es  aplica- 
ble, Observaciones  del  Caso,  Discusión,  Resumen 
(en  español  e inglés).  Reconocimientos  y Referen- 
cias. 

Nomenclatura:  Deben  usarse  los  nombres  genéricos  de 
los  medicamentos.  Podrán  usarse  también  los 
nombres  comerciales,  entre  paréntesis,  si  así  se 
desea.  Se  usará  con  preferencia  el  sistema  métrico 
de  pesos  y medidas. 


Tablas:  Las  tablas  deben  aparecer  en  hojas  separadas. 
Estas  deben  incluir  el  título  y el  número  de  la 
tabla  (romano).  Los  símbolos  de  unidades  deben 
limitarse  al  encabezamiento  de  las  columnas.  Se 
deben  omitir  líneas  verticales  y horizontales  en 
la  tabla. 

Figuras:  Las  fotografías  y microfotografías  se  some- 
terán como  copias  en  papel  de  lustre,  sin  montar. 
En  el  reverso  de  la  figura  debe  aparecer  el  número 
de  la  figura  (arábigo)  y el  autor  y debe  indicarse 
la  parte  superior. 

Referencias:  Las  referencias  deben  ser  numeradas  suce- 
sivamente de  acuerdo  con  su  aparición  en  el 
texto.  Los  números  deben  aparecer  en  paréntesis 
al  nivel  de  la  línea  u oración.  Al  final  de  cada 
artículo  las  referencias  deben  aparecer  en  el 
orden  numérico  en  que  se  citan  en  el  texto.  Estas 
deben  seguir  el  estilo  o patrón  del  “Index  Medi- 
cas”, el  cual  se  describe  a continuación: 

Para  artículos  de  Revista: 

Apellido(s),  e iniciales  del  nombre  del  autoi(es),  nom- 
bre de  la  revista,  volumen,  primera  página  y año. 

Koppisch  E.:  Bol  Asoc  Med  P Rico  46  : 505,  1954. 
Para  citación  de  Libros 

Apellido(s),  e iniciales  del  autores),  título,  edición, 

casa  editora,  ciudad,  año  y página. 

Wintrobe  MM:  Clinical  Hematology,  3rd  Ed  Lea  and 
Febiger,  Philadelphia  1952  p.  67. 

Más  de  tres  autores  añadir:  et  al. 

Deben  usarse  solamente  las  abreviaturas  indicadas 
en  el  “Cumulative  Index  Medicas”  que  publica  la  Aso- 
ciación Médica  Americana. 

Como  guía  de  referencia  para  preparar  su  artículo 
puede  usar  la  publicación  Advice  to  Authors  que  publica 
la  Scientific  Publications  Division,  American  Medical  /4s- 
sociation,  535  N Dearborn  Street,  Chicago,  Illinois, 
60610. 

Instructions  to  Authors 

The  Boletín  will  accept  for  publication  contribu- 
tions relating  to  the  various  areas  of  medicine,  surgery 
and  allied  medical  sciences.  Special  articles  and  corres- 
pondence on  subjects  of  general  interest  to  physicians 
will  also  be  accepted.  All  material  is  accepted  with  the 


understanding  that  it  is  to  be  published  solely  in  this 
journal. 

In  order  to  facilitate  review  of  the  article  by  the 
Editorial  Board  and  the  work  of  the  printer,  the  authors 
must  conform  with  the  following  instructions: 

Manuscripts:  The  entire  manuscript,  including  le- 

gends and  references  should  be  typewritten 
double  spaced  in  TRIPLICATE  with  ample  mar- 
gins. .1  separate  title  page  should  include  the 
following:  title,  authors  and  their  degrees  (e.g. 
Ml),  FACP),  city  where  the  work  was  done,  hos- 
pital or  academic  institutions,  acknowledgment 
of  financial  sponsors,  and  if  the  paper  has  been 
presented  at  a meeting  the  place  and  date  should 
be  given. 

The  manuscript  should  start  with  a brief 
introductory  paragraph  or  paragraphs  which 
should  state  its  purpose.  The  main  sections  (for 
example.  Materials  and  Methods)  should  be  iden- 
tified by  center  headings  in  capital  letters. 

Articles  reporting  the  results  of  clinical 
studies  or  laboratory  investigation  should  be  or- 
ganized under  the  following  headings:  Introduc- 
tion, Material  and  Methods,  Results  if  indicated. 
Discussion,  Summary  in  English  and  Spanish, 
Acknowledgments  if  any,  and  References. 
Nomenclature:  Generic  names  od  drugs  should  be  used; 
trade  names  may  also  be  given  in  parenthesis,  if 
desired.  Metric  units  of  measurements  should  be 
used  preferentially. 

Tables:  These  should  be  typed  on  separate  sheets  with 
the  title  and  table  number  (Roman)  centered. 
Symbol  for  units  should  be  confined  to  the  co- 
lumn headings.  Vertical  and  horizontal  lines 


should  be  omitted. 

Figures:  Photographs  and  photomicrographs  should  be 
submitted  as  glossy  prints,  unmounted.  They 
should  be  labeled  in  the  back  with  the  name  of 
the  authors  and  figure  number  (Arabic)  and  the 
top  should  be  indicated.  Legends  to  the  figures 
should  be  typed  on  a separate  sheet. 

References:  These  should  be  numbered  serially  as  they 
appear  in  the  text.  The  number  should  be  en- 
closed in  parenthesis  on  the  line  of  writing  and 
not  as  superscript  numbers.  At  the  end  of  the 
article  references  should  be  listed  in  the  nume- 
rical order  in  which  they  are  first  cited  in  the 
text.  This  list  should  conform  to  the  Style  of  the 
Index  Medicas  and  should  be  punctuated  as  in 
the  following  examples. 

For  journal  articles: 

Surname  and  initials  of  authoifs),  name  of  journal, 
volume,  first  page  and  year. 

Koppisch  E:  Bol  Asoc  Med  P Rico  46:  505,  1954. 

F or  Books: 

Surname  and  initials  of  authoi(s),  title,  edition,  pu- 
blishing house.  City,  year  and  page. 

Wintrobe  MM:  Clinical  Hematology,  3rd  Ed  Lea  and 
Febiger,  Philadelphia  1952  p 67. 

More  than  three  authors  add:  et  al. 

Abbreviations  will  conform  to  those  used  in  the 
Cumulative  Index  Medicas,  published  by  the  American 
Medical  .Association. 

For  aid  in  preparing  your  manuscript  refer  to  the 
publication  .Advice  to  .Authors  available  from  the  Scien- 
tific Publications  Division,  American  Medical  .Associa- 
tion, 535  N Dearborn  St.,  Chicago,  Illinois  60610. 


SE  ALQUILA  OFICINA 

Ashford  Medical  Center,  Suite  108,  Avenida  Ashford, 
Esquina  Washington,  Condado,  Santurce,  P.  R.  Aprox. 
770  pjc.  Ideal  para  dos  médicos,  con  amplio  salón  de 
espera,  baño  privado,  completamente  amueblada  y 
redecorada  recientemente.  Para  información  llamar 
al  Sr.  Enrique  Milán,  Jr.,  teléfonos  759-73I5f759-82I8. 


NOTICIAS 


AMA  NEWS 

EXCESSIVE  DIETING  BLAMED  IN  PARALYSIS 
OEEOOT 

CHICAGO  — Dieting  to  lose  excess  pounds  is 
recommended  for  your  health’s  sake,  as  well  as  ap- 
pearance. But  excessive  dieting  sometimes  can  cause 
additional  health  problems. 

One  of  these  problems  is  palsy  and  paralysis 
of  a nerve  in  the  leg  leading  to  the  foot,  with  a con- 
sequent condition  known  as  foot  drop.  The  foot  drags 
and  slaps  as  the  patient  walks. 

David  G.  Sherman,  MD,  and  J.  Donald  Easton, 
MD,  of  Southern  Illinois  University  School  of  Medi- 
cine, Springfield,  report  in  the  July  18  Journal  of 
the  American  Medical  Association  on  seven  dieting 
patients  who  lost  an  average  of  40  pounds  each,  and 
who  developed  foot  drop. 

The  seven  were  four  men  and  three  women  rang- 
ing in  age  from  28  to  58  years.  They  had  been  dieting 
from  four  to  15  months.  Five  had  problems  with  one 
foot,  and  two  had  involvement  of  both  feet. 

All  patients  recovered  after  their  diets  were 
modified  to  become  less  stringent. 

The  authors  reported  that  during  World  War  II 
prisoners  of  war  undergoing  severe  and  prolonged  die- 
tary restriction  often  developed  foot  drop  during  their 
captivity. 

Medical  science  doesn’t  know  precisely  why  foot 
drop  occurs  with  dieting,  but  Drs.  Sherman  and  Easton 
speculate  that  the  diets  possibly  were  deficient  in  cer- 
tain vitamins  or  other  nutrients  necessary  in  maintaining 
normal  nerve  function. 


Through  combined  efforts  of  states  and  counties 

AMA  UNCOVERS  INACCURACIES  IN 
HEW  REPORT 


HEW  Secretary  Joseph  A.  Califano,  Jr.,  has  apo- 
logized for  the  large  number  of  inaccuracies  in  HEW’s 
listing  of  physicians  who  received  Medicare  funds  in 
excess  of  $ 100,000  in  1975. 

In  his  letter  to  AMA  Executive  Vice  President 
James  H.  Sammons,  MD,  the  Secretary  stated: 

“/  am  deeply  distressed  at  the  number  of  errors, 
and  I regret  any  embarrassment  that  may  have 
been  caused  to  any  of  your  individual  members. 
I have  asked  Robert  Derzon,  the  Administrator- 
Designate  of  the  new  Health  Care  Financing  Ad- 
ministration, to  review  the  entire  matter  with  the 
view  toward  taking  whatever  actions  are  necessary 
to  prevent  a situation  like  this  from  arising  again.” 

On  March  10,  1977,  learning  that  the  Department 
of  Health,  Education  and  Welfare  was  preparing  to  re- 
lease a list  of  physicians,  groups  and  clinics,  and  in- 
dependent laboratories  which  had  received  more  than 
$100,000  in  Medicare  payments  during  1975,  James  H. 
Sammons,  MD,^  Executive  Vice  President  of  the  Ameri- 
can Medical  Association,  released  a statement  deploring 
the  impending  HEW  action.  Dr.  Sammons  stated  that 
the  release  would  serve  “only  to  badger  a large  segment 
of  the  profession  and  to  establish  guilt  by  innuendo.” 

Within  hours  of  publication  of  the  HEW  release, 
the  offices  of  the  AMA  began  receiving  calls  from  phy- 
sicians stating  that  the  information  released  concerning 
them  was  in  error. 

Many  reported  they  were  listed  by  HEW  as  solo 
practitioners  when  they  were,  in  fact,  members  of  group 
practices,  specialty  groups,  and  even  large  clinics.  In 
addition,  said  many  of  the  physicians,  the  amounts 
attributed  to  them  were  incorrect  — from  a span  of  a 
few  thousand  dollars  to  those  who  had  had  no  Medicare 
income  whatsoever  during  1975. 

As  it  became  apparent  that  a significant  rate  of 

error  existed  in  the  information  released  by  HEW,  it  was 
determined  that  the  AMA  had  a responsibility  to  its 
members  to  see  just  how  erroneous  the  material  given 
to  the  news  media  was,  and  to  attempt  to  correct  the 
misrepresentation  of  physician  Medicare  earnings  which 
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was  being  promulgated,  particularly  in  front-page  stories 
in  newspapers  across  the  nation. 

The  AMA  Departments  of  Public  Relations  and 
Public  Affairs,  with  assistance  from  state  medical  socie- 
ties, began  a telephone  survey  of  the  list  of  409  physi- 
cians listed  as  solo  practitioners.  During  the  next  three 
weeks,  208  — or  slightly  more  than  half  — of  these 
doctors  were  contacted,  and  from  conversations  with 
them,  it  was  found  that  in  almost  two  out  of  every  three 
instances,  the  information  presented  on  the  HEW  list 
was  in  error.  From  contact  with  the  208  physicians, 
it  was  determined  that  the  designation  of  them  as  solo 
practitionrs  was  incorrect  in  102  instances.  Their  prac- 
tices ranged  from  partnerships  to  70-physician  clinics, 
yet  they  had  been  singled  out  and  named  as  recipients 
of  the  entire  amount  paid  the  group  practice.  Some  phy- 
sicians had  been  residents  during  1975,  with  no  Medi- 
care income  ivhatsoever;  some  were  hospital  or  univer- 
sity staff  members  on  salary,  with  all  Medicare  payments 
going  to  the  institution.  For  nine  of  the  208  physicians, 
the  amount  of  payments  listed  for  them  was  inaccurate, 

from  total  error  to  a difference  of  several  thousand 
dollars.  And  for  24  of  the  doctors,  both  the  solo  practice 
designation  and  the  amount  listed  were  incorrect,  leaving 
only  73  of  the  208  physicians  who  felt  the  information 
concerning  them  ivas  ^''probably  correct.”  When  the  sur- 
vey was  completed  on  April  8th,  an  error  rate  of  64.9 
percent  was  established  for  the  information  on  physician 
Medicare  earnings  as  reported  by  HEW. 

While  AMA  personnel  were  specifically  contacting 
only  those  physicians  listed  as  solo  practitioners,  calls 
continued  to  come  in  concerning  physicians  who  were 
designated  under  the  classification  of  “groups  and  cli- 
nics,” but  where  the  information  concerning  their  ear- 
nings was  completely  in  error.  This  group  included 
physicians  who  had  been  dead  or  retired  before  1975— 
some  as  long  as  12  years.  Others  had  left  the  group 
identified  prior  to  1975;  still  others  had  come  into  the 
group  during  the  last  month  of  the  year.  Yet  these 
physicians  had  been  listed  as  the  recipients  of  hun- 
dreds of  thousands  of  dollars  in  Medicare  earnings 
during  1975.  .1  total  of  50  such  reports  was  recorded. 

On  April  8th,  Dr.  Sammons  forwarded  all  the 
material  describing  the  findings  on  the  high  rate  of 
error  to  HEW  Secretary  Joseph  Calif  ano,  together 
with  a letter  in  which  Dr.  Sammons  requested  an  apo- 
logy to  the  hundreds  of  physicians  who  had,  as  a re- 
sult of  the  HEW  release,  been  placed  in  embarrassing, 
distressing,  and  possibly  dangerous  situations  because 


of  grossly  incorrect  and  misleading  information. 

The  entire  packet  of  information  was  forwarded 
to  each  physician  contacted  by  the  AMA  and  to  the 
local  newspapers  in  the  physician’s  area  of  practice, 
and  Dr.  Sammons  asked  the  newspaper  editors  to  take 
the  opportunity  and  the  responsibility  of  publishing 
correct  facts  concerning  the  physicians’  1975  Medicare 
earnings. 

The  list  of  errors  identified  by  the  AMA  was  dis- 
tributed by  HEW  to  the  regional  Bureau  of  Health 
Insurance  offices  across  the  country,  with  instructions 
that  regional  personnel  are  to  check  each  inaccuracy 
cited  by  the  AMA. 

With  the  public  release  of  the  AMA  findings,  a 
number  of  physicians  who  had  not  been  contacted 
during  the  AMA  survey  called  or  wrote  to  report  the 
errors  made  on  their  listings  by  HEW,  and  as  each  new 
report  was  received,  the  information  was  forwarded  to 
HEW,  to  be  added  to  the  original  list. 

While  the  AMA  survey  was  a long  and  arduous 
task,  it  was  the  only  appropriate  action  the  AMA  could 
consider  in  the  protection  of  all  physicians  against 
inaccurate  and  misleading  representations  of  their  Me- 
dicare earnings.  As  Dr.  Sammons  stated,  “Dedicated 
physicians,  seeking  to  serve  a patient  population  of  all 
ages,  must  not  be  abused  and  victimized  for  their  de- 
votion to  the  demanding  task  of  attempting  to  ful- 
fill the  health  needs  of  this  country.” 


ANNO  UNCEMENT 

The  third  Mid-Winter  Virgin  Islands  Clinical 
Conference  will  be  held  in  St.  Thomas,  January  26, 
27,  28,  1978  by  the  U.  S.  Virgin  Islands  Medical  So- 
ciety in  association  with  The  Faculty  of  The  Johns 
Hopkins  University  School  of  Medicine. 

This  program  is  acceptable  for  14  credit  hours 
in  Category  I for  the  Physician’s  Recognition  Award  of 
the  A.M.A.,  and  will  include  lectures  and  seminars  of  in- 
terest to  the  physician  in  General  Practice,  Internal 
Medicine,  General  Surgery,  OB-Gyn  and  Pediatrics. 

For  further  information,  write  to: 

Peter  A.  Curreri,  MD 
HI  Annual  Clinical  Conference 
Box  39,  Red  Hook 
St  Thomas,  VI,  00801 
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Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 


oxazepam 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local 
pathology;  spasticity  caused 
by  upper  motor  peuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated; 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
months  of  age.  Acute 
narrow  angle  glaucoma; 
may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 


Valium*^ 

(diazepam)  ^ 

2-mg,5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


PHOSPHORATED  CARBOHYDRATE  SOLUTION 

quick,  safe,  gentle,  effective 


William  H.  Rorer,  Inc.,  Fort  Washington,  Pa.  19034 


KOKUIK 


antibacterial 


antifungal 


anti-inflammatory  | 


Malibu 
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1 Ordinary  topical  cortico- 
;eroids  are  generally  not 
[icommended  when  infection 
pmplicates  dermatoses  * 

' hat’s  why  your  patients  need 
ioform®-Hydrocortisone. 

Because  Vioform  pro- 
’ des  four-way  action  in  just 
|ie  preparation. 

Your  patients  can  be  all 
|iar  in  Malibu... or  on  any 
tiach...with  Vioform- 
ly^drocortisone. 

E drug  has  been  evaluated  as  possibly 
ictive  for  these  indications. 
ase  see  brief  prescribing  information. 

ofoiTO®- HydroeortBone 

I lochlorhydroxyquin  and  hydrocortisone) 


IDICATIONS 

ased  on  a review  of  this  drug  by  the  Na- 
3nal  Academy  of  Sciences-National  Re- 
iarch  Council  and/or  other  information, 

DA  has  classified  the  indications  as 
illows: 

’ossibty”  effective;  Contact  or  atopic 
srmatitis:  impetiginized  eczema;  nummula 
:zema:  infantile  eczema;  endogenous 
ironic  infectious  dermatitis;  stasis  der- 
latitis;  pyoderma;  nuchal  eczema  and 
ironic  eczematoid  otitis  externa;  acne  ur- 
;ata;  localized  or  disseminated  neuroder- 
atitis;  lichen  simplex  chronicus;  anogenital 
uritus  (vulvae,  scroti,  ani);  folliculitis; 
icterial  dermatoses;  mycotic  dermatoses 
ch  as  tinea  (capitis,  cruris,  corporis, 
idis);  moniliasis;  intertrigo, 
lal  classification  of  the  less-than-etfective 
áications  requires  further  investigation. 


CONTRAINDICATIONS 

Hypersensitivity  to  Vioform-Hydrocortisone,  or 
any  of  its  ingredients  or  related  compounds;  le- 
sions of  the  eye;  tuberculosis  of  the  skin;  most 
viral  skin  lesions  (including  herpes  simplex 
vaccinia,  and  varicella). 

WARNINGS 

This  product  is  not  for  ophthalmic  use. 

In  the  presence  of  systemic  infections,  appro- 
priate systemic  antibiotics  should  be  used. 

Usage  In  Pregnancy 

Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  pregnancy, 
the  safety  of  their  use  in  pregnant  females  has  ' 
not  been  established.  Therefore,  they  should  not 
be  used  extensively  on  pregnant  patients  in 
large  amounts  or  for  prolonged  periods  of  time 
PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare 
cases.  If  this  occurs,  discontinue  therapy.  Mav 
stain. 

If  used  under  occlusive  dressings  or  for  a pro- 
longed period,  watch  for  signs  of  pituitary- 
adrenal  axis  suppression. 

May  interfere  with  thyroid  function  tests.  Wait  at 
least  one  month  after  discontinuance  of  therapy 
before  performing  these  tests.  The  ferric 
chloride  test  for  phenylketonuria  (PKU)  can 
yield  a false-positive  result  if  Vioform  is  present 
in  the  diaper  or  urine. 

Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  requiring  appropriate 
therapy. 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burn- 
ing, irritation,  pruritus.  Discontinue  if  untoward 
reaction  occurs.  Rarely,  topical  corticosteroids 
may  cause  striae  at  site  of  application  when 
used  for  long  periods  in  intertriginous  areas. 


DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times 
daily. 

HOW  SUPPLIED 

Cream,  3%  iodochlorhydroxyquin  and  1% 
hydrocortisone  in  a water-washable  base  con- 
taining steryl  alcohol,  cetyl  alcohol,  stearic  acid, 
petrolatum,  sodium  lauryl  sulfate,  and  glycerin 
in  water;  tubes  of  5 and  20  Gm.  Ointment,  3% 
iodochlorhydroxyquin  and  1%  hydrocortisone  in 
a petrolatum  base;  tubes  of  20  Gm.  Lotion,  3% 
iodochlorhydroxyquin  and  1 % hydrocortisone  in 
a water-washable  base  containing  stearic  acid, 
cetyl  alcohol,  lanolin,  propylene  glycol,  sorbitan 
trioleate,  polysorbate  60,  triethanolamine, 
methylparaben,  propylparaben,  and  perfume 
Flora  in  water;  plastic  squeeze  bottles  of  15  ml. 
Mild  Cream,  3%  iodochlorhydroxyquin  and 
0.5%  hydrocortisone  in  a water-washable  base 
containing  stearyl  alcohol,  cetyl  alcohol,  stearic 
acid,  petrolatum,  sodium  lauryl  sulfate,  and 
glycerin  in  water;  tubes  of  Vz  and  1 ounce.  Mild 
Ointment,  3%  iodochlorhydroxyquin  and  0.5% 
hydrocortisone  in  a petrolatum  base;  tubes 
''  C75-38  Rev.  7/75 

Consult  complete  product  literature  before  pre- 
scribing. 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 


^ Vioform- 
Hydrocortisone 

(iodochlorhydroxyquin 
and  hydrocortisone) 


The  most  widely 
prescribed  form... 
20-Gm  Cream 


CIBA 


If  the  AMA  didn’t  speak 
for  the  profession,  who  would? 


Who  would  speak  for  the  profession  on  the  2,500 
health  bills  introduced  in  every  Congress?  Or  the 
regulations  issued  by  federal  agencies? 

Who  would  state  the  profession’s  views  on  na- 
tional health  insurance?  Utilization  Review  Regu- 
lations? The  Health  Planning  Act  of  1974? 
Maximum  Allowable  Cost  Regulations'^*  Health 
Manpower? 

Who  would  provide  the  scientific  input  and  the 
practitioner's  experience  and  knowledge  so  es- 
sential to  legislation  on  drugs,  cancer,  heart  dis- 
ease, communicable  diseases'^  Can  you  think  of 
anyone? 

The  fact  is,  there  is  only  one  organization  that 
can  — and  does  — speak  for  the  profession  as  a 
whole.  The  AMA. 

It  does  so  to  protect  the  basic  freedoms  of 
medical  practice  in  any  federal  health  program 
that  might  be  enacted;  and  even  more  important, 
to  promote  legislation  for  better  health  care  for 
the  entire  public. 

jhe  AMA's  voice  can  only  be  as  strong  as  the 
members  of  the  profession  choose  to  make  it. 
With  your  support,  the  AMA  can  be  even  more 
effective  spokesman. 


Librax® 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  foliows: 

Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — 

National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications 
as  follows; 

"Possibly"  effective:  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome  (ir- 
ritable colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 

Contraindications:  Glaucoma;  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction;  hyper- 
sensitivity to  chlordiazepoxide  FICI  and/or 
clidinium  Br. 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
(chlordiazepoxide  HCI)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reaoj 
tions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifesta- 1 
tions  not  seen  with  either  compound  alone  re- 
ported with  Librax.  When  chlordiazepoxide  HCI  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustmer( 
but  also  occasionally  observed  at  lower  dosage] 
ranges.  Syncope  reported  in  a few  instances. 
Also  encountered;  isolated  instances  of  skin  erup 
tions,  edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido— all  infre-i 
quent,  generally  controlled  with  dosage  reductiot 
changes  in  EEG  patterns  may  appear  during  anc 
after  treatment;  blood  dyscrasias  (including  agra 
ulocytosis),  jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e..  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmoH 
lytics  and/or  low  residue  diets. 

X nnrijc\  Roche  Products  Inc. 
^nUbnt ^ Manatí,  Puerto  Rico  00701 
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NOW 

a two-piece  14oz.  can 
for  Soyalac 


A two-piece  can 
means  no  soldered 
seam.  No  solder  means 
no  possibility  of  lead 
contamination  from  the 
container.  Soyalac  is  the 
first  infant  formula  with  this 
packaging  innovation. 

There  are  improvements,  too, 
in  the  formulation.  Soyalac  now  has 
25%  more  iron  than  known  competitive 
hypoallergenic  milk-free  formulae.  In  fact, 
the  entire  formula  has  been  slightly  modi- 


fied to  reflect  the  cur- 
rent U.S.  RDA  levels 
set  by  the  Food  and 
Drug  Administration. 
Soyalac  — formula  for 
infants  on  regular  feed- 
ing and  for  those  who  re- 
quire milk-free  diets;  concen- 
trate and  single  strength,  ready- 
to-use.  Made  from  the  whole  soybean. 
I-Soyalac  concentrate,  made  from  soy 
isolate,  with  no  soy  carbohydrates  and  no 
corn  products. 


For  detailed  information  and  samples  call  or  write: 


Western  U.S. 

LOMA  LINDA  FOODS 
11503  Pierce  Street 
Riverside,  CA  92515 
(714)  785  -2444 


Eastern  U.S. 

LOMA  LINDA  FOODS 
13246  Wooster  Road 
Mount  Vernon,  OH  43050 
(614)  397-7077 
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FE  DE  ERRATA 


EN  LA  EDICION  DE  ENERO  1978,  LOS  ABSTRACTOS  QUE  SE 
PUBLICARON  CORRESPONDIERON  A LA  REUNION  ANUAL 
DEL  AMERICAN  COLLEGE  OF  PHYSICIANS  Y NO  A LA  ESCUELA 

DE  MEDICINA 


AGANGLIONOSIS  OF  THE  COLON  AND  SMALL  INTESTINE 


Pedro  J.  Rosselló,  MD 


In  Hirschsprung’s  Disease  there  is  a segment 
of  intestine  that  is  aganglionic  for  a variable  dis- 
tance from  the  anus.  In  90  percent  of  the  cases 
the  aganglionic  segment  is  limited  to  the  rectum 
or  rectosigmoid  area  (1).  However,  in  approxi- 
mately 5 percent,  the  entire  colon  is  involved. 
The  mortality  of  this  group  is  greater  than  65 
percent  in  most  reported  series  (2).  A group 
with  an  even  worse  prognosis  is  that  which  inclu- 
des in  addition  to  total  colonic  involvement,  a 
variable  segment  of  small  intestinal  agangliono- 
sis.  These  cases  are  generally  fatal  (3). 

A recent  case  of  aganglionosis  of  the  large 
and  small  bowel  stimulated  us  to  review  the  ex- 
perience with  this  entity  at  the  University  Hos- 
pital. 

Material 

Review  of  the  records  of  die  University  District  Hospital 
and  the  University  Children’s  Hospital  at  the  Puerto  Rico  Medi- 
cal Center  for  the  past  ten  years  was  carried  out.  Two  cases  of 
total  Hirschsprung’s  Disease  with  variable  segments  of  small  in- 
testinal involvement  were  identified.  These  cases  are  summa- 
rized lielow. 

Case  I - L.O.iUS.  UDH  No.  097-4.'5-ll-(02).  This  two- 
day  old  infant  was  transferred  to  the  University  Children’s 
Hospital  Ixicause  of  inability  to  feed  and  abdominal  disten- 
tion. A barium  enema  was  done  which  showed  no  obstrucdon 
and  was  interpreted  as  normal.  He  was  placed  under  observa- 
tion, but  continued  distended,  developed  vomiting  and  was  fi- 
nally started  on  intravenous  fluids  and  nasogastric  suction. 
A film  taken  three  days  after  the  initial  enema  .showed  resi- 
dual barium.  A rectal  biopsy  was  obtained  and  permanent 
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sections  showed  aganglionosis.  A sigmoid  colostomy  was  per- 
formed two  days  later,  but  permanent  sections  from  the  co- 
lostomy site  showed  no  ganglion  cells.  Two  days  later  the 
patient  was  re-explored  and  a partial  left  colectomy  was  per- 
formed. Frozen  sections  of  the  proximal  part  of  the  colon 
showed  areas  compatible  witli  ganglion  cells.  However,  die 
colostomy  was  not  functional,  and  permanent  sections  sub- 
sequently revealed  no  ganglion  cells  at  this  level.  He  was  re- 
explored at  18  days  of  age  and  multiple  biopsies  were  taken 
of  the  transverse  and  ascending  colon,  the  cecum  and  the  ile- 
um. Frozen  sections  again  suggested  ganglion  cells  at  the  ileum 
and  cecum.  However,  permanent  sections  subsequently  failed  to 
show  any  cells.  Ileostomy  output  was  minimal  and  at  this  point, 
peripheral  hyperalimentation  was  started  when  tlie  child  was  21 
days  old.  A further  exploration  was  performed  with  subtotal 
colectomy  and  resection  of  the  distal  ileum  for  a distance  of 
21  cm.  Figure  1 shows  the  resected  specimen.  Seventy  five 
cm.  of  measured  small  bowel  were  left  in  place  and  final  pa- 
thologic examination  of  the  specimen  showed  absence  of  gan- 
^ion  cells  in  all  areas  except  at  the  level  of  the  proximal  ileum 
which  was  divided  (Figure  1).  On  the  fourth  post-operative  day 
following  this  last  exploration,  the  Ueostomy  began  function- 
ing and  the  infant  was  started  on  feedings.  He  tolerated  this  well 
initially  and  was  taking  up  to  90cc  of  pregestimil  per  feeding. 
However  there  was  no  significant  weight  pain.  He  was  started 
on  continuous  nasogastric  feeding,  but  developed  vomiting 
and  diarrhea  on  the  fourteenth  post  operative  day.  He  was 
again  started  both  on  peripheral  hyperalimentation  and  on  a 
cycle  of  gradually  increasing  feedings.  He  tolerated  up  to  60cc 
of  feedings,  but  without  significant  weight  gain.  At  this  point 
he  again  developed  diarrhea  and  was  re-started  on  intravenous 
therapy.  Because  of  continued  failure-to-thrive  he  was  trans- 
ferred to  the  Nursery  Intensive  Care  Unit  for  intensive  peri- 
pheral parenteral  nutrition  with  intralipids,  hypertonic  Ru- 
cóse and  protein  solutions.  He  was  simultaneously  started  on 
a continuous  infusion  nasogastric  feeding  routine.  He  began 
gaining  weifht  steadily  over  the  next  two  weeks.  However 
on  the  48 til  post  operative  day,  he  developed  sepsis  with  fever 
and  vomiting.  He  was  started  on  antibiotics,  but  48  hours  later 
developed  generalyzed  bleeding  from  venipuneture  sites  and 
from  the  gastrointestinal  tract.  Cultures  of  the  blood  and  of 
the  hyperalimentation  .solution  grew  out  the  same  gram  ne- 
gative bacteria.  He  developed  .sudden  incre.a.se  in  weight,  peri- 
pheral edema  and  congestive  failure  with  tachypnea  and  pul- 
monary edema.  He  died  of  a cardiorespiratory  arrest  on  tlie 
T.lrd  day  of  life.  The  cause  of  death  was  determined  to  f)e 
.sep.sis  willi  di.sseminated  intravascular  coagulation  secondary 
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Figure  1:  Resected  specimen  in  Case  No.  1.  One 
can  see  the  colon  and  the  segment  of  ileum  remo- 
ved, divided  at  the  level  of  a previous  nonfunction- 
ing ileostomy.  Ganglion  cells  were  found  at  the  le- 
vel of  the  divided  mid  ileum. 


to  a contaminated  intravenous  fluid  mixture.  No  autop- 
sy was  obtained. 

Case  2 - B.O.S.T.;  UDH  No.  083-76-22-(05) 
This  full  term  2.8  kg.  infant  girl  was  admitted  to  the 
Nursery  Intensive  Care  Unit  at  the  University  Children’s 
Hospital  witli  abdominal  distention.  Rectal  biopsy  was 
performed  at  one  day  of  age  because  of  suspicion  of  Hirs- 
chspmng’s  disease  and  it  revealed  absence  of  ganglion 
cells.  She  underwent  a subtotal  colectomy  and  ileostomy 
at  11  days  of  age  with  resection  of  the  distal  8 cm.  of 
ileum.  Sections  of  this  resected  specimens  showed  absence 
of  ganglion  cells  up  to  the  level  of  the  ileostomy..  Post- 
operatively  the  patient  developed  congestive  heart  failure. 
She  was  tliouglit  to  have  a ventricular  septal  defect  and  a 
patent  ductus  arteriosus  and  was  started  on  digitalis  and 
diuretic  tlierapy.  Her  course  following  tliis  was  one  of 
continued  congestive  heart  failure  with  complications 
of  pneumonia,  sepsis,  severe  anemia,  electrolyte  imba- 
lance and  malnutrition.  She  was  tried  on  various  feed- 
ings regimes  including  vivonex  or  pregestimil  given  t "idly 
or  by  gavage  in  an  intermittent  or  continuous  manner. 
She  continued,  however,  to  have  chronic  diarrhea  with 
malnutrition  and  severe  failure- to- tlirive.  She  was  given 
intravenous  hyperalimentation  with  aminoacids  and 
glucose,  but  continued  to  fluctuate  between  periods 
of  congestive  heart  failure,  and  severe  diarrhea.  At  two 
months  and  two  days  of  age  she  had  a cardiorespiratory 
arrest  and  was  unable  to  be  resuscitated.  Her  wei^t 


at  that  time  was  2200  grams.  An  autopsy  was  performed. 
The  cause  of  death  was  determined  to  be  congestive  fai- 
lure with  pulmonary  congestion  and  hypertension.  In 
addition  to  the  diagnosis  of  total  colonic  agan^ionosis 
with  involvement  of  the  terminal  ileum  she  was  noted 
to  have  a V.S.D.,  a P.D.A.,  cholestasis  and  septic  sple- 
nitis. 

Discussion 


Aganglionosis  of  the  bowel  extends 
proximately  from  the  anus  for  a variable 
distance:  90  percent  involves  only  the  rec- 
tosigmoid, 5 percent  the  entire  colon  (1,2). 
There  are  sporadic  reports  of  total  or  near 
total  bowel  aganglionosis  extending  as 
proximately  as  the  esophagus.  Talwalker 
reviewed  the  English  literature  and  found 
a total  of  11  cases  of  aganglionosis  of  the 
entire  bowel  (3).  Swenson  et  al  reported, 
but  did  not  describe,  two  additional  cases 
(5).  All  cases  were  uniformly  fatal.  Given 
the  present  state  of  knowledge  and  current- 
ly available  techniques,  one  cannot  com- 
pensate for  the  lack  of  ordered  propulsive 
peristalsis  in  such  a long  intestinal  seg- 
ment. Similarly  one  cannot  replace  the 
lack  of  absorptive  capacity  that  is  involved 
in  a total  colonic  resection  with  an  ex- 
tensive length  of  small  bowel  resection. 
Our  first  case  represents  an  intermediate 
stage  between  the  hopeless  situation  of 
aganglionosis  of  the  entire  bowel  and  the 
more  easily  handled  rectosigmoid  agan- 
glionosis. In  this  case  there  was  enough 
small  bowel  left  to  support  life.  From  pre- 
vious studies  it  is  well  known  that  chil- 
dren will  tolerate  up  to  a 90  percent  re- 
section of  small  bowel  with  a chance  for 
survival  if  the  ileocecal  valve  and  the  colon 
are  preserved  (6,  7).  However,  in  the  ab- 
sence of  the  ileocecal  valve  and  colon  the 
minimal  length  of  bowel  required  for  sur- 
vival is  not  clearly  defined.  Total  small 
bowel  involvement  is  at  present  incom- 
patible with  life.  Resection  of  shorter 
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segments  of  small  bowel  involving  only 
the  ileum  should  be  compatible  with  sur- 
vival. However,  in  the  early  post-operative 
period  there  are  major  problems  which 
contribute  to  a high  mortality.  Soltero 
Harrington  et  al  reported  13  cases,  only  5 
of  which  survived  for  a long  term  (4). 
Newborns  tolerate  an  ileostomy  with  loss 
of  colonic  absorptive  area  very  poorly. 
The  therapeutic  strategy  is  to  give  nutri- 
tional support  paren terally  and  to  gradually 
increase  oral  intake  until  a stage  of  small 
bowel  adaptation  is  reached  that  can  sup- 
port adequate  weight  gain  (9).  Unfortuna- 
tely in  the  first  case  septic  complications 
cut  short  what  seems  to  be  a gradually  im- 
proving picture.  The  second  case  reviewed 
demonstrates  the  difficulties  in  these  chil- 
dren with  terminal  ileostomy  particularly 
when  complicated  by  other  associated 
anomalies  such  as  congenital  heart  disease. 
This  case  shows  the  extreme  complications 
of  the  ileostomy  with  chronic  diarrhea, 
electrolyte  imbalance,  malnutrition  and 
failure-to- thrive. 

If  one  attains,  with  parenteral  nutri- 
tional support,  a stage  of  weight  gain  using 
the  gastrointestinal  tract  then  one  can  sur- 
gically incorporate  colonic  mucosa  by  per- 
forming a modified  Martin  procedure  using 
the  Duhamel  principle  of  a long  side-to-side 
anastomoses  (2).  This  added  absorptive  sur- 
face allows  for  better  nutrition  as  well  as 
providing  for  normal  continence.  We  trea- 
ted two  such  cases  at  the  Children’s  Hos- 
pital Medical  Center  in  Boston  during  the 
period  of  July  1974  to  July  1970.  Both 
had  long  segment  aganglionosis  including 
segments  of  distal  ileum,  and  both  were 
eventually  treated  with  a modified  Duha- 
mel procedure.  One  infant  died  at  ten  mon- 
ths of  age  of  septic  and  nutritional  pro- 
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blems  while  the  second  one  survived  and 
has  normal  growth  and  normal  anal  func- 
tion at  present.  Therefore  for  the  present, 
cases  of  total  small  bowel  aganglionosis 
must  be  viewed  as  not  salvageable.  The  sta- 
tus of  small  bowel  transplantation  is  not 
very  encouraging  now,  but  may  provide 
the  answer  for  these  children  in  the  future 
(8).  However,  those  with  involvement  li- 
mited to  the  distal  small  bowel  and  colon 
are  potentially  reconstructible.  The  high 
mortality  of  even  the  more  favorable 
group  of  cases  of  total  colonic  involve- 
ment (4)  should  make  us  conscious  of  the 
many  potentially  lethal  problems  invol- 
ved in  the  management  of  these  children. 
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INSIDIOUS  BENZENE  POISONING 

Sidney  Kaye,  MSc.,  PhD 


Benzene  has  long  been  recognized  as  being 
toxic  to  man  (for  at  least  the  last  75  years  (1); 
but  since  it  has  always  been  used  so  freely  in  our 
daily  industrial  and  home  pursuits,  there  has 
been  no  great  emergency  or  alarm.  It  has  also 
been  known  that  benzene  was  capable  of  pro- 
ducing many  blood  dyscracias  (including  leuke- 
mia) but  since  “it  can’t  happen  to  me”  there  was 
no  great  fear. 

Benzene  is  now  considered  a very  danger- 
ous occupational  hazard  and  new  emergency 
temporary  standards  were  very  recently  set  up 
in  the  Federal  Register,  Vol.  42,  No.  85,  May  3, 
1977.  The  National  Institute  of  Occupational 
Health  and  Safety  (NIOSH)  has  now  clearly 
established  “conclusive  evidence”  that  chronic 
exposure  to  benzene  vapors  can  produce  leuke- 
mia in  man,  and  recommended  to  the  Occupa- 
tional Safety  and  Health  Administration  (OS- 
HA)  that  the  maximum  allowable  concentra- 
tion (MAC)  be  lowered  immediately  from 
10  ppm  for  an  8 hour  time  weighed  average 
(TWA)  exposure  with  an  acceptable  ceiling 
of  25  ppm  for  no  more  than  10  min  during 
the  8 hour  period  — , to  a safer  level  of  1 ppm 
for  an  8 hour  TWA  exposure  with  a ceiling 
of  5 ppm  for  no  more  than  15  minutes  dur- 
ing the  8 hour  period.  This  decision  followed 
the  survey  of  the  National  Academy  of  Scien- 
ce who  in  1976  made  a search  of  the  world 
scientific  literature  and  concluded  that  ben- 
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zene  must  be  “suspect  leukemogen”  because 
those  industries  using  benzene  presented  more 
than  5 x the  rate  expected  in  the  general  po- 
pulation for  the  incidence  of  leukemia. 

Since  many  consumers  use  benzene  based 
paint  stripper  or  other  benzene  containing 
products,  and  can  be  exposed  to  higher  doses 
than  is  permitted  for  factory  workers,  and  since 
a Consumer  Product  Safety  Commission  study 
showed  that  about  500,000  adults  probably 
are  exposed  to  benzene  vapors  each  year  (San 
Juan  Star  UPI  report,  October  4,  1977),  and 
since  NIOSH,  OSHA,  and  the  Labor  Depart- 
ment cites  evidence  clearly  linking  benzene  to 
leukemia,  and  since  some  of  our  large  indus- 
tries work  with  and  are  exposed  to  benzene 
vapors,  and  since  there  are  so  many  persons 
daily  exposed  to  benzene,  — the  following 
brief  resumé  on  the  Toxicology  of  Benzene 
is  offered  as  a refresher. 

BENZENE 

^6^6 

SYNONYMS:  Benzol,  coal  naphtha,  benzole, 
phenyl  hydride. 

HOMOLOGUES : Toluene,  xylene. 

USES:  In  the  manufacture  of  drugs,  chemicals, 
insecticides,  glues,  degreaser,  adhesives,  varni- 
shes, stains,  dyes,  paints,  paint  removers,  ex- 
plosives, art  glass,  batteries,  detergents,  poli- 
shes, inks,  lithography,  printing,  type  cleaners, 
oil  cloth,  pencils,  perfumes,  pesticides,  “dry 
cleaning”,  refining  of  coke,  and  gas  fuels,  pho- 
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tography,  putty,  tires  and  rubber  manufacture 
and  products,  wax  production,  cork,  linoleum, 
and  plastic  workers,  wire  insulation,  and  various 
coverings,  and  a common  solvent  in  clinical 
and  chemical  laboratories  (2). 

REMARKS:  Most  of  (USA)  benzene  is  pro- 
duced by  the  petrochemical  and  petroleum 
refining  industries.  Benzene  can  be  absorbed 
thru  all  portals. 

PROPERTIES:  Clear,  colorless,  non  corrossive, 
highly  inflammable,  with  a strong  and  rather 
pleasant  odor,  relatively  low  boiling  point  and 
a high  vapor  pressure  to  give  off  vapors  to  the 
atmosphere.  Boiling  point  81®  C.  Soluble  in 
acetone,  ether  or  ethanol. 

MINIMAL  LETHAL  DOSE:  Approximately 
15  ml/150  lb  person  (3).  Approximately  1500 
ppm  within  15  minutes.  Maximum  allowable 
concentration  (MAC)  1 ppm  in  8 hour  TWA; 
with  a ceiling  of  5 ppm  for  any  15  minutes 
period  (OSHA)(l). 

SYMPTOMS:  Acute:  Strong  CNS  depressant, 
dizziness,  weakness,  euphoria,  headache,  nausea, 
vomiting,  ataxia,  staggering,  tightness  in  chest, 
rapid  irregular  pulse,  shallow  and  rapid  respi- 
ration, ventricular  irregularities,  excitement, 
restlessness,  blurred  vision,  tremors,  paralysis, 
coma,  convulsions,  massive  hemorrhage  of  lungs, 
congestive  gastritis,  marked  cerebral  edema  and 
kidney  involvement.  Death  by  cardiac  and/or 
respiratory  failure  (1,  2,  3,  4). 

Late  effects:  Severe  skin  rash,  capillary 
permeability,  petechial  hemorrhages,  decreased 
coagulation,  nose  bleeds,  bloody  gums,  and 
severe  anemias. 

Chronic  (vapors):  Signs  and  symptoms 
similar  to  above  and  including  depression  of  the 
hematopoietic  system  and  damage  to  bone  mar- 
row. Chromosomal  changes  are  also  possible. 
Symptoms  may  be  early  or  delayed  months. 


Henzone  Poisoning  f3 

Loss  of  appetite,  drowsiness,  euphoria  which  can 
develop  into  emotional  instability,  and  tremu- 
lousness. 

Blood  dyscracias  have  been  common  with 
benzene  exposure  and  include  agranulocytosis, 
thrombocytopenia,  aplastic  anemia,  hemolytic 
anemia  and  even  leukemia.  Chronic  exposure 
has  now  clearly  incriminated  benzene  in  produ- 
cing leukemia  (OSHA,  1977). 

IDENTIFICATION:  Benzene  is  eliminated  un- 
changed through  the  lungs  and  in  the  smaller 
amounts  in  the  urine.  The  urine  will  also  elimi- 
nate higher  than  normal  total  sulfates  and  appre- 
ciable amount  of  phenol  as  metabolite.  About 
40  percent  of  the  retained  benzene  is  excreted 
in  the  urine  as  phenol  (complete  within  24-48 
hours). 

Normal  urinary  phenols:  Below  20  mg,  liter 

(Benzene)  urinary  phenols:  Should  be  less 
than  75  mg/liter 

Acute: 

(1)  In  blood  and  stomach  contents  as  ben- 
zene; Gerarde  (5). 

Place  35  ml  of  O.IN  hydrochloric  acid  and 
5 ml  of  blood  in  a small  glass-stoppered  bottle. 
Invert  and  gently  mix;  add  5 ml  of  carbon  tetra- 
chloride; mix  and  shake  vigorously.  Carefully 
remove  the  upper  layer  with  suction.  Centrifuge 
and  separate  the  CCl^j  which  is  transferred  to  a 
colorimeter  test  tube.  Add  5 ml  of  Marquis’  re- 
agent (1  ml  of  formaldehyde  in  100  ml  ll2SO^). 
Cap  the  tube  with  a polyethylene  stopper  and 
shake  for  2 minutes.  Centrifuge  for  5 minutes 
at  2000  ppm.  Compare  with  standard;  5,  10,  15, 
20,  50  ppm.  This  test  is  also  positive  for  kero- 
sene, gasolene,  toluene,  and  xylene.  Test  is  sensi- 
tive to  less  than  1 meg  in  the  pure;  above  10  meg 
(the  positive)  red  color  is  too  dark.  Blood  is 
slightly  less  sensitive.  In  the  pure  the  color  does 
not  change;  but  from  blood,  color  does  change 
with  time.  Visual  semi  quantitation  can  be  ma- 
de. 


44 


Volumen  70 
^úm.  2 


Sidney  Kaye,  MSc,  PhD 


Delayed  or  chronic  in  urine  as  phenols: 

(2)  Steam  distill  and  to  a small  aliquot  of 
distillate  add  FeCl3(10  percent)  ^ purple  color. 

(3)  25  ml  of  urine  acidified  with  1 ml  of 
10  percent  hydrochloric  acid  is  extracted  with 
50  ml  of  ether  or  chloroform.  The  solvent  (is 
separated  and  filtered  to  remove  water  droplets) 
is  then  extracted  with  5 ml  of  0.5N  sodium  hy- 
droxide. The  phenol  in  this  alkaline  layer  is  scan- 
ned with  UV  spectrophotometer  using  a 0.5N 
NaOH  reference  blank. 


1 "/o 

l°/o 

Max.  density 

^Icm 

Min. Density 

234  nm 

1100 

260 

110 

This  is  a very 

sensitive 

test  and 

will  easily 

differentiate  and  pick  up  traces  of  phenol  in  the 
urine  (3). 

(4)  Blood  and  bone  marrow  studies  may  be 
suggestive  of  blood  dyscracias  due  to  benzene. 

TREATMENT:  If  gastric  lavage  is  used,  great  ca- 
re should  be  exercised  to  avoid  aspiration  into 
lungs.  Bed  rest  until  respiratory  process  is  nor- 
mal. Avoid  epinephrine  and  related  drugs.  Saline 
cathartics. 

Guard  against  hemotopoietic,  respiratory, 
renal  and  hepatic  complications. 

Workers  (in  benzene  industry)  should  have 


periodic  check-up  including  careful  blood  stu- 
dies. Urine  should  be  screened  for  elevated  total 
urinary  sulfates  and  especially  for  elevated  phe- 
nols. 

Symptomatic  and  supportive  measures  may 
include  iron  therapy,  transfusion  of  blood  com- 
ponents such  as  packed  red  blood  cells,  platelets, 
granulocytes  as  indicated.  Keep  patient  warm 
and  quiet  in  bed.  Maintain  fluid  and  electrolyte 
balance.  Guard  against  cardiac  and  respiratory 
difficulties.  Guard  against  secondary  infections. 

Symptoms  and  treatment  are  similar  for 
toluene  and  xylene;  these  are  more  toxic  (acute) 
but  less  toxic  (chronic). 
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ARTICULO  ESPECIAL 


ESPALDA  AL  DESCUBIERTO  PARA  LA 
IDENTIFICACION  DE  LA  ESCOLIOSIS 


John  M.  Flynn,  MD 


El  objetivo  del  presente  trabajo  es  promo- 
ver el  interés  de  la  clase  médica  en  la  identifica- 
ción de  casos  de  escoliosis.  El  descubrimiento 
temprano  de  una  deformación  espinal  podría 
reducir  a un  mínimo  la  intervención  quirúrgica 
para  corregirla.  Así,  una  curva  idiopática  que  se 
descubriera  a tiempo  en  un  joven  adolescente 
sería  susceptible  de  ser  tratada  mediante  el  uso 
de  un  corsé  ortopédico.  Por  contraste,  la  dila- 
ción de  un  año  en  diagnosticarla  — y durante  el 
cual  la  curva  ha  venido  progresando  — podría 
requerir  una  fusión  espinal  que  a su  vez  con- 
llevaría un  enyesamiento  del  torso,  con  la  con- 
sabida inmovilidad  de  éste,  por  un  espacio  de 
tiempo  de  aproximadamente  un  año. 

Como  es  de  conocimiento  general,  la 
columna  vertebral  normal  en  su  plano  sagital 
configura  una  S,  teniendo  como  sus  partes 
integrantes  una  lordosis  cervical,  una  cifosis 
dorsal,  y una  lordosis  lumbar  seguida  por  una 
cifosis  sacro-coccígea.  No  existen  curvas  en  el 
plano  lateral  de  la  espina  dorsal.  La  escoliosis 
es  precisamente  una  curvatura  lateral  anormíd 
en  la  columna  vertebral. 

Meridianamente  se  pueden  distinguir 
dos  clases  o tipos  principales  de  escoliosis,  a 
saber,  la  no  estructural  y la  estructural.  Preci- 
semos las  características  o elementos  que  iden- 
tifican a cada  una  de  ellas.  Se  denomina  esco- 
liosis no  estructural  aquélla  en  que  la  curva  es 
flexible  y propicia  a corregirse  cuando  el  pa- 
ciente se  inclina  de  lado  a lado  o se  acuesta. 
Esta  curva  por  lo  común  es  secundaria  a una 
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postura  defectuosa  o compensatoria  por  una 
extremidad  inferior  más  corta  que  obliga  a la 
pelvis  a inclinarse  hacia  un  lado.  La  curvatura 
no  estructural  nunca  progresa. 

Por  escoliosis  estructural  se  conoce  aquélla 
que  registra  una  rotación  de  las  vértebras  hacia 
la  concavidad  de  la  curva  y genera  una  protube- 
rancia torácica  fija  en  la  convexidad  de  la  curva 
donde  las  costillas  han  sido  rotadas.  Como  me- 
jor se  puede  observar  esto  es  haciendo  que  el 
paciente  se  incline  hacia  delante.  Una  curva  es- 
tructural no  es  recomendable  corregirla  me- 
diante ¡inclinaciones  a los  lados.  Esta  curva 
principalmente  progresa  durante  los  años  de 
crecimiento.  Su  progreso,  sin  embargo,  es 
mínimo  transcurrido  ya  el  período  de  creci- 
miento, excepción  hecha  en  los  casos  de  pa- 
cientes que  padecen  de  escoliosis  debida  a pa- 
tología neuromuscular. 

Clasificación  de  la  Escoliosis 
A.  Escoliosis  no  estructural 

Se  corrige  en  las  inclinaciones  la- 
terales y no  registra  desplazamiento  de  vér- 
tebras. 

1.  Escoliosis  postural:  Por  lo  general 
se  observa  en  la  temprana  adoles- 
cencia, y se  corrige  al  acostarse 
el  paciente. 

2.  Escoliosis  compensatoria:  Nor- 
malmente producida  por  diferen- 
cias en  la  longitud  de  las  piernas. 

B.  Escoliosis  estructural 


45 


John  \I.  Flynn.  MD 


f <>lumt‘n  70 
yútn.  2 


Figura  I:  Nótese  prominencia  de  escápula  derecha 

y ¡a  cintura  izquierda  más  llena  en  el  lado  izquierdo  de  esta 
joven  de  diecisiete  años.  Los  hombros  y las  caderas  están 
a niveL 


1.  Escoliosis  idiopática  (genética): 
Recientemente  se  ha  demostrado 
que  este  tipo  de  escoliosis  genética 
se  trasmite  mediante  un  gene  auto- 
somal dominante  con  penetración 
incompleta.  Su  incidencia  es  ocho 
veces  mayor  en  niñas  adolescentes 
que  en  niños  y por  lo  general  cons- 
tituye el  70  por  ciento  de  todos  los 
casos  de  escoliosis. 

La  escoliosis  idiopática  podría  a su 
vez  subdividirse  de  acuerdo  a la 
edad  en  que  comienza.  Veamos:  La 
escoliosis  idiopática  infantil  se  regis- 
tra en  el  período  comprendido  des- 
de el  nacimiento  hasta  los  tres  años. 
La  escoliosis  juvenil  idiopática  ocu- 
rre entre  los  cuatro  a los  diez  años 


y la  de  la  adolescencia  entre  los  diez 
años  y la  terminación  del  crecimien- 
to del  esqueleto. 

2.  Escoliosis  congénita:  Este  tipo  de 
escoliosis  se  produce  como  conse- 
cuencia de  un  defecto  en  el  proceso 
de  desarrollo  de  la  columna  verte- 
bral o de  las  costillas.  Probablemen- 
te su  origen  no  sea  de  carácter  gené- 
^ tico  y en  términos  generales  se  des- 
cubre durante  la  infancia  temprana. 
Aproximadamente  un  25  por  ciento 
de  los  casos  sin  embargo,  la  condi- 
ción progresa  —a  veces  en  un  25  por 
ciento  en  forma  muy  moderada  — 
reclamando  entonces  el  tratamiento 
correspondiente. 


Figura  2:  Se  nota  la  prominencia  de  la  escápula  dere- 
cha La  lordosis  lumbar  es  normal 
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3.  Escoliosis  neuromuscular:  Este  tipo 
de  escoliosis  puede  ser  secundaria  a 
una  patología  neuropática,  miopáti- 
ca  o mixta.  En  estos  casos  procede 
que  se  efectúe  una  evaluación  perió- 
dica de  la  columna  vertebral  dado 
que  dichas  curvas  pueden  progresar 
rápidamente  aún  después  de  haber 
terminado  el  crecimiento  del  esque- 
leto. 

Los  restantes  tipos  de  escoliosis  estructural 
son  poco  frecuentes  y excede  al  alcance  del  pre- 
sente trabajo  el  considerarlos. 

Evaluación  Clínica 

Bien  podríamos  afirmar  que  aproximada- 
mente el  70  por  ciento  de  los  pacientes  de  esco- 
liosis sufren  del  tipo  denominado  idiopático  ado- 
lescente. En  términos  generales  ésta  se  registra 
en  niñas  —en  una  proporción  de  ocho  hembras 
por  un  varón  — que  tienen  a sí  un  hombro  o ca- 
dera más  alta  que  la  otra  o bien  una  cintura  más 
pronunciada  en  un  lado,  elementos  o rasgos 
éstos  que  se  develan  cuando  se  entallan  los  tra- 
jes. 

Es  del  todo  necesario  que  mientras  se  efec- 
túa el  examen  físico  la  espalda  debe  quedar  com- 
pletamente al  descubierto.  Los  signos  o rasgos 
tempranamente  detectables  en  los  pacientes  de 
escoliosis  son: 

1.  Un  hombro  más  alto  que  otro,  redon- 
dez de  un  flanco  en  forma  unilateral 
o una  cadera  más  alta  que  la  otra.  (Fi- 
guras 1 y 2). 

2.  Una  curva  palpable  sobre  la  apófisis 
espinosa. 

3.  Una  protuberancia  unilateral  en  el  ex- 
tremo posterior  de  la  caja  torácica  que 
se  puede  observar  cuando  el  paciente 
se  inclina  hacia  delante,  (protuberan- 


Figura  3:  Con  ¡a  /Jacten  te  inclinada  hacia  delante  se 
hace  más  visible  la  protuberancia  costal. 


figura  1:  Radiografía  de  la  misma  paciente,  tomada 
en  posición  erecta,  se  demuestra  una  escoliosis  derecha  de  7'_ 

L.  de  75^  V segunda  cun’a  hacia  la  ici/uicrda  de  i.  ^ t.  ^ de  .Ib 


cia  costal)  (Figura  3).  La  presencia 
de  esta  protuberancia  costal  es  una  de 
las  primeras  manifestaciones  o señales 
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de  la  escoliosis  estructural.  Habida 
cuenta  de  ello  se  toma  como  un  ele- 
mento o índice  efectivo  que  posibilita 
a los  programas  de  detección  de  esco- 
liosis el  descubrir  las  deformaciones 
iniciales  de  la  escoliosis.  (Figura  4). 

Insistimos  pues  que  al  examinar  a un  ado- 
lescente se  le  debe  descubrir  del  todo  la  espal- 
da y estar  atento  a la  posible  presencia  de  una 
protuberancia  costal.  Con  esta  acción  sencilla, 
que  escasamente  tomaría  un  minuto,  se  le  po- 
dría ahorrar  al  paciente  años  de  sufrimiento. 
En  la  eventualidad  que  se  descubriese  una  curva 
de  escoliosis  es  imperativo  que  al  paciente  se  le 
hagan  las  radiografías  básicas  correspondientes, 
tales,  las  radiografías  anteroposterior  y lateral 
de  toda  la  columna  vertebral,  las  cuales  deberán 
tomarse  estando  el  paciente  en  posición  recta. 
Es,  asimismo,  necesario  el  que  se  efectúe  una 
consulta  con  un  cirujano  ortopeda  familiarizado 
con  los  casos  de  escoliosis. 


Resumiendo: 

1.  La  escoliosis  es  una  curva  anormal 
que  aparece  en  el  plano  lateral  de  la 
columna  vertebral. 

2.  El  70  por  ciento  de  los  casos  de 
escoliosis  corresponden  al  tipo  idio- 
pático  adolescente  (genético). 

3.  Las  curvas  genéticas  idiopáticas  ado- 
lescentes progresan  hasta  el  final  del 
crecimiento  óseo.  De  ser  descubier- 
tas tempranamente  no  exigen  inter- 
vención quirúrgica. 

4.  La  detección  de  la  escoliosis  resulta 
fácil  y no  conlleva  mucho  tiempo. 

En  el  particular  la  consigna  a honrarse  en 
todo  examen  físico  debe  ser:  Espalda  al  descu- 
bierto para  la  búsqueda  de  una  protuberancia 
costal. 


NOTAS  TERAPEUTICAS 


LOS  AMINOGLUCOSIDOS 

Carlos  H.  Ramírez-Ronda,  MD,  FACP 


Resumen:  Los  aminoglucósidos  son  un  grupo 
de  antibióticos  muy  usados  en  los  hospitales, 
entre  ellos  se  encuentran  estreptomicina,  neo- 
micina,  kanamicina,  gentamicina,  tobramicina 
y amikacina.  Presentamos  su  química,  actividad 
antibacteriana,  efectos  en  resistencia  bacteriana, 
farmacología,  toxicidad,  uso  clínico  y dosi- 
ficación. Estos  compuestos  son  potencialmente 
tóxicos  y deben  de  utilizarse  solamente  cuando 
no  existan  agentes  menos  tóxicos  o cuando  los 
patrones  de  susceptibilidad  lo  requieran. 

Summary:  The  amino^ycosides  are  a group  of 
antibiotics  frequently  used  in  the  hospitals. 
Among  them  you  find  streptomycin,  neomy- 
cin, kanamycin,  gentamicin,  tobramycin  and 
amikacin.  We  present  their  chemistry,  anti- 
bacterial activity,  effects  on  bacterial  resistan- 
ce, pharmacology,  toxicity,  clinical  use  and 
effectiveness.  These  compounds  are  potentially 
toxic  and  should  be  used  only  when  no  less 
toxic  agents  are  available  or  when  the  suscep- 
tibility patterns  require  their  use. 

Introducción 

Los  aminoglucósidos  son  un  grupo  de 
antibióticos  químicamente  relacionados  que 
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incluye  estreptomicina,  neomicina,  kanamicina, 
gentamicina,  tobramicina,  amikacina,  sisomi- 
cina  y netilmicina.  En  términos  químicos  los 
aminoglucósidos  son  compuestos  que  contie- 
nen una  azúcar  aminada  unida  glucosídica- 
mente  a otra  molécula  (1).  Debido  a su  fórmu- 
la química,  el  mejor  nombre  para  este  grupo 
de  antibióticos  sería  aminociclitoles  amino- 
glucosídicos.  El  primer  aminoglucósido,  la  es- 
treptomicina, aislado  de  Strep  tomyces  gríseas, 
es  un  derivado  de  estreptidina,  mientras  que  las 
neomicinas,  kanamicina  y gentamicinas  son 
todos  derivados  de  deoxyestreptamina.  Todos 
los  aminoglucósidos  son  compuestos  basídicos, 
solubles  en  agua  y se  encuentran  mayormente 
como  sales  sulfatadas.  Los  aminoglucósidos 
son  estables  cuando  están  en  solución. 

Actividad  Anibacteriana 

Los  aminoglucósidos  utilizados  clínica- 
mente tienen  un  espectro  de  actividad  similar 
en  contra  de  la  mayor  parte  de  las  bacterias. 
Estos  compuestos  son  bactericidas  y tienen 
una  actividad  óptima  a un  pH  ligeramente 
alkalino.  La  mayoría  de  los  aminoglucósidos 
tienen  un  amplio  espectro  de  actividad  en 
contra  de  bacilos  gram  negativos  y en  contra 
de  Staphylococcus  aureus.  Tienen  este  grupo 
de  agentes  actividad  significativa  en  contra 

de  Mycobacterium  tuberculosis,  más  solamente 
se  utiliza  la  estreptomicina  como  una  droga 
de  primera  línea  en  la  terapia  de  tuberculosis. 
Durante  los  últimos  30  años,  la  resistencia  de 
los  organismos  gram-negativos  a estreptomicina 
ha  aumentado  y hoy  en  día  es  común.  Muchas 
cepas  de  Pseudomonas  aeruginosa  son  resis- 
tentes a kanamicina  pero  susceptibles  a genta- 
micina. La  incidencia  de  cepas  resistentes  a 
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gentamicina  aparentemente  está  en  aumento; 
en  1972  el  91  por  ciento  de  las  cepas  eran  in- 
hibidas por  esta  concentración  (2).  Cepas  de 
Pseudomonas  aeruginosa  altamente  resistentes 
a gentamicina  a más  de  100  ug/ml  se  han  aisla- 
do en  unidades  de  cuidado  intensivo  de  que- 
maduras y donde  el  uso  de  aminoglucósidos 
es  incontrolable  (3).  La  susceptibilidad  de 
organismos  resistentes  a gentamicina  y otros 
aminoglucósidos  ha  sido  estudiada  (4,  5,  6). 
En  un  estudio  de  319  organismos  aislados 
clínicamente  el  84  por  ciento  era  susceptible 
a amikacina,  el  41.4  por  ciento  a tobramici- 
na  y el  27  por  ciento  a gentamicina  C (7). 
Es  importante  anotar  que  no  hay  un  patrón 
sencillo  y simple  de  resistencia  cruzada  entre 
los  aminoglucósidos  y que  por  lo  tanto  la 
susceptibilidad  de  cada  organismo  a cada  uno 
de  los  aminoglucósidos  debe  de  estudiarse. 

Resistencia  Bacteriana 

El  mecanismo  de  resistencia  de  los  or- 
ganismos a los  aminoglucósidos  varía.  Las 
mutaciones  confiriendo  una  resistencia  alta 
a estreptomicina  no  se  ven  con  los  otros  amino- 
glucósidos (8).  En  los  organismos  resistentes, 
aislados  clínicamente,  esta  resistencia  es  usual- 
mente determinada  por  factores  de  resistencia 
(factores  R)  y no  por  alteraciones  en  la  estruc- 
tura ribosómica  (9).  Otro  mecanismo  importan- 
te es  la  habilidad  de  ciertos  organismos  resis- 
tentes a disminuir  la  permeabilidad  celular 
para  estos  antibióticos  (10).  Los  factores  R 
inactivan  los  aminoglucósidos  específicos,  di- 
rigiendo la  síntesis  de  enzimas  que  pueden  mo- 
dificar e inactivar  los  aminoglucósidos  (9).  Estas 
enzimas  modifican  la  estructura  química  por 
reacciones  de  acetilación,  fosforilación  o adeni- 
lación.  Se  han  descrito  9 enzimas  que  conceden 
resistencia;  de  estas  9 enzimas,  gentamicina  y 
kanamicina  son  susceptibles  a 6,  tobramicina 
a 5 y amikacina  a 1 (9).  Aunque  bacteriológi- 
camente esto  sugiere  una  ventaja  relativa  de 
amikacina,  debemos  de  conocer  que  su  uso 


podría  seleccionar  cepas  multiresistentes.  En 
estudios  de  cepas  resistentes  a amikacina  se 
ha  encontrado  que  la  resistencia  es  mayormen- 
te mediada  por  cambios  en  permeabilidad  y no 
por  enzimas,  lo  cual  es  importante  conocer  ya 
que  teóricamente  disminuye  la  oportunidad  de 
seleccionar  cepas  multiresistentes. 

Farmacología 

La  farmacología  de  este  grupo  de  anti- 
bióticos es  muy  similar  (11,  12,  13,  14,  15). 
Estos  agentes  se  absorben  muy  poco  en  el  tracto 
gastrointestinal  y no  se  obtienen  niveles  medi- 
bles  en  suero  a menos  de  que  exista  concomi- 
tantemente  fallo  renal.  La  neomicina  se  usa 
extensivamente  por  vía  oral  en  el  tratamiento 
de  coma  hepática.  La  neomicina  se  encuentra 
en  varias  cremas  y ungüentos  topicales,  más  su 
uso  se  asocia  al  surgimiento  de  cepas  resisten- 
tes de  Pseudomonas  aeruginosa  y por  lo  tanto 
sugerimos  que  no  se  use  como  agente  tópico. 

Para  terapia  sistémica,  los  aminoglucósidos 
deben  de  usarse  parenteralmente  y son  adminis- 
trados intramuscularmente  o endovenosamente. 
La  estreptomicina  se  administra  en  la  terapia  de 
tuberculosis,  plaga  y tularemia. 

Después  de  una  inyección  intramuscular, 
los  aminoglucósidos  se  absorben  rápidamente 
y se  distribuyen  a través  del  espacio  extracelu- 
lar (16,  17).  Concentraciones  máximas  en  suero 
se  obtienen  1 hora  después  de  la  inyección. 
Estos  antibióticos  no  se  unen  en  forma  significa- 
tiva a las  proteínas  séricas  y el  máximo  nivel 
de  unión  es  alrededor  del  35  por  ciento  (18). 
La  media  vida  es  entre  2 y 3 horas.  Estos  com- 
puestos no  se  metabolizan  en  el  cuerpo.  Los 
aminoglucósidos  no  cruzan  la  barrera  hemato- 
cefálica  y las  concentraciones  en  el  líquido  ce- 
faloraquídeo  son  muy  bajas  y por  debajo  de 
niveles  terapéuticos  (19,  20).  Los  aminoglucó- 
sidos penetran  bien  en  los  líquidos  peritoneal, 
pleural  y pericárdico  (19,  20).  Estos  se  elimi- 
nan principalmente  por  filtración  glomerular, 
por  lo  tanto,  la  depuración  de  aminoglucósidos 
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no  unida  a proteínas  plasmáticas  se  aproxima 
a la  filtración  glomerular  (16,  17).  Cantidades 
pequeñas  de  los  aminoglucósidos  se  excretan 
en  la  bilis  y en  pacientes  sin  obstrucción  del 
ducto  cístico;  la  concentración  promedio  de 
gentamicina  es  una  tercera  parte  de  la  concen- 
tración sérica  (21). 

La  dosificación  para  estreptomicina,  kana- 
micina  y amikacina  es  similar  y no  debe  de  pasar 
de  1.0  gramo  al  día.  Después  de  una  inyección 
intramuscular  de  500  mg,  el  nivel  promedio  en 
suero  más  alto  es  de  alrededor  de  20  ug/ml. 
La  dosificación  de  gentamicina  y tobramicina 
es  menor,  usualmente  4.5  a 5.0  mg/kg/día. 
Después  de  una  inyección  de  80  mg  de  genta- 
micina o tobramicina  el  nivel  promedio  más 
alto  en  suero  es  de  4 a 8 ug/ml.  Los  niveles 
séricos  que  se  obtienen  en  un  paciente  en  par- 
ticular con  una  dosificación  específica  son  va- 
riables y muchas  veces  impredecibles  (22,  23, 
24).  Por  esta  razón  debemos  medir  la  concentra- 
ción en  suero  en  pacientes  específicos. 

Debido  a que  estos  agentes  se  excretan 
mayormente  por  el  riñón,  su  dosificación  debe 
de  cambiarse  y modificarse  en  la  presencia  de 
fallo  renal  (25).  Hay  varios  nomogramas  y 
fórmulas  para  modificar  la  dosificación  (26). 
La  manera  más  práctica  aunque  imprecisa 
es  administrar  una  primera  dosis  y repetir 
las  dosis  subsiguientes  a un  intervalo  igual 
a la  creatinina  sérica  multiplicado  por  8 para 
gentamicina  y tobramicina  y por  9 para  ka- 
namicina  y amikacina. 

Toxicidad 

Los  aminoglucósidos  son  drogas  poten- 
cialmente tóxicas.  La  nefrotoxicidad  y oto- 
toxicidad  son  dos  manifestaciones  tóxicas 
que  debemos  conocer  (27).  Otro  efecto  tóxico 
importante  de  los  aminoglucósidos  es  un  blo- 
queo neuromuscular  débil.  Esto  se  ha  notado 
cuando  kanamicina  o neomicina  se  administra 
intraperitonealmente  en  dosis  excesivas  a pa- 


Aminoglucdsidos  Terapia 

cientes  quirúrgicos  que  han  estado  bajo  anes- 
tesia (28,  29).  Se  han  reportado  neuropatías 
periferales  y pacientes  con  Myostenia  gravis 
pueden  tener  una  exacerbación  de  su  debili- 
dad muscular  (30).  La  ototoxicidad  puede 
manifestarse  por  sordera,  la  cual  es  más  común 
con  neomicina,  kanamicina  y amikacina,  aun- 
que muy  rara  vez  ocurre;  o por  daño  vestibu- 
lar con  ataxia  y vértigo,  el  cual  se  asocia  más 
frecuentemente  con  estreptomicina,  gentami- 
cina y tobramicina.  La  nefrotoxicidad  ocurre 
con  mayor  frecuencia  que  lo  reportado  y se 
manifiesta  con  azotemia  y proteinuria.  El  efecto 
nefrotóxico  de  los  aminoglucósidos  se  poten- 
cia con  el  uso  concurrente  de  ácido  etacrínico, 
furosemida,  metoxiflurano  y posiblemente  ce- 
falotina  (31,  32,  33,  34,  35,  36). 


Uso  Clínico 

A.  Organismos  sensitivos 

Las  bacterias  aeróbicas  gram-negativas  in- 
cluyendo a Escherichia  coli,  Klebsiella,  Entero- 
bacter,  Proteus,  Salmonella,  Shigella,  Serratia 
marcenses  y Providencia  son  susceptibles  a los 
aminoglucósidos  (27).  Cepas  de  cada  una  de  las 
bacterias  arriba  descritas  tienen  patrones  de 
susceptibilidad  específicas.  Hemophilus  influen- 
zae, Bacteroides  fragilis,  Bacteroides  spp.  y 
Neiseeria  spp.  no  son  susceptibles  a los  amino- 
glucósidos. La  tobramicina  es  más  activa  en 
contra  de  Pseudomonas  aeruginosa  y Acineto- 
bacter  que  gentamicina;  más  es  menos  activa 
en  contra  de  Klebsiella,  Enterobacter,  Provi- 
dencia y los  Proteus  indol  positivos  (37).  La 
tobramicina  es  efectiva  en  contra  de  muchas 
cepas  resistentes  a gentamicina  (37).  La  amika- 
cina es  el  am  in  oglucósido  de  más  amplio  es- 
pectro y es  efectivo  en  contra  de  los  organis- 
mos resistentes  a otros  aminoglucósidos  (38). 
La  amikacina  debe  utilizarse  en  pacientes  con 
organismos  multiresistentes  y en  un  paciente 
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con  sepsis  adquirida  en  el  hospital  cuando  los 
patrones  de  susceptibilidad  demuestran  un 
alto  número  de  organismos  resistentes. 

El  patrón  de  actividad  de  kanamicina  es 
similar  a gentamicina  con  la  excepción  que  no 
cubre  a Pseudomonas  aeruginosa  ni  a Staphylo- 
coccus aureus. 

Uso 

El  uso  de  los  aminoglucósidos  debe  de  li- 
mitarse a condiciones  específicas.  Se  ha  demos- 
trado su  efectividad  en  infecciones  del  tracto 
urinario,  meliodosis  y otras  (27).  Los  amino- 
glucósidos no  deben  utilizarse  en  infecciones 
comunes  a menos  que  no  existan  otros  agentes 
potencialmente  menos  tóxicos.  En  cualquier 
episodio  de  bacteremia  por  organismos  aeróbicos 
gram-negativos  su  uso  está  indicado.  El  uso  em- 
pírico de  un  aminoglucósido  combinado  con 
una  penicilina  o cefalosporina  está  indicado  en 
el  paciente  con  sepsis  de  origen  desconocido. 
Los  aminoglucósidos  (gentamicina,  tobramici- 
na  y amikacina)  son  los  antibióticos  de  elección 
en  infecciones  adquiridias  dentro  del  hospital. 
El  uso  de  tobramicina  y amikacina  dependerá 
de  los  patrones  de  susceptibilidad  de  estos  orga- 
nismos. 

Resumen  descriptivo  de  cada  aminoglucósido 

A.  Estreptomicina  (39)  - el  primer  ami- 
noglucósido en  ser  usado,  con  espec- 
tro efectivo  en  contra  de  micobac- 
terias  y especies  de  Pasteurella.  Es 
sinergístico  con  penicilina  en  contra 
de  enterococo.  Se  desarrolla  resisten- 
cia a este  antibiótico  rápidamente, 
con  resistencia  cruzada  con  kanamici- 
na y neomicina.  Se  administra  en  dosis 
de  1 a 2 gramos  intramuscular  por  día, 
en  dos  dosis.  No  penetra  bien  el  siste- 
ma nervioso  central.  Su  toxicidad  es 


mayormente  vestibular.  Es  usado  ma- 
yormente en  el  tratamiento  de  tuber- 
culosis, brucelosis,  plaga,  tularemia  y 
endocarditis  bacteriana. 

B.  Neomicina  (45)  - un  aminoglucósido 
con  una  toxicidad  bien  alta,  no  se  usa 
sistemáticamente.  Su  uso  se  limita  a la 
administración  oral  para  esterilizar  el 
intestino  y como  un  irrigante  de  la  ve- 
jiga urinaria.  Bloqueo  neuromuscular 
ocurre  con  frecuencia  si  se  administra 
intraperitonealmente.  Se  usa  mayor- 
mente como  un  agente  tópico. 

C.  Kanamicina  (41)  - aminoglucósido  con 
espectro  amplio,  con  la  excepción  de 
no  ser  efectivo  en  contra  de  Pseudo- 
monas aeruginosa  y Staphylococcus 
aureus.  Su  dosificación  es  de  15  mg/ 
kg/día  en  dos  dosis.  Su  toxicidad  es 
mayormente  por  daño  irreversible  a 
codea  con  sordera.  La  nefrotoxicidad 
es  similar  a gentamicina.  Reacciones 
alérgicas  en  piel  son  comunes  y eosi- 
nofilia  como  manifestación  única  co- 
mún. Su  uso  oral  se  asocia  con  estea- 
torrea.  Las  indicaciones  mayores  para 
su  uso  es  en  pacientes  con  infecciones 
del  tracto  urinario  y bacteremias  con 
organismos  sensitivos. 

D.  Gentamicina  (12,  13)  - aminoglucósi- 
do producido  por  bacterias  del  grupo 
Micromonospora.  El  primer  aminoglu- 
cósido del  grupo  con  actividad  anti- 
pseudomónica.  Espectro  amplio  para 
organismos  bacilos  gram-negativos, 
más  sin  actividad  en  contra  de  Neisse- 
ria, Hemophilus  influenzae  y Bacteroi- 
des.  Efectivo  en  vitro  en  contra  de 
Staphylococcus  aureus.  Dosificación 
de  1.5  mg/kg  cada  8 horas.  No  penetra 
el  sistema  nervioso  central.  Su  mayor 
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toxicidad  se  manifiesta  con  vértigo  y 
tinnitus.  Su  nefrotoxicidad  se  mani- 
fiesta por  azotemia  y proteinuria.  De- 
be evitarse  el  uso  concomitante  con 
ácido  etacrínico,  furosemida,  metoxy- 
flurano  y probablemente  cefalotina. 
Puede  tener  reacciones  en  piel  severas 
aunque  son  muy  raras.  Su  uso  es  prin- 
cipalmente en  infecciones  severas,  bac- 
teremia y sepsis  causadas  por  organis- 
mos bacilos  gram-negativos,  en  pul- 
monías adquiridas  en  el  hospital  y en 
algunas  infeccines  del  tracto  urinario. 

E.  Tobramicina  (37)  - aminoglucósido 
con  el  mismo  espectro  de  gentamicina, 
el  cual  gramo  por  gramo  es  más  activo 
en  contra  de  Pseudomonas  aeruginosa 
y Acinetobacter  que  gentamicina.  Su 
efectividad  en  contra  de  Klebsiella, 
Enterobacter,  Providencia,  Serratia  y 
Proteus  indol  positivo  es  menor 
que  gentamicina.  La  toxicidad,  dosis 
y uso  es  similar  a gentamicina. 

F.  Amikacina  (38)  - aminoglucósido  deri- 
vado de  kanamicina  con  actividad 
antipseudomónica.  La  actividad  en 
contra  de  organismos  gram-negativos 
es  la  más  amplia.  Es  el  antibiótico  de 
elección  y más  efectivo  en  contra  de 
las  cepas  de  Pseudomonas,  Klebsiella, 
Enterobacter,  Providencia,  Serratia  y 
Proteus  indol  positivos  resistentes  a 
gentamicina  y tobramicina.  Su  uso  es 
idéntico  a gentamicina.  La  dosifica- 
ción es  15  mg/kg/día  dividida  en  dos 
dosis. 

Dosificación 

La  dosificación  de  aminoglucósidos  es 
como  sigue: 
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Estreptomicina  - 15mg/kg/día  - 500mg  IM  q 
12  hrs. 

Kanamicina  - 15  mg/kg/día  - 500mg  IM  o IV 
q 12  hrs. 

Gentamicina  - 4.5  mg/kg/día  - 80mg  IM  o IV 
q 8 hrs. 

Tobramicina  - 4.5  mg/kg/día  - 80mm  IM  o IV 
q 8 hrs. 

Amikacina  - 15  mg/kg/día  - 500mg  IM  o IV 
q 12  hrs. 
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When  pain  complicates  acute  cystitis* 

AsdGdntdnoT 

Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  1 00  mg  phenazopyridine  HCI 

for  the  pain  for  the  pathogens 


□ Early  relief  of  painful  symptoms 

such  as  burning  and  pain 
associated  with  urgency  and 
frequency. 


*Nonobstructed;  due  to  suscepti- 
ble organisms 


□ Effective  control  of  susceptible 
pathogens  such  as  E.  coli, 
Klebsiella-Aerobacter,  Staph, 
aureus,  Proteus  mirabilis  and, 
less  frequently,  Proteus  vulgaris. 

□ Appropriate  antibacterial 
therapy: 

up  to  three  days  therapy  with 
Azo  Gantanol,  then  1 1 days  with 
Gantanol®  (sulfamethoxazole), 
0.5  Gm  tablets. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  In  adults,  urinary  tract  infections  complicated  by  pain 
(primarily  pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  £.  coli,  Klebsiella-Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis  and,  less  frequently,  Proteus  vulgaris) 
in  the  absence  of  obstructive  uropathy  or  foreign  bodies. 

Note:  Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests  with 
bacteriologic  and  clinical  response;  add  aminobenzoic  acid  to  follow- 
up culture  media.  The  increasing  frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including  sulfonamides.  Measure 
sulfonamide  blood  levels  as  variations  may  occur;  20  mg/lOO  ml 
should  be  maximum  total  level. 

Contraindications:  Children  below  age  12;  sulfonamide  hypersensi- 
tivity; pregnancy  at  term  and  during  nursing  period;  because  Azo 
Gantanol  contains  phenazopyridine  hydrochloride  it  is  contraindi- 
cated in  glomerulonephritis,  severe  hepatitis,  uremia,  and  pyelone- 
phritis of  pregnancy  with  G.l.  disturbances. 

Warnings:  Safety  during  pregnancy  not  established.  Deaths  from 
hypersensitivity  reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias  have  been  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice)  may  indicate  serious  blood 
disorders.  Frequent  CBC  and  urinalysis  with  microscopic  exam- 
ination are  recommended  during  sulfonamide  therapy. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or 
hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucose-6- 
phosphate  dehydrogenase-deficient  individuals  in  whom  dose- 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake  to 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis,  aplastic  ane- 
mia, thrombocytopenia,  leukopenia,  hemolytic  anemia,  purpura, 


hypoprothrombinemia  and  methemoglobinemia);  allergic  reactions 
(erythema  multiforme,  skin  eruptions,  Stevens-Johnson  syndrome, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis);  G.l.  reactions  (nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and  stomatitis);  CNS 
reactions  (headache,  peripheral  neuritis,  mental  depression,  con- 
vulsions, ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.  E.  phenomenon). 

Due  to  certain  chemical  similarities  with  some  goitrogens,  diuretics 
(acetazolamide,  thiazides)  and  oral  hypoglycemic  agents,  sulfon- 
amides have  caused  rare  instances  of  goiter  production,  diuresis 
and  hypoglycemia.  Cross-sensitivity  with  these  agents  may  exist. 
Dosage:  Azo  Gantanol  is  intended  for  the  acute,  painful  phase  of 
urinary  tract  infections.  Usual  adult  dosage:  2 Gm  (4  tabs)  initially, 
then  1 Gm  (2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists,  causes 
other  than  infection  should  be  sought.  After  relief  of  pain  has  been 
obtained,  continued  treatment  with  Gantanol  (sulfamethoxazole) 
may  be  considered. 

Note:  Patients  should  be  told  that  the  orange-red  dye  (phenazopyri- 
dine HCI)  will  color  the  urine. 

Supplied:  Tablets,  red,  film-coated,  each  containing  0.5  Gm  sulfa- 
methoxazole and  100  mg  phenazopyridine  HCI— bottles  of  100 
and  500. 


ROCHE 


Roche  Laboratories 

Division  ol  Hollmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

DVflfflDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (triamterene, 

SK&F  Co.)  and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR, 
A brief  summary  follows; 


Warning 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  in- 
dividual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  Treat- 
ment of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


* Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted.  (See  Box  Warning.)  Routine  use  of 
diuretics  in  healthy  pregnant  women  is  inap- 
propriate; they  are  indicated  in  pregnancy  only 
when  edema  is  due  to  pathological  causes. 

Contraindications;  Further  use  in  anuria, 
progressive  renal  or  hepatic  dysfunction, 
hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur,  and 
has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill,  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency. 

Periodically,  serum  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake.  Associated 
widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use 
in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available. 
Precautions:  Do  periodic  serum  electrolyte  determinations  (particularly 
important  in  patients  vomiting  excessively  or  receiving  parenteral  fluids) 


FOR  LONG-TERM  CONTROL 
OF  HYPERTENSIONr 
SERUM  K^AND  BUN  SHOULD 
BE  CHECKED  PERIODICALLY. 
(SEE  WARNINGS  SECTION.) 


Periodic  BUN  and  serum  creatinine  determina- 
tions should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Watch  for  signs  of  impend- 
ing coma  in  severe  liver  disease.  If  spironolac- 
tone is  used  concomitantly,  determine  serum  K+ 
frequently;  both  can  cause  K+  retention  and 
elevated  serum  K+.  Two  deaths  have  been  re- 
ported with  such  concomitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly 
monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyn- 
cratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Triamterene  is  a weak  folic  acid 
antagonist.  Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Anti  hypertensive 
effect  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients. 

The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali 
reserve  with  possible  metabolic  acidosis. 

"Dyazide'  interferes  with 
fluorescent  measurement 
of  quinidine. 

Adverse  Reactions: 
Muscle  cramps,  weak- 
ness. dizziness, 
headache,  dry  mouth; 
anaphylaxis,  rash, 
urticaria,  photosensi- 
tivity, purpura,  other 
dermatological  conditions; 
nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone. 

Supplied;  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for 
institutional  use  only). 
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Neosporírí 

Ointment 


(Polymyxin  B- Bacitracin-Neomycin) 


Neomycin 

Staphylococais 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 

Proteus 

Corynebacterium 

Streptococcus 

Pneumococais 


Bacitracin  Polymyxin  B 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


WiNcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


In  vitro  overlapping  antibacterial  action  of 
Neosporin*  Ointment  (polymyxin  B-bacitradn-neomydn). 


Neosporírí 

Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 


! Each  gram  contains  Aerosporin'  brand  Polymyxin  B 
Sulfate  S.CKX)  units,  zinc  bacitracin  400  units,  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base), 
special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  IS  recommended. 

When  using  neomycin-containing  producís  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin  The  manifestation  oí  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  IS  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion Neomycin-confaining  applications  should  be 
avoided  for  that  patient  thereafter 


PREtyiUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
cepfible  organisms,  including  fungi  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin  (Dtotoxicity  and  nephrotoxicity 
have  been  reporled  (see  Warning  section) 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML 
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COLBYPROCLAIMS 


Signs  Certificate  of  Ratification 
at  HisHome  Without 
Women  Witnesses. 


Social  Security  Bill  Is  Signed; 
Gives  Pensions  to  Aged,  Jobl 

Roosevelt  Approves  Message  Intended  to  Benefit  30,00i 
Persons  When  States  Adopt  Cooperating  Laws~He  Q 
the  Measure  ^Cornerstoneof  His  Economic  Progran 


MILITANTS  VEXED  AT  PRIVACY. 


Wanted  Movies  of  Ceremony, 
g Both  Factions  Are 

Auif.  192^^ 


SENATE  APPROVES 
18-YEAROLDVOTE 
INALL  ELECTIONS 


Amendment  to  Constitution 
is  Sent  to  House,  Where 
Passage  is  Expected 


WASHINGTON,MarchlO, 
1971--The  Senate  "approve<^ 

di  trs  0 sen' 


TED  NATIONS  CONFEREE 
ITHPLEA  TO  TRANSIA 


CHARTER  INTO  DEEDS 


NEW  WORLD  HOPE 


President  Hails  ‘Great 
, Instrument  of  Peace,’ 


» * 


•>{? 


eace 


"If  we  fail  to  use  it,”  he  declared 
to  the  solemn  final  meeting  of  the 
delegates,  'we  shall,  betray  all  of 
those  who  have  died  in  order  that 
we  might  meefhere  in  freedom  and 
safety  to  create  it.' 

“If  we  seek  to  use  it  selfishly— for 
the  advantage  of  any  one  nation  or 
any:  small  group  of  nations— we 
shall  bo  equally  guilty  of,  that  b«-, 
■trayalL*»'''-.^:  ■ .x-/-' 

Fetwenklnterpolatioft  ; 

The  Pr^identi,  speaking  in  the : 
auditorium  of  the  War  Memorial  ■ 
Opera  House,  built  in  memory  of 
sons  of  the  Golden  Gate  city  who 
gave  their  lives  in  the  first  Worlif. 
Í,  Wet,  , in  . which  he  himself  served, 
seined  tcA  giye  unconscious  expresé 
q «fon  feelihg^  of  the 

' the  outset  ^ his  . 

spéeclt,  .«E.3LBtecMlated  Ihe.Vfott^- 

■hiHn 


WASHINGTON,  Aug.  14, 
The  Social  Security  Bill,  pro 
a broad  program  of  unemplc 
insurance  and  old  age  pei 
and  counted  upon  to  benefi 
20,000,000  persons,  became  1 
day  when  it  was  signed  by 
dent  Roosevelt  in  the  prese 
those  chiefly  responsible  fo 
ting  it  tbrougli  •« 

Mr.  R'  >evelt  cal  m 

“the  CO  erstone 
whi..  4-  40  ^in^ 


the  Dra 


WASH1NGT0N,-Jan>27, 
Í973-'“Wlth  the  signing  of 
ihe  peace  agreement  in 
^Paris  today,  and  after  re- 
iiving  a report  from  the 


BmENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient’s  right  to  know  more  about  his 
or  her  prescription  medications.  One 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated, they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone’s  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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^ (hydralazine) 

...relaxes  arterioles  U 
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Abnormally 
high  peripheral 
resistance  is  the 
major  hemodynamic 
problem  with  most 
hypertensives. 


endothelial 
cell 


internal  elastic 


Apresoline  reduces 
peripheral  resistance  and 
lowers  blood  pressure  through 
a direct  relaxation  of  arteriolar 
smooth  muscle.  \ 


slve  the  major 
roblem  in  hypertension 


igh  peripheral 
isistance: 

ommon  attribute  of 
lost  hypertensives 

The  major  hemodynamic  distur- 
nee  found  in  most  patients  with  es- 
itial  hypertension  is  an  abnormally 
,h  peripheral  resistance. ' Accord- 
jly,  antihypertension  therapy  should 
\ve  as  its  goal  reducing  total  periph- 
iral  resistance  and  returning  periph- 
eral circulation  to  a more  normal 
state.*’  ^ For  this  reason,  vaso- 
dilating drugs  “. . .offer  a physi- 
ologically rational  approach  to 
the  therapy  of  hypertension.”^ 
And  “. . .vasodilators  are  the 
most  predictable  and  speci- 
fic drugs  for  reversing  the 
hemodynamic  abnormality 
of  most  hypertensive 
patients.”^ 


an  oral  agent  that 
deals  directly  v^ith 
this  problem 

Acting  at  the  ultimate  site  of 
hypertension,  Apresoline  (hydralazine) 
decreases  peripheral  resistance — 
regardless  of  its  cause — and,  hence, 
arterial  pressure  by  relaxing  arteriolar 
smooth  muscle.  Accompanying  the  fall 
in  blood  pressure  is  a rise  in  cardiac 
output  and  rate.  Apresoline  also  main- 
tains or  increases  renal  and  cerebral 
blood  flow.  Apresoline  should  be  used 
with  caution  in  advanced  renal  damage 
and  is  contraindicated  in  coronary  ar- 
tery disease. 

a different  and 
complementary  phar- 
macologic approach 

Different  in  action  from  and  com- 
patible with  most  other  oral  antihyper- 
tensives, Apresoline  can  play  a signifi- 
cant role  in  a variety  of  therapeutic 
combinations. 

Such  combinations,  according  to 
Freis,'*  with  each  component  represent- 
ing a different  antihypertensive  mech- 
anism, provide  the  most  effective  way 
to  control  blood  pressure.  This  ap- 
proach may  also  permit  lower  drug 
dosages. 


Thus  Apresoline,  with  the  unique 
contribution  it  can  make  to  combina- 
tion therapy,  fits  in  with  today’s  think- 
ing on  the  treatment  of  hyperten- 
sion— more  vigorous  and  effective  con- 
trol of  blood  pressure  through  a plural- 
ity of  mechanisms. 

the  problem  of 
postural  hypotension 
minimized 

Nickerson^  describes  the  action  of 
Apresoline  as  follows: 

“A  preferential  effect  on  arterioles, 
as  compared  to  veins,  allows  the  in- 
crease in  cardiac  output  and  minimizes 
postural  hypotension;  the  latter  is  much 
less  than  that  produced  by  agents 
blocking  sympathetic  nerves.” 


Please  turn  page  for  brief 
prescribing  information. 
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Apresoline"  hydrochloride 
(hydralazine  hydrochloride) 

TABLETS 

INDICATIONS 

Essential  hypertension,  alone  or  as  an  adjunct. 

CONTRAINDICATIONS 

Hypersensitivity,  coronary  artery  disease;  mitral  val- 
vular rheumatic  heart  disease. 

WARNINGS 

Hydralazine  may  produce  in  a few  patients  a clini- 
cal picture  simulating  systemic  lupus  erythematosus. 
In  such  patients  hydralazine  should  be  discontinued 
unless  the  benefit  to  risk  determination  requires 
continued  antihypertensive  therapy  with  this  drug. 
Symptoms  and  signs  usually  regress  when  the  drug 
is  discontinued  but  residua  have  been  detected 
many  years  later.  Long-term  treatment  with  steroids 
may  be  necessary. 

Complete  blood  counts,  L.E.  cell  preparations  and 
antinuclear  antibody  titer  determinations  are  indi- 
cated before  and  periodically  during  prolonged 
therapy  even  though  patient  is  asymptomatic. 

These  studies  are  also  indicated  in  the  presence  of 
any  unexplained  symptoms. 

A positive  antinuclear  antibody  titer  and/or  positive 
L.E.  cell  reaction  requires  that  the  physician  care- 
fully weigh  the  implications  of  the  test  results 
against  the  benefits  to  be  derived  from  antihyper- 
tensive therapy  with  hydralazine. 

Use  MAO  inhibitors  with  caution. 

Usage  in  Pregnancy 

Animal  studies  indicate  that  high  doses  of  hydrala- 
zine are  teratogenic  in  mice,  possibly  in  rabbits, 
and  not  in  rats.  Although  clinical  experience  does 
not  include  any  positive  evidence  of  adverse  effects 
on  the  human  fetus,  hydralazine  should  be  used 
during  pregnancy  only  if  the  benefit  clearly  justifies 
the  potential  risk  to  the  fetus. 

PRECAUTIONS 

Use  cautiously  in  suspected  coronary  artery  or 
other  cardiovascular  diseases,  cerebral  vascular 


accidents,  and  advanced  renal  damage.  Postural 
hypotension  may  occur,  and  the  pressor  response 
to  epinephrine  may  be  reduced. 

Peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling,  has  been  observed. 
Published  evidence  suggests  an  antipyridoxine 
effect  and  addition  of  pyridoxine  to  the  regimen  if 
symptoms  develop. 

Blood  dyscrasias,  consisting  of  reduction  in  hemo- 
globin and  red  cell  count,  leukopenia,  agranulocy- 
tosis, and  purpura,  have  been  reported  rarely. 

If  such  abnormalities  develop,  discontinue  therapy. 
Periodic  blood  counts  are  advised  during  pro- 
longed therapy. 

ADVERSE  REACTIONS 
Common:  Headache;  palpitations;  anorexia; 
nausea;  vomiting;  diarrhea;  tachycardia;  angina 
pectoris.  Less  frequent:  Nasal  congestion;  flushing; 
lacrimation;  conjunctivitis;  peripheral  neuritis,  evi- 
denced by  paresthesias,  numbness,  and  tin- 
gling; edema;  dizziness;  tremors;  muscle  cramps; 
psychotic  reactions  characterized  by  depression, 
disorientation,  or  anxiety;  hypersensitivity  (including 
rash,  urticaria,  pruritus,  fever,  chills,  arthralgia, 
eosinophilia,  and,  rarely,  hepatitis);  constipation;  dif- 
ficulty in  micturition;  dyspnea;  paralytic  ileus;  lymph- 
adenopathy;  splenomegaly;  blood  dyscrasias,  con- 
sisting of  reduction  in  hemoglobin  and  red  cell 
count,  leukopenia,  agranulocytosis,  and  purpura; 
hypotension;  paradoxical  pressor  response. 
DOSAGE 

Initiate  therapy  in  gradually  increasing  dosages;  ad- 
just according  to  individual  response.  Start  with  10 
mg  4 times  daily  for  the  first  2 to  4 days,  increase  to 
25  mg  4 times  daily  tor  balance  of  first  week.  For 
second  and  subsequent  weeks,  increase  dosage  to 
50  mg  4 times  daily.  For  maintenance,  adjust  dosage 
to  lowest  effective  level. 


The  incidence  of  toxic  reactions,  particularly  the  L.E. 
cell  syndrome,  is  high  in  the  group  of  patients  re- 
ceiving large  doses  of  Apresoline. 

In  a few  resistant  patients,  up  to  300  mg  Apresoline 
daily  may  be  required  for  a significant  antihyper- 
tensive effect.  In  such  cases,  a lower  dosage 
of  Apresoline  combined  with  a thiazide,  reserpine, 
or  both  may  be  considered.  However,  when 
combining  therapy,  individual  titration  is  essential 
to  insure  the  lowest  possible  therapeutic  dose  of 
each  drug. 

HOW  SUPPLIED 

Tablets,  10  mg  (pale  yellow,  dry-coated);  bottles  of 
100  and  1000. 

Tablets,  25  mg  (deep  blue,  dry-coated)  and  50  mg 
(light  blue,  dry-coated);  bottles  of  100,  500, 1000 
and  Accu-Pak®  blister  units  of  100. 

Tablets,  100  mg  (peach,  dry-coated);  bottles  of  100, 
Consult  complete  product  literature  before 
prescribing. 

^ C77-2  Rev.  1/77 

Cl  BA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901  z/vass  i? 
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INTRAOPERATIVE  CHOLANGIOGRAM 
A NEW  TECHNIQUE 


Ricardo  A.  Labat,  MD,  Guillermo  Acarón,  MD 
and  Gumersindo  Blanco,  MD 


Intraoperative  cholangiogram  has  been  one 
of  the  greatest  advances  in  the  objective  evalua- 
tion of  the  biliary  ducts,  specially  prior  to  a 
decision  for  common  duct  exploration.  The  sur- 
gical exploration  of  the  extra  and  intrahepatic 
ducts  has  been  and  still  is  a blind  procedure  with 
the  few  exceptions  when  a choledochoscope 
is  used,  and  even  then  visualization  of  the  fi- 
nest radióles  of  the  intrahepatic  ducts  is  not 
always  possible.  Up  to  now  post-exploration 
cholangiogram  (so  called  “completion  cholan- 
giogram”) was  possible  only  after  T-tube  in- 
sertion and  closure  of  the  defect  in  the  duct. 
We  have  devised  a very  simple  and  very  helpful 
technique  which  allow  us  to  visualize  very 
clearly  the  entire  biliary  tree  proximally  and 
distally  after  exploration  of  the  choledochus 
and  before  closure  of  it  or  anastomosis  to 
duodenum  or  jejunum  as  preferred. 

It  consists  on  the  insertion  of  a Foley 
Catheter,  first  proximally  and  then  distally 
inside  the  choledochus  through  the  opening 
made  by  the  surgeon  in  the  duct  prior  to 
exploration.  The  size  of  the  Foley  catheter 
and  the  amount  of  air  or  water  in  the  balloon 
has  to  be  adjusted  to  the  size  of  the  internal 
diameter  of  the  common  duct.  The  dye  is  then 
injected  through  the  catheter  with  excellent 
visualization  of  the  ducts  and  of  any  stones, 
stenosis  or  leaks,  specially  when  they  are  in- 
trahepatic. Repeated  X-ray  shots  can  be  done 
in  this  way  and  the  dye  concentration  can  be 
adjusted  as  needed.  We  have  used  this  tech- 
nique in  many  cases  and  our  experience  with 
the  procedure  has  been  most  rewarding. 


From  the  Department  of  Surgery,  University  of  Puerto 
Rico  School  of  Medicine 


Figure  1:  Schematic  technique  of  cholangiogram. 


Figure  2:  "Completion”  cholangiogram  taken  after 
exploration  of  choledochus  with  previous  removal  of  2 stones. 
Here  2 radiolucent  shadows  were  visualized  and  2 stones  re- 
covered from  the  distal  duct 
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THE  SHORT  PR  INTERVAL  WITH  NARROW  QRS  COMPLEX: 
PRE  EXCITATION  OR  NORMAL  VARIANT? 


Pre-excitation  has  been  defined  as  the  occurrence  of  earlier  than  expected  ventricular  activation 
from  an  impulse  orifinatin^  in  a supraventricular  focus  (I).  Pre-excitation  can  be  manifested  on  the 
surface  electrocardiogram  as  a short  PH  interval  and  a delta  wave  (WPW  syndrome),  a normal  PR  and 
a delta  wave  (\Iahuim  tract),  or  a short  PR  with  narrow'  QRS  complexes  (LGL  syndrome). 

The  electrocardiographic  findings  of  short  fdi  with  narrow  QRS  complexes  have  also  been  des- 
cribed associated  with  many  conditions,  such  as  coronary  nodal  rhythm,  beri  beri  heart  disease,  hy- 
perthyroidism, hypertension,  rheumatic  fever,  and  myocardial  infarction  (2,  3).  It  has  also  been 
reported  in  ./  to  2 percent  of  presumably  normal  adult  individuals  (4).  Hence,  it  is  possible  that 
electrocardiograms  showing  short  PR  intervals  and  narrow  QRS  complexes,  represent  a normal  va- 
riant, not  ventricular  pre-excitation. 

The  following  mechanisms  have  been  postulated  to  explain  the  short  PR  interval: 

a)  4/)  accessory  extranodal  bypass  tract,  similar  to  the  group  of  fibers  described  by  James 
(1-5).  It  has  been  proposed  that  the  degree  of  PR  shortening  depends  on  the  conduction 
velocitv  through  the  James  bundle,  the  activation  time  of  its  atrial  end,  and  the  site  of 
insertion  in  the  A-l  node. 

b)  . t rapidly  conducting  pathway  within  the  A-l  node  (5). 

<■)  \n  anatomically  small  A-l  node  (normal  variant  (6)) 

Previous  electrophysiologic  studies  in  patients  with  short  PR  interval  and  narrow  QRS  complex- 
es. support  the  existence  of  A-V  nodal  bypass  tracts  (4).  These  studies  showed  A-H  intervals  (A-V 
nodal  conduction  time)  that  were  either  short  or  at  the  lower  limits  of  normal.  In  these  patients, 
the  expected  increase  in  \-H  interval  during  atrial  pacing  (atrio-ventricular  nodal  delay)  at  increasing 
rates  was  absent  or  attenuated,  suggesting  a partial  or  total  A-l  nodal  bypass  tracts  (4).  Recently, 
Denes  et  al  (7).  presented  elec trophysiologic  evidence  of  dual  A-V  transmission  in  a patient  with  this 
syndrome.  The  demonstration  of  dual  pathways  (the  ultimate  evidence  of  pre-excitation)  in  some 
of  these  patients  provides  a mechanism  for  the  development  of  re-entrant  paroxysmal  supraven- 
tricular tachycardias:  antegrade  conduction  through  the  AV  node,  retrograde  conduction  through 
the  accessory  pathway.  Rational  therapy  for  recurrent  arrhythmias  in  these  patients  will  depend 
on  our  knowledge  on  the  physiologic  properties  of  the  accessory  and  normal  A-V  nodal  pathways. 

Rreliminary  obsen ations  in  our  institution  (8)  have  shoivn  that  short  PR  intervals  with  narrow 
QRS  com plexes  are  relatively  fre<¡uent  findings  (2-4  percent)  in  electrocardiographic  tracings  ob- 
tained from  patients  refcrnul  to  our  hospital  for  evaluation  of  unrelated  medical  or  surgical  pro- 
blems. (.ompl<'l(>  history  and  physical  examination  in  these  patients  revealed  episodes  of  palpita- 
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tions,  suggestive  of  tachy-arrhytlimias  in  some,  however,  many  others  did  not  have  history  of  pal- 
pitations, tachycardia  or  syncopal  episode.  Electrophysiologic  studies  showed  similar  results  in  symp- 
tomatic and  asymptomatic  patients;  short  A-H  or  A-H  in  the  lower  normal  limits,  with  minimal 
increase  in  the  A-H  interval  during  atrial  pacing  at  progressive  increase  in  rate.  Although  supraventri- 
cular tachycardia  was  induced  in  some  of  the  symptomatic  patients,  a dual  pathway  response  was 
demonstrated  in  4 out  of  10  patients  with  supraventricular  tachycardia  (8).  Therefore,  except  for 
the  demonstration  of  a dual  pathway  response,  there  does  not  exist  a reliable  electrophysiologic 
criteria  by  which  to  identify  patients  with  short  PR  intervals  secondary  to  partial  or  total  A- V nodal 

bypass. 

There  have  been  several  reports  in  which  the  sequence  of  atrial  activation  during  retrograde  con- 
duction through  accessory  pathways  (Kent  bundle)  has  been  discussed.  Recently,  Castellanos  and  co- 
workers (9)  demonstrated  the  sequence  of  retrograde  atrial  activation  in  patients  without  pre-excita- 
tion syndrome.  Impulses  emerging  from  the  A-V  node  in  a retrograde  fashion  reached  the  low  septal 
right  atrium  before  they  depolarized  the  low  left  atrium  or  high  right  atrium.  The  high  right  atrial  de- 
flection followed  the  low  left  atrial  depolarization  by  35  to  15  msec.  Amat  y Leon  and  co-workers 
(10)  reported  similar  findings  in  a group  of  patients  with  A-l  nodal  re-entrant  tachycardias  without 
evidence  of  pre-excitation  in  the  surface  electrocardiogram.  Current  evidence  suggests  that  the  under- 
lying mechanism  of  most  paroxysmal  supraventricular  tachycardia  is  an  intra  A-V  nodal  circus  move- 
ment caused  by  functional  longitudinal  dissociation  within  the  A-l  node.  In  this  group  of  patients, 
the  sequence  of  retrograde  atrial  activation  during  an  episode  of  atrial  tachycardia  was  low  septal 
right  atrium-low  left  atrium-high  right  atrium.  The  finding  of  a retrograde  activation  sequence  dif- 
ferent from  the  above,  suggests  the  presence  of  an  anomalous  pathway.  Early  activation  of  the  low 
lateral  right  atrium  (relative  to  the  low  septal  right  atrium)  would  reflect  the  presence  of  a lateral 
right  sided  extra  nodal  pathway. 

There  are  no  published  data  on  the  sequence  of  retrograde  atrial  depolarization  in  patients  with 
short  PR  intervals,  narrow  QRS  complexes  with  or  without  paroxysmal  supraventricular  tachycardia. 
Therefore,  a set  of  elec trophysiologic  parameters  needs  to  be  developed  by  which  to  identify  patients 
whose  short  PR  interval  is  secondary  to  a partial  or  total  A-V  nodal  bypass  tract.  The  sequence  of 
retrograde  atrial  depolarization  may  identify  those  symptomatic  patients  with  an  extra-nodal  bypass 
tract  (low  left  atrium  - low  septal  right  atrium  or  lateral  right  atrium  - low  septal  right  atrium  sequen- 
ce)  from  those  whose  symptoms  are  not  of  cardiovascular  origin  (low  septal  right  atrium  - lateral 
right  atrium  - left  atrium  depolarization  sequence). 

At  the  present  time,  a protocol  has  been  approved  in  our  institution  to  elucidate  and  clarify  the 
significance  of  a short  PR  interval  in  symptomatic  and  asymptomatic  (from  a cardiovascular  stand- 
point) patients.  Patients  with  short  PR  intervals  and  narrow  QRS  complexes  with  or  without  supra- 
ventricular tachycardia  will  be  entered  in  the  study.  Pregnant  women,  patients  under  16  years  of  age 
or  over  70  and  those  with  significant  congestive  heart  failure  will  be  excluded.  The  retrograde  atrial 
activation  sequence  will  he  outlined  by  recording  the  sequence  of  activation  of  4 different  sites  (high, 
low  lateral,  low  septal  right  atrium  and  lateral  left  atrium).  This  will  be  done  during  1:1  right  ventri- 
cular and  coupled  ventricular  pacing. 

Our  medical  community  is  invited  to  participate  in  this  project.  Our  unit  will  evaluate  and 
discuss  with  the  referring  physician  the  clinical,  electrocardiographic  and  therapeutic  interventions 
of  patients  with  short  PR  interval  and  narrow  QRS  complex  that  are  brought  to  our  attention.  By 
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com  hinin!í  the  uvniUihlc  resources  and  patient  needs,  it  mi^ht  be  possible  to  solve  this  electrocardio- 


graphic dilemma. 
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COLACEthe 

most  widely  used 
stool  softener. 


COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation. 

COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 
chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  or 
long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipation 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 
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GOUGE 

dioctyl  sodium  sulfosuccinate 


Does  it  influence  your  choice  of 
a peripheral/cerebral  vasodilator? 


Vasodilan-compatible  with  coexisting  diseases 
(e.g.,  giaucoma,  diabetes) 

Vasodilan  has  not  been  reported  to  affect  the  course  of  coexisting  disease;  it  has 
not  been  reported  to  affect  blood  sugar  levels  or  to  raise  intraocular  pressure. 

y^sodiian-compatibie  with  concomitant  therapy 

Vasodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
it  is  compatible  with  such  drugs  as  hypoglycemics  and  miotics. 

Vasodiian-compatible  with  your  totai  regimen  for 
vascuiar  insufficiency 

Vasodilan  can  be  a valuable  adjunct  in  planninga  total  therapeutic  program  for 
vascular  insufficiency. 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 

Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml. 

Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily. 
Intramuscular:  5 to  10  mg.(l  or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses.  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding. 


Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued. 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100, 1000, 5000  and  Unit  Dose;  Tablets, 

20  mg.,  bottles  of  100,  500, 1000,  5000  and  Unit  Dose;  Injection,  10  mg.  per 
2 ml.  ampul,  box  of  six  2 ml.  ampuls. 

U S-  Pat  No  3,056,836 


VASODILAN 

( ISOXSUPRINE  HCI ) 

20  mg  q.i.d.  recommended  dosage 


20-mg  tablets 
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This  aslhmalic 

Isn’t  worried  about  his  next  breath... 


... 

he’s  aclive 
he’s  effectively 
malnlahied  on 


contains  theophylline  (anhydrous)  150  nng 
and  glyceryl  guoiocolote  (guaifenesin) 

90  mg.  Elixir:  alcahol  15% 


• high  theophylline  for 
effective  around-the- 
clock  therapy 

• 1 00%  free  theophylline 

• individuQlized 
theophylline  dosage 
schedule 


Indications:  For  the  symptomatic  treatment  of  broncho- 
spastic  conditions  such  os  bronchiol  osthmo, 
asthmatic  bronchitis,  chronic  bronchitis,  and  pulmonory 
emphysemo. 

Dosage:  Initial:  Adults:  1-2  copsules  or  1-2  toblespoon- 
fuls  elixir  every  6-8  hours,  children  8- 12:  1 tablespoonful 
or  one  copsule  every  6-8  hours  and  children  under  8: 

3 to  5 mg  theophylline/kg  body  weight  every  6-8 
hours.  Theophylline  dosoge  may  be  coutiously  in- 
creosed  to  2000  mg/24  hr  in  odulfs  or  7 mg/kg  in 
children;  monitoring  of  serum  theophylline  levels  ot 
higher  dosoges  is  recommended. 

Precautions:  Do  not  odminister  more  frequently  than 
every  6 hours,  or  within  12  hours  ofter  rectal  dose  of 
any  preparation  containing  theophylline  or  omino 
phylline.  Do  not  give  other  xonthine  derivotives  con- 
currently, Use  in  cose  of  pregnancy  only  when  cleorly 
needed. 

Adverse  Reactions:  Theophylline  moy  exert  some  stim- 
ulating effect  on  the  central  nervous  system.  Its  admin- 
istration moy  cause  locol  irritotion  of  the  gastric  mucoso, 
with  possible  gostric  discomfort,  nouseo  and  vomiting. 
The  frequency  of  adverse  reoctions  is  reloted  to  the 
serum  theophylline  level  and  ore  not  usually  o prob- 
lem at  serum  theophylline  levels  below  20fjg/ml. 

How  Supplied:  Copsules  in  bottles  of  100  and  1000  and 
unit-dose  pocks  of  100:  Elixir  in  bottles  of  1 pint  ond 
1 gallon. 
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getting  the  most  out  of  your  collection  agency 

Karen  Zupko,  Program  Director 


Some  patients  who  can  pay  you,  won’t 
pay  you  — that’s  a fact.  In  fairness  to  those 
patients  who  make  an  effort  to  pay  you  for 
your  services  something  must  be  and  should 
be  done  about  the  first  group. 

A collection  agency  might  be  the  ans- 
wer — especially  if  your  office  staff  does  a 
good  job  on  following  up  on  overdue  accounts. 
After  repeated  contacts  and  requests  to  pay 
turning  “won’t  pay”  patients  over  may  be 
your  best  alternative. 

We  recommend  selecting  an  agency  that 
has  had  experience  in  collecting  for  physi- 
cians, dentists,  and  hospitals.  Checking  agency 
references  is  a must.  Then  your  next  step  is 
being  sure  that  your  staff  cooperates  with 
the  agency  in  the  four  ways  we’ve  outlined. 

1.  Use  a good  ‘'patient  history”  form. 
It  will  help  your  staff  and  your  col- 
lection agency  to  do  a better  job 
on  delinquent  accounts.  At  the  very 
least,  you’ll  need  the  patient’s  (or 
responsible  person’s)  name,  full  ad- 
dress, phone  number,  marital  status, 
birthdate,  employer,  employer’s  ad- 
dress and  phone,  the  name  of  the 
person  or  physician  who  referred  the 
patient  and  full  insurance  informa- 
tion. If  the  patient  is  married  you 
should  ask  for  the  same  information 
on  the  spouse.  And  remember  to  have 
patients  fill  out  a new  form  periodi- 
cally — annually  is  recommended.  To- 
day, name,  marital  status,  and  jobs 
change  with  great  frequency. 


From  the  Department  of  Practice  Management,  American 
Medical  Association. 


2.  Keep  good  records.  This  means  your 
staff  should  record  all  written  or  tele- 
phone contacts  with  a patient  as  they 
try  to  collect.  Share  the  record  of 
your  efforts  with  the  collection  agen- 
cy. Never  bill  or  contact  the  patient 
after  turning  the  account  over. 

3.  Turn  accounts  over  on  a regular,  mon- 
thly basis.  If  a patient  hasn’t  respon- 
ded to  repeated  billing  and  contacts 
from  your  office  after  a period  of  ti- 
me — take  action.  Medical  accounts 
should  be  given  to  a professional  col- 
lector after  120  or  180  days.  Many 
physicians  wait  too  long  — as  long  as 
a year  or  two  — making  it  almost, 
impossible  for  even  the  agency  to  do 
its  job.  “Aging”  your  accounts  will 
help  you  determine  which  ones  to  re- 
fer. Your  accountant  can  show  your 
staff  how  to  do  this. 

4.  Don't  ask  for  “progress  reports.”  Re- 
peated calls  by  your  staff  or  informa- 
tion about  the  status  of  delinquent 
accounts  isn’t  a good  idea.  Agency 
personnel  are  busy  “reporting”  when 
they  should  be  “collecting.” 

Do  remember  that  an  effective  in-office 
collection  system  is  a must.  Give  your  staff  your 
guidance  and  support  in  this  area. 

One  word  of  caution.  If  your  account  fol- 
lowup indicates  the  patient’s  refusal  to  pay  is 
based  on  dissatisfaction  with  the  service,  review 
the  account  carefully  before  turning  it  over  to  a 
collection  agency.  A malpractice  suit  can  be  trig- 
gered by  collection  enforcement  of  an  acccount 
of  a patient  with  a substantive  grievance. 
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CHICKEN  TRACKS 


Maynard  Heacox,  Director 


It  has  been  theoretically  estimated  that  out 
of  a group  of  5,023  physicians  4,927  will  not  be 
able  to  write  so  that  you  can  read  it.  For  a half 
century  or  more  doctors’  handwriting  has  been 
a standard  stage  joke. 

It  is  no  longer  a joking  matter.  Here  are 
some  “ferinstances”: 

An  attorney  called  the  AMA  Department  of 
Practice  Management  because  the  doctor  client 
he  was  representing  had  been  refused  payment 
by  a third  party  carrier,  specifically  on  the 
grounds  that  his  medical  records  were  ina- 
dequate and  illegible. 

In  a small  group  practice  where  doctors 
take  turns  for  evening  and  weekend  cover- 
age one  physician’s  writing  is  so  bad  that  the 
doctors  covering  for  him  gave  up  trying  to 
review  his  records  when  his  patients  come 
to  the  clinic.  They  have  to  treat  any  of  his 
patients  as  new  patients. 

At  training  programs  held  across  the  county 
this  past  year,  for  more  than  5,000  medical 
office  assistants,  one  of  the  chief  complaints 
expressed  was,  “How  can  I get  my  doctor 
to  write  legibly?” 

Illegible  prescriptions  result  in  thousands 
of  unnecessary  telephone  calls  by  pharmacists 
to  verify  the  hieroglyphics  on  the  prescription 
form.  Of  more  concern,  are  the  pharmacists 
who  don’t  call  — but  just  guess. 


From  the  Department  of  Practice  Management,  Division 
of  Medical  Practice,  American  Medical  Associatioru 


Medical  records  that  can  only  be  deci- 
phered — with  some  difficulty  — by  the  doctor 
who  writes  them  are  not  the  best  evidence  in  a 
malpractice  suit. 

And  at  AMA  we  still  receive  some  long 
hand  inquiries  from  physicians  that  have  to  be 
passed  to  two  or  three  different  persons  to  help 
translate  the  hand  writing  — and  then  we  are 
not  always  sure  we  have  correctly  figured  out 
what  the  doctor  wants.  This  article  was  initia- 
ted by  just  such  a letter. 

Illegible  handwriting  is  a serious  matter  for 
the  busy  physician.  It  is  difficult  to  correct 
for  the  doctor  who  for  20  years  has  been  making 
chicken  tracks  on  his  medical  charts  that  only 
he  can  understand  — sometimes.  It  is  a little  late 
for  him  to  go  back  to  school  and  take  a course 
in  “Professional  Penmanship  for  Physicians.” 
However,  there  are  two  things  that  can  be  done: 

1.  Corrective  action  can  be  taken  for  illegibi- 
lity that  is  caused  by  carelessness  or  haste. 
Carelessness  is  no  excuse,  and  if  haste  is  the 
problem  there  are  alternatives  that  should 
be  considered. 

2.  A portion  of  the  problem  can  be  prevented 
by  reducing  the  handwriting  tasks  through 
preprinted  and  checkoff  forms  and  by 
doing  more  dictating. 

Information  gained  from  practice  manage- 
ment programs  held  around  the  country  indicate 
an  increasing  number  of  physicians  are  dictating 
medical  records.  The  records  are  legible  and  the 
physician  saves  time.  The  new  dictating  and 
transcribing  equipment  on  the  market  today  is 
low  cost,  high  fidelity,  and  easy  and  convenient 
to  use.  There  is  also  help  for  the  transcriber. 
She  can  now  get  pressure  adhesive  paper  in  rolls 
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or  fan-fold  designed  to  speek-up  typing  and  en- 
tering progress  notes  in  the  medical  records. 

The  treatment  for  illegible  writing  is  not  to 
try  to  find  some  easy  and  miraculous  cure  but 
to  recognize  the  situation;  take  corrective  action 


to  reduce  the  haste  or  careless  results,  and  redu- 
ce the  amount  of  handwriting  required  by  using 
preprinted  forms,  checkoff  systems,  and  doing 
more  dictating. 


NOTICIAS 


FROM  A MA  NEWS: 

INSOMNIACS  OFTEN  SLEEP  MORE  THAN  THEY 
BELIEVE 

CHICAGO  — Most  insomniacs  get  more  sleep 
than  they  think  they  do,  says  a report  in  Üie  April 
11  Journal  of  the  American  Medical  Association. 

Quentin  R.  Regestein,  M.D.,  of  The  Sleep  Cli- 
nic, Peter  Bent  Brigham  Hospital,  Boston,  urges  phy- 
sicians to  seek  the  cause  for  tlie  patient’s  insomnia 
before  prescribing  sleeping  pills.  Often  the  pills  are 
not  needed,  he  says. 

Dr.  Regestein  mentions  one  group  of  patients 
who  complained  that  they  lay  awake  for  more  than 
an  hour  after  going  to  bed  each  night.  Actually  they 
were  asleep  in  an  average  of  26  minutes. 

“A  reliance  on  sleeping  pills,  tlierefore,  entails 
the  use  of  possible  harmful  drugs  for  an  exaggerated 
complaint,”  he  says. 

Chronic  insomnia  arises  from  many  causes,  but 
seldom  is  diagnosed.  Often  the  patient  simply  receives 
a prescription  for  sleeping  pills.  But  the  effect  of  the 
pUls  is  only  temporary,  and  after  use  for  some  time 
the  patient  does  not  get  to  sleep  any  faster,  he  says. 

‘‘The  patient  relying  on  hypnotics  is  often  left 
with  his  original  insomnia  plus  a drug  problem.” 

A quarter  of  elderly  men  and  almost  half  of  el- 
derly women  regularly  take  sleeping  pills.  Eight  per- 
cent of  adults  take  non-prescription  sleeping  medica- 
tions. Many  use  minor  tranquilizers  to  get  to  sleep, 
and  no  one  knows  how  many  persons  drink  them- 
selves to  sleep. 

Anxiety,  depression,  psychoses  and  character 
disorders  may  lead  to  insomnia.  Other  causes  may  be 
shifting  bedtimes  and  waking  times,  use  of  caffeine 
and  otlier  stimulants,  alcohol  and  other  sedatives, 
and  certain  prescription  medications.  Pain  and  sto- 
mach upsets  also  interfere  with  sleep. 

In  the  hospital,  use  of  sleeping  pills  can  be  great- 
ly reduced  by  delaying  evening  sedation  rounds.  Many 
of  the  patients  already  will  be  asleep. 


LAETRILE  STILL  UNPROVEN  AS  CANCER  TREAT- 
MENT 

CHICAGO  — The  American  Medical  Association 
has  reaffirmed  its  position  that  there  is  no  scientific 
evidence  that  laetrile  is  effective  in  treating  cancer. 

Hearings  have  been  scheduled  by  the  Food  and 
Drug  Administration  in  May  to  determine  whether  the 
so-called  cancer  drug  laetrile  (also  known  as  Vitamin 
B-17  and  Amygdalyn)  must  comply  with  the  premarket- 
ing requirements  for  ‘‘new  drugs”  under  the  Food,  Drug 
and  Cosmetic  Act. 

In  a statement  submitted  to  the  FDA,  AMA  stated 
that  ‘‘We  believe  that  it  is  clear  that  laetrile  is  not  ge- 
nerally recognized  by  experts  qualified  to  evaluate  the 
safety  and  effectiveness  of  drugs  as  safe  and  effective. 
The  AMA  wholeheartedly  supports  the  efforts  of  the 
Food  and  Drug  Administration  to  require  drugs  dis- 
tributed in  interstate  commerce  to  comply  with  the 
requirements  of  the  law. 

‘‘Those  who  advocate  the  use  of  laetrile  as  a treat- 
ment for  malignancies  in  effect  exploit  the  victims  of 
cancer  and  tlieir  families  by  offering  unfounded  repre- 
sentations that  the  patient’s  cancer  will  be  cured. 

“Patients  who  are  persuaded  of  the  effective- 
ness of  laetrile  often  postpone  seeking  proven  medical 
treatment  which  may  eradicate  or  ameliorate  the  di- 
sease.” 

Recently  the  state  of  Alaska  legalized  the  use  of 
laetrile  and  other  states  are  considering  such  action. 


HEART  VALVE  SURGERY  AIDS  OLDER  PATIENTS 

CHICAGO  — Successful  outcome  of  heart  valve 
replacement  surgery  in  older  patients  is  reported  in  the 
April  II  Journal  of  tlie  .American  Medical  .Association. 
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Jack  G.  Copeland,  M.D.,  of  Stanford  University 
Medical  Center,  California,  and  colleagues  analyze  the 
results  of  heart  valve  replacements  after  an  average 
follow-up  period  of  three  years  in  196  patients  with  a 
mean  age  of  70.4  years,  of  whom  84  percent  were  in 
advanced  heart  failure. 

Ninety-four  pereent  of  the  patients  who  survived 
the  operation  were  greatly  improved.  Dr.  Copeland 
says.  Operative  mortality  was  12  percent. 

“Aortic  valve  replaeement  in  elderly  patients 
entails  reasonable  operative  risk,  and  results  in  satis- 
factory' post-operative  rehabilitation,”  he  reports. 


NEWSPAPER  COLOR  SECTIONS  SAID  HIGH  IN 
LEAD  CONTENT 

CHICAGO  — Don’t  bum  the  Sunday  newspaper 
magazine  secdon  with  its  bright  color  pages  in  your 
fireplace.  And  by  all  means  do  not  use  the  color  pages 
to  start  the  charcoal  in  your  cooking  grill.  Those  color 
pages  are  loaded  with  lead. 

This  is  an  admonition  in  the  Jan.  9 Journal  of 
the  American  Medical  Association. 

In  the  fireplace  most  of  the  lead  would  go  up 
the  chimney,  polluting  the  neighborhood  atmosphere. 
If  many  homes  on  the  block  were  burning  the  Sunday 
color  pages,  the  lead  content  of  the  air  would  rise 
considerably. 

Starting  a grill  with  black-and-white  newspapers 
won’t  bother  you,  but  burning  color  newspapers  is 
taboo.  The  lead  could  go  directly  into  the  hamburgers. 

Colored  inks  with  the  highest  lead  content  are, 
in  descending  order,  yellow,  red,  green,  and  blue.  There 
is  little  lead  in  black  printer’s  ink. 


MEDICAL  SCHOOL  ENROLLMENT  SHOWS  ANO- 
THER  INCREASE 

(.lllCAtiO  — Total  enrollment  in  the  116  U.  S. 


Noticias 

medical  schools  in  1976-77  was  58,266,  an  increase 
of  2,022  over  the  previous  year,  says  the  American 
Medical  Association’s  77th  annual  report  on  medical 
education  published  in  the  Dec.  26  issue  of  tlie  Jour- 
nal of  the  American  Medical  Association. 

First-year  enrollment  increased  from  15,351  in 
1975-76  to  15,667  in  1976-77,  the  AMA  reports.  The 
number  of  graduates  increased  from  13,561  to  13,607. 

The  total  number  of  women  enrolled  in  1976-77 
was  13,059,  an  increase  of  1,532  over  the  previous 
year. 

There  were  41,394  full-time  faculty  members 
in  the  schools  in  1976-77,  for  a ratio  of  1 teacher 
for  each  1.4  students.  In  addition,  more  than  80,000 
physicians  and  others  taught  part  time. 

The  total  new  enrollment  of  15,667  students 
was  selected  from  a total  of  42,155  applicants.  For 
the  second  time  in  as  many  years,  tlie  number  of  ap- 
plicants declined  slightly,  from  the  peak  of  42,624 
in  1974-75.  Each  applicant  applied  to  an  average  of 
almost  nine  different  schools  at  the  same  time,  hop- 
ing for  acceptance  by  at  least  one. 

By  1981-82,  the  116  medical  schools  projected 
a first-year  class  of  more  than  16,000,  with  more  than 
16,000  graduates  each  year.  Some  additional  medical 
schools  will  be  in  operation  by  that  time. 

Ethnic  minorities  enrolled  in  medical  schools 
in  1976-77  totalled  4,841,  a percentage  of  8.2  per- 
cent. 

A total  of  494  U.  S.  students  in  foreign  medical 
schools  managed  to  transfer  to  American  schools  with 
advanced  standing  at  various  levels. 

Family  medicine  is  now  offered  as  a distinct 
discipline  in  102  of  the  116  medical  schools. 

In  the  field  of  graduate  medical  education,  there 
was  a decrease  in  the  number  of  foreign  graduates 
serving  in  house  staff  positions  in  U.  S.  hospitals.  Total 
at  the  start  of  1977  was  15,097.  There  were  42,903 
graduates  of  U.  S.  medical  schools  serving  as  interns 
or  residents. 

In  the  area  of  continuing  education  for  physi- 
cians, 59,067  doctors  had  earned  the  .AM A’s  Physician’s 
Recognition  Award  by  Jan.  1,  1977,  certifying  that 
they  had  attended  courses  or  conducted  other  studies 
to  k(!ep  abreast  of  new  developinents  in  medicine. 
Some  states  are  beginning  to  require  continuing  educa- 
tion for  nmewal  of  licenses.  Some  stale  medical  socie- 
ties and  many  medical  specially  organizations  an;  re- 
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(|iiiring  formal  coiitimiinfi  education  for  members. 


FROM  THE  FDA  DRUG  BULLETIN  - Information 
of  importance  to  physicians  and  other  health  profes- 
sionals 

PROTEIN  DIETS 

FDA  alerts  the  medical  community  to  continued 
reports  of  injury  and  sudden  death  associated  with 
the  use  of  extremely  low -caloric  protein  diets,  especially 
those  based  on  liquid  protein  products.  Most  deaths 
reported  to  date  have  been  associated  with  precipitous 
onset  of  cardiac  arrhythmias. 

FDA  urges  health  professionals  to  report  any 
adverse  effects,  injuries,  or  deaths  that  may  be  associa- 
ted with  the  protein  diets.  A reporting  form,  the  same 
one  normally  used  for  reporting  adverse  dmg  reactions, 
is  enclosed  with  this  Bulletin.  In  the  box  marked  sus- 
pected dnigs”  state  the  brand  name  of  tlie  protein 
product  involved.  Reports  can  be  mailed  or  telephoned 
to  FDA  directly.  The  telephone  contact  is  Richard 
Swanson,  .301-443-4667. 

Millions  of  weight-conscious  individuals  have 
gone  on  extremely  low-caloric  protein  diets  recently, 
frequently  without  medical  supervision.  Popularity 
of  the  diet  is  attributable  in  part  to  the  hook.  The  Last 
Chance  Diet. 

Numerous  products  of  the  “last  chance”  type 
are  now  marketed  under  a variety  of  trade  names.  Com- 
monly used  words  or  terms  are:  predigested  liquid 
protein,  sometimes  simply  PDLP,  protein-sparing  fast, 
protein  supplement,  amino  acids,  collagen,  and  gelatin 
with  tryptophan.  Most  collateral  information  on  labels 
or  in  advertising  explicitly  or  by  inference  indicates 
that  the  products  are  useful  for  weight  reduction  throu- 
gh use  of  terms  such  as  slim,  slender,  and  lean.  And  al- 
though a caution  to  .seek  medical  advice  usually  appears 
on  the  labels,  the  advice  is  usually  ignored.  Most  of 
the  products  are  sold  over  the  counter  in  pharmacies, 
grocery  stores  and  health  food  stores. 

Most  of  these  products  are  either  modified  pro- 
teins or  hydrolysates  (of  collagen  or  gelahn)  of  extre- 
mely low  nutritional  quality  . Some  are  fortified  with  a 


limited  number  of  essential  amino  acids,  vitamins 
and  minerals,  but  most  are  nutritionally  incomplete. 
Other  products  may  contain  higher  quality  protein 
derived  from  milk,  meat,  or  soy;  the  spectrum  of 
protein  quality  ranges  widely. 

Clinicians  currently  conducting  studies  on  the 
protein-sparing  modified  fast  regimens  stress  that  use, 
particularly  prolonged  use,  of  the  modified  fast  requires 
careful  monitoring  by  medical  personnel  familiar  with 
the  potential  hazards  of  this  approach  to  weight  reduc- 
tion. Proper  monitoring  of  the  patient  requires  repeti- 
tive testing  to  detect  any  changes  in  the  body  which 
may  be  signals  of  danger. 

Common  complaints  reported  to  FDA  associated 
with  tlie  very  low-caloric  protein  diets  include  nausea, 
vomiting,  diarrhea  (particularly  with  liquid  products), 
constipation  (particularly  with  the  dry  whole-protein 
preparations),  faintness,  muscle  cramps,  weakness  or 
fatigue,  irritability,  cold  intolerance,  decreased  libido, 
amenorrhea,  hair  loss,  and  skin  dryness. 

The  more  serious  clinical  problems  include  cardiac 
arrhythmias,  gout  recurrence,  dehydration,  and  hypo- 
kalemia. 

Review  of  Fatalities 

By  December  1977,  FDA  had  received  40  re- 
ports of  deaths  associated  with  adherence  to  very 
low-caloric  protein  diets.  The  Center  for  Disease  Con- 
trol (CDC)  has  found  that  15  of  these  40  were  women 
who  upon  autopsy  or  by  review  of  past  clinical  history 
had  no  underlying  medical  problems  that  could  have 
caused  death.  None  had  a history  of  heart  disease. 
None  had  previous  symptoms  of  heart  arrhythmias. 
Twelve  were  under  medical  supervision  and  14  had 
been  taking  vitamin  and  mineral  supplements. 

All  were  obese  women,  ranging  in  age  from  25 
to  51,  who  had  lost  an  average  of  83  lbs.  after  remain- 
ing on  a liquid  predigested  protein  diet  for  two  to  eight 
months.  Eleven  died  suddenly  while  on  the  diet  and  four 
died  within  two  weeks  after  making  the  transition  from 
liquid  protein  to  regular  food. 

Investigations  by  CDC  showed  that  serum  potas- 
sium levels  in  the  deceased  tended  to  be  slightly  low. 
When  measured,  the  senim  calcium,  phosphate  and  mag- 
nesium levels  tended  to  be  normal.  For  six  of  nine  wo- 
men who  had  electrocardiograms,  a prolonged  QT  inter- 
vals was  observed. 
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Of  these  15  cases,  complete  autopsy  information 
was  available  on  13.  Seven  of  them  showed  evidence 
of  myocarditis.  An  eighth  showed  degeneration  of  the 
myocardium,  without  inflammation. 

Three  other  deaths  of  people  without  underlying 
disease  also  were  studied.  One  woman  died  of  a perfo- 
rated stomach  after  starting  to  eat  again.  One  man 
and  one  woman  died  of  pancreatitis. 

The  remaining  deaths  still  are  being  investigated. 
Brief  reports  containing  most  of  the  clinical  and  patho- 
logical data  available  to  date  were  published  by  CDC. 

Further  S tudies  Needed 

Clinical  and  laboratory  investigations  have  pro- 
vided evidence  that  the  sudden  cardiac  deaths  came 
after  adherence  to  low-quality  protein  products  as 
the  principal  or  sole  source  of  nourishment  for  pro- 
longed periods.  The  precise  pathogenesis  of  the  cardiac 
arrythmias  and  deaths  remains  uncertain,  and  further 
investigation  is  being  carried  out. 

■Although  potassium  depletion  is  probably  present 
in  many  of  these  cases,  it  is  not  clear  whether  other 
minerals  are  also  depleted,  or  whether  a low  caloric 
intake  derived  principally  from  amino  acids  creates 
metabolic  derangements  of  cardiac  muscle  function 
or  cardiac  conducting  mechanisms. 

.Also,  it  is  not  known  whether  there  are  precon- 
ditions which  render  specific  individuals  susceptible  to 
serious  cardiac  arrhythmias  when  subsisting  on  such 
diets.  The  importance  of  the  actual  caloric  content  and 
the  protein  quality  of  the  diet  require  further  analysis. 
Also  to  be  determined  is  whether  the  predominance  of 
nitrogen-containing  substances  in  the  diet  or  semistar- 
vation is  the  key  factor.  In  any  event,  simple  starvation, 
except  for  water  deprivation,  is  rarely  if  ever  associated 
with  the  syndrome  seen  in  the  cases  being  investigated. 

Findings  by  FDA  Consultants 

A panel  of  medical  experts  consulted  in  October 
by  FD.A  concluded  that  use  of  very  low-caloric  protein 
diets  are  not  suitable  for  use  in  the  absence  of  careful 
supervision  by  medical  personnel  trained  in  their  use, 
and  that  the  diets  should  not  be  used  by  the  following; 

* Individuals  taking  prescribed  medications  such  as  diu- 


retics, antihypertensive  drugs,  oral  hypoglycemic  agents 
and  insulin,  adrenergic  medications,  high  doses  of  cor- 
ticosteroids, thyroid  preparations  other  than  those  used 
in  replacement  therapy,  and  lithium  therapy.  Use  of 
very  low-caloric  protein  diets  by  such  patients  is  extre- 
mely hazardous.  In  the  case  of  patients  on  digitalis, 
adequate  potassium  intakes  are  particularly  important. 

* Individuals  with  clinically  significant  renal,  hepatic, 
cardiovascular,  or  cerebrovascular  disease;  pregnant 
or  lactating  women;  or  psychiatric  patients  with  sui- 
cidal tendencies,  except  under  very  unusual  medical 
or  surgical  circumstances. 

* Pre-school  and  school-age  children,  except  under 
very  unusual  circumstances. 

The  consultants  advised  that: 

* Research  data  on  the  long-term  utility  of  protein 
products  as  the  principal  source  of  nourishment  for 
weight  reduction  are  inadequate. 

* There  is  no  information  indicating  that  liquid  pro- 
tein products  are  more  advantageous  than  whole  pro- 
tein products  of  equivalent  protein  content.  As  the 
daily  protein  intake  decreases,  protein  quality  becomes 
more  important. 

* Product  use  by  older  patients  presents  greater  than 
normal  hazards  because  of  the  potential  for  more  severe 
ill  effects  resulting  from  preexisting  cardiovascular  di- 
sease. The  danger  of  orthostatic  hypotension  in  the  el- 
derly is  of  particular  concern. 

* Greater  than  normal  precautions  are  required  in  the 
presence  of  cardiovasscular  disorders,  particularly  ven- 
tricular irritability  and  recent  or  unstable  angina. 

* It  is  essential  that  modified  fast  regimens  include 
diet  supplementation  with  well-balanced  vitamin  and 
mineral  preparations.  Supplementation  with  potassium 
is  particularly  important  and  requires  careful  supervision 
of  administration  because  excess  can  be  as  hazardous  as 
depletion. 

* Cautious  reintroduction  of  a normal  diet  is  required 
over  a period  of  one  to  three  weeks  to  avoid  the  hazard- 
ous aspects  of  rapid  change  in  metabolic  state  — again, 
with  particular  reference  to  potassium  and  fluid  balance. 
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FROM  THE  DEPARTMENT  OF  HEALTH,  EDUCA- 
TION AND  WELEARE  - Bethesda,  Maryland. 

Physicians  across  the  country  have  long  felt  the 
need  for  greater  clarity  in  the  approach  to  tlie  treat- 
ment of  high  blood  pressure  and  for  guidance  in  the 
management  and  the  education  of  hypertensive  pa- 
tients. The  Report  of  the  Joint  National  Committee 
on  Detection,  Evaluation,  and  Treatment  of  High  Blood 
Pressure  answers  these  needs.  This  Report  marks  the 
first  time  representatives  of  major  medical  associations 
have  reached  a consensus  on  hypertension  management. 

One  of  the  most  important  features  of  tliis  Re- 


port is  its  simple,  economic  approach  to  diagnosis  and 
treatment.  Blood  pressures  are  specified  as  requiring 
further  investigation,  periodic  follow-up,  or  treatment. 
Updated  guidelines  for  therapy  have  been  formulated. 
The  Report  presents  a pharmacologic  rationale  for  the 
“stepped-care”  approach  to  therapy.  The  Report  also 
offers  guidance  in  increasing  complicance  through  pa- 
tient edueation  and  through  approaches  to  patient 
management. 

Copies  of  the  Joint  National  Committee  Report 
may  be  ordered  from  the  High  Blood  Pressure  Infor- 
mation Center,  120/80  National  Institutes  of  Health, 
Bethesda,  Maryland  20014. 
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PERFORMANCE.  PROVEN 
EFFECTIVENESS  WITHIN  A 
WIDE  SAFETY  MARGIN. 


While  Roche  Laboratories  already 
knows  more  about  the  performance  of 
Librium  than  anyone  else,  we  keep  on 
learning  every  day. 

For  example,  the  highly  favorable 
benefits' tO' risk  ratio  of  Librium  is  a well- 
documented  matter  of  record. 

And,  of  course,  the  specific  calm- 
ing action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients. 
Librium  was  used  concomitantly  with  other 
primary  medications. 

Proven  performance  within  a wide  safety  margin.  Basically,  that’s  what  Librium 
is  all  about. 


UBRIUM^ 

cldordiazepoxide  HCI/Roche 

THE  ANXIETYSPEQHC 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  fol- 
lows: 

Indications:  Relief  of  anxiety  and  tension  occur- 
ring alone  or  accompanying  various  disease 
states. 

Contraindications:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driv- 
ing or  operating  machinery  may  be  impaired,  as 
may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  de- 
pressants may  have  an  additive  effect.  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  re- 
ported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 


instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and 
in  children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  par- 
ticularly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood  coagu- 
lation have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  con- 


fusion may  occur,  especially  in  the  elderly  and  it 
debilitated.  These  are  reversible  in  most  in-  n 
stances  by  proper  dosage  adjustment,  but  are  n 
also  occasionally  observed  at  the  lower  dosage^ 
ranges.  In  a few  instances  syncope  has  been  k' 
reported.  Also  encountered  are  isolated  in-  z 
stances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipa- 
tion,  extrapyramidal  symptoms,  increased  andi^, 
decreased  libido — all  infrequent  and  generallyjj 
controlled  with  dosage  reduction;  changes  in  j Í, 
EEC  patterns  (low-voltage  fast  activity)  may  ap-T 
pear  during  and  after  treatment;  blood  dys-  jT 
crasias  (including  agranulocytosis),  jaundice  f ' 
and  hepatic  dysfunction  have  been  reported  ' 
occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted 
therapy. 

Supplied:  Librium®  Capsules  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide  HCI.  Libritabs* 
Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide.  ^ 
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CIBA  nationwide  CHEC  program  reveals^ 


Americans  between  SO  and  59 
have  the  highest  incidence 
of  hypertension 


''1 

ii 

1 1 
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a onc'-package  regimen  that 
makes  compliance  easier  for  the  ^ ^ 
older  patient 


Adhering  to  prescribed  therapy  is  essential 
when  you’re  dealing  with  hyi^ertension.  But 
many  antihyjDertensive  regimens  are  complex 
and  make  unrealistic  demands  on  a daily  basis, 
aften  resulting  in  a cessation  of  therapy 
altogether. 

Ser-Ap-Es  makes  life  easier  for  patients 
aecause  it  combines  three  medications  in  one 
:ablet.  These  are  (1)  hydralazine,  which  lowers 
alood  pressure  through  direct  arteriolar  vasodi- 
ation;  (2)  hydrochlorothiazide,  which  reduces 
loody  sodium  and  fluid  volume,  and  potentiates 
:he  effectiveness  of  hydralazine;  and  (3)  reser- 
pine,  which  inhibits  sympathetic  impulses  to 
he  vasculature. 

When  the  dosage  of  each  component  cor- 
•esponds  to  the  dosage  preestablished  by  indi- 


vidualized titration,  Ser-Ap-Es  may  be  all  your 
patient  needs  for  years.  And  this  simplified 
regimen  will  encourage  patient  adherence  to 
long-term  therapy. 

Use  cautiously  in  patients  with  advanced 
renal  damage  or  cerebrovascular  accident. 
Discontinue  at  first  sign  of  mental 
depression. 

'This  figure  is  projected  from  CHEC  (Community  Hypertension 
Evaluation  Clinic)  statistics  collected  in  a nationwide  screening 
program.  CHEC  revealed  that  the  rate  per  thousand  screenees 
with  a diastolic  blood  pressure  equal  to  or  greater  than  95  mm 
Hg  was  highest  in  the  50-59  age  group.  CHEC  screened 
1 ,049,225  Americans  for  hypertension,  and  was  sponsored 
by  CIBA  and  local  health  organizations.’ 


Therapy  planned  for  life 


Seiy^'Es 


reserpine  0.1  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 


Please  turn  page 

for  prescribing  information. 


Ser'^'Es^’ 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 

hydrochlorothiazide  15  mg 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  hypertension.  Hyper- 
tension requires  therapy  titrated  to  the  indi- 
vidual patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  manage- 
ment. The  treatment  of  hypertension  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


INDICATIONS 

Hypertension.  (See  box  warning.) 

CONTRAINDICATIONS 

Reserpine:  Known  hypersensitivity;  mental  de- 
pression (especially  with  suicidal  tendencies); 
active  peptic  ulcer;  ulcerative  colitis;  electro- 
convulsive therapy. 

Hydralazine:  Hypersensitivity;  coronary  artery 
disease;  mitral  valvular  rheumatic  heart  disease. 
Hydrochlorothiazide:  Anuria;  hypersensitivity  to 
this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Reserpine:  Use  with  extreme  caution  in  patients 
with  a history  of  mental  depression.  Discontinue 
at  first  sign  of  despondency,  early  morning  in- 
somnia, loss  of  appetite,  impotence,  or  self- 
deprecation.  Drug-induced  depression  may  per- 
sist for  several  months  after  drug  withdrawal  and 
may  be  severe  enough  to  result  in  suicide. 

MAO  inhibitors  should  be  avoided  or  used  with 
extreme  caution. 

Hydralazine:  Hydralazine  may  produce  in  a feyv 
patients  a clinical  picture  simulating  systemic 
lupus  erythematosus.  In  such  patients  hydrala- 
zine should  be  discontinued  unless  the  benefit 
to  risk  determination  requires  continued  anti- 
hypertensive therapy  with  this  drug.  Symptoms 
and  signs  usually  regress  when  the  drug  is  dis- 
continued but  residua  have  been  detected  many 
years  later.  Long-term  treatment  with  steroids 
may  be  necessary. 

CBC’s,  L.E.  cell  preparations,  and  antinuclear 
antibody  titer  determinations  are  indicated  before 
and  periodically  during  prolonged  therapy  with 
hydralazine  or  if  the  patient  develops  any  un- 
explained signs  or  symptoms. 

A positive  antinuclear  antibody  titer  and/or  posi- 
tive L.E.  cell  reaction  requires  that  the  physician 
carefully  weigh  the  implications  of  the  test  re- 
sults against  the  benefits  to  be  derived  from 
antihypertensive  therapy  with  hydralazine. 

Use  MAO  inhibitors  with  caution. 
Hydrochlorothiazide:  Use  with  caution  in  severe 
renal  disease.  In  patients  with  renal  disease, 
thiazides  may  precipitate  azotemia.  Cumulative 
effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function. 

Thiazides  should  be  used  with  caution  in  patients 
with  impaired  hepatic  function  or  progressive  liver 
disease,  since  minor  alterations  of  fluid  and  elec- 
trolyte imbalance  may  precipitate  hepatic  coma. 
Thiazides  may  add  to  or  potentiate  the  action  of 
other  antihypertensive  drugs.  Potentiation  occurs 
with  ganglionic  or  peripheral  adrenergic  block- 
ing drugs. 

Sensitivity  reactions  are  more  likely  to  occur  in 
patients  with  a history  of  allergy  or  bronchial 
asthma. 

The  possibility  of  exacerbation  or  activation  of 
systemic  lupus  erythematosus  has  been  reported. 

Usage  in  Pregnancy 

Reserpine;  The  safety  of  reserpine  for  use  during 
pregnancy  or  lactation  has  not  been  established; 
therefore,  the  drug  should  be  used  in  pregnant 
patients  or  women  of  childbearing  potential  only 
when,  in  the  judgment  of  the  physician,  it  is 
essential  to  the  welfare  of  the  patient.  Increased 
respiratory  tract  secretions,  nasal  congestion, 
cyanosis,  and  anorexia  may  occur  in  neonates 
and  breast-fed  infants  of  reserpine-treated 
mothers  since  reserpine  crosses  the  placental 
barrier  and  appears  in  maternal  breast  milk. 
Hydralazine:  Animal  studies  indicate  that  high 
doses  of  hydralazine  are  teratogenic  in  mice, 
possibly  in  rabbits,  and  not  in  rats.  Although 
clinical  experience  does  not  include  any  positive 


evidence  of  adverse  effects  on  the  human  fetus, 
hydralazine  should  be  used  during  pregnancy 
only  if  the  benefit  clearly  Justifies  the  potential 
risk  to  the  fetus. 

Hydrochlorothiazide:  Thiazides  cross  the  pla- 
cental barrier  and  appear  in  cord  blood.  The  use 
of  thiazides  in  pregnant  women  requires  that  the 
anticipated  benefit  be  weighed  against  possible 
hazards  to  the  fetus.  These  hazards  include  fetal 
or  neonatal  jaundice,  thrombocytopenia,  and 
possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

Nursing  Mothers:  Thiazides  appear  in  breast 
milk.  If  the  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with  history 
of  peptic  ulcer,  ulcerative  colitis,  or  gallstones 
(biliary  colic  may  be  precipitated). 

Exercise  caution  when  treating  hypertensives 
with  renal  insufficiency.  Use  cautiously  with 
digitalis  and  quinidine. 

Intraoperative  hypotension  has  occurred  in  hy- 
pertensive patients  receiving  rauwolfia  prepara- 
tions, but  withdrawal  of  reserpine  does  not  assure 
that  circulatory  instability  will  not  occur  in  such 
patients. 

Hydralazine:  Use  cautiously  in  suspected  coro- 
nary artery  or  other  cardiovascular  disease, 
cerebral  vascular  accidents,  and  advanced  renal 
damage.  Postural  hypotension  may  occur,  and  the 
pressor  response  to  epinephrine  may  be  reduced. 
Peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling,  has  been  observed. 
Published  evidence  suggests  an  antipyridoxine 
effect  and  addition  of  pyridoxine  to  the  regimen 
if  symptoms  develop. 

Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been  re- 
ported. If  such  abnormalities  develop,  discon- 
tinue therapy.  Periodic  blood  counts  are  advised 
during  prolonged  therapy. 

Hydrochlorothiazide:  Periodic  determination  of 
serum  electrolytes  to  detect  possible  electrolyte 
imbalance  should  be  performed  at  appropriate 
intervals.  Observe  patients  for  clinical  signs  of 
fluid  or  electrolyte  imbalance  (hyponatremia, 
hypochloremic  alkalosis,  and  hypokalemia). 
Serum  and  urine  electrolyte  determinations  are 
particularly  important  when  the  patient  is  vomit- 
ing excessively  or  receiving  parenteral  fluids. 
Medication  such  as  digitalis  may  also  influence 
serum  electrolytes.  Warning  signs  are  dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular 
fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbance  such  as  nausea  or 
vomiting. 

Hypokalemia  may  develop,  especially  with  brisk 
diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  steroids  or  ACTH. 
Interference  with  adequate  oral  intake  of  electro- 
lytes will  also  contribute  to  hypokalemia.  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  digitalis  (eg, 
increased  ventricular  irritability). 

Any  chloride  deficit  is  generally  mild  and  usually 
does  not  require  specific  treatment  except  under 
extraordinary  circumstances  (as  in  liver  diseases 
or  renal  disease).  Dilutional  hyponatremia  may 
occur  in  edematous  patients  in  hot  weather;  ap- 
propriate therapy  is  water  restriction  rather  than 
administration  of  salt,  except  in  rare  instances 
when  the  hyponatremia  is  life-threatening.  In 
actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be 
precipitated  in  certain  patients.  Insulin  require- 
ments in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged.  Latent  diabetes  may 
become  manifest  during  thiazide  administration. 
Thiazide  drugs  may  increase  the  responsiveness 
to  tubocurarine.  The  antihypertensive  effects  of 
the  drug  may  be  enhanced  in  the  post-sympathec- 
tomy patient.  Thiazides  may  decrease  arterial 
responsiveness  to  norepinephrine.  This  is  not 
sufficient  to  preclude  effectiveness  of  the  pressor 
agent  for  therapeutic  use. 

If  progressive  renal  impairment  becomes 
evident,  consider  withholding  or 
discontinuing  diuretic  therapy. 


Thiazides  may  decrease  serum  FBI  levels  with- 
out signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides. 
Pathological  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have 
been  observed  in  a few  patients  on  prolonged 
thiazide  therapy.  The  common  complications  of 
hyperparathyroidism  such  as  renal  lithiasis, 
bone  resorption,  and  peptic  ulceration  have  not 
been  seen.  Thiazides  should  be  discontinued 
before  carrying  out  tests  for  parathyroid  function. 
ADVERSE  REACTIONS 

Reserpine:  Gasiro/nfest/na/— hypersecretion; 
nausea;  vomiting;  anorexia;  diarrhea.  Cardio- 
vascular—ang\na-\\ke  symptoms;  arrhythmias 
(particularly  when  used  concurrently  with  digi- 
talis or  quinidine);  bradycardia.  Central  Nervous 
Sysfem— drowsiness;  depression;  nervousness; 
paradoxical  anxiety;  nightmares;  rare  parkinson- 
ian syndrome  and  other  extrapyramidal  tract 
symptoms;  CNS  sensitization  (manifested  by  dull 
sensorium,  deafness,  glaucoma,  uveitis,  and 
optic  atrophy).  /W/sce//aneous— frequently  nasal 
congestion;  pruritus;  rash;  dryness  of  mouth; 
dizziness;  headache;  dyspnea;  syncope;  epi- 
staxis; purpura  and  other  hematological  reac- 
tions; impotence  or  decreased  libido;  dysuria; 
muscular  aches;  conjunctival  injection;  weight 
gain;  breast  engorgement;  pseudolactation; 
gynecomastia;  rarely  water  retention  with  edema 
in  hypertensive  patients. 

Hydralazine:  Common— headache;  palpitations; 
anorexia;  nausea;  vomiting;  diarrhea;  tachy- 
cardia; angina  pectoris.  Less  frequent— nasa\ 
congestion;  flushing;  lacrimation;  conjunctivitis; 
peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling;  edema;  dizziness; 
tremors;  muscle  cramps;  psychotic  reactions 
characterized  by  depression,  disorientation,  or 
anxiety;  hypersensitivity  (including  rash,  urti- 
caria, pruritus,  fever,  chills,  arthralgia,  eosino- 
philia,  and,  rarely,  hepatitis);  constipation;  diffi- 
culty in  micturition;  dyspnea;  paralytic  ileus; 
lymphadenopathy;  splenomegaly;  blood  dyscra- 
sias, consisting  of  reduction  in  hemoglobin  and 
red  cell  count,  leukopenia,  agranulocytosis  and 
purpura;  hypotension;  paradoxical  pressor 
response. 

Hydrochlorothiazide:  Gastrointestinal— anorexia, 
gastric  irritation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic),  pancreatitis,  sialadenitis.  Central 
Nervous  System— dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia.  Hemaio/og/c— leukopenia, 
agranulocytosis,  thrombocytopenia,  aplastic 
anemia.  Cardiovascular— orthostatic  hypotension 
(may  be  potentiated  by  alcohol,  barbiturates,  or 
narcotics;.  Hypersensitivity— purpura,  photosensi- 
tivity, rash,  urticaria,  necrotizing  angiitis,  Stevens- 
Johnson  syndrome,  and  other  hypersensitivity 
reactions.  Other- hyperglycemia,  glycosuria, 
hyperuricemia,  muscle  spasm,  weakness,  rest- 
lessness. Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw  therapy. 
DOSAGE 

As  determined  by  individual  titration  (see  box 
warning). 

Usual  dosage  is  1 or  2 tablets  t.i.d.  For  mainte- 
nance, adjust  dosage  to  lowest  patient  require- 
ment. When  necessary,  more  potent  antihyper- 
tensives may  be  added  gradually  jn  dosages 
reduced  by  at  least  50  percent. 

HOW  SUPPLIED 

Tablets  (light  salmon  pink,  dry-coated),  each 
containing  0.1  mg  reserpine,  25  mg  hydralazine 
hydrochloride,  and  15  mg  hydrochlorothiazide; 
bottles  of  30,  60,  100,  1000  and  Accu-Pak® 
blister  units  of  100.  Rev.  9/76 

Consult  complete  literature  before  prescribing. 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 
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CARDIOVASCULAR  CONSIDERATIONS  IN  THE 
REHABILITATION  OF  THE  ELDERLY 


Marcos  U.  Ramos,  MD 


In  the  last  years,  cardiac  rehabilitation  has 
become  the  main  theme  for  seminars,  work- 
shops and  intensive  research  (1,  2,  3,  4,  5,  6, 
7,  8,  9,  10).  To  the  rehabilitation  specialist, 
this  subject  is  as  old  as  the  specialty  itself. 
Exercise  is  the  main  tool  used  in  the  rehabili- 
tation of  patients  with  diverse  neurological 
and  musculoskeletal  disorders.  Although  not 
fully  aware,  the  rehabilitation  specialist  was  and 
is  indeed  doing  cardiovascular  rehabilitation.  He 
is  exercising  patients  with  multiple  physical 
impairments  attempting  to  restore  them  to  a 
useful  and  rewarding  life  within  the  limitations 
of  their  disability.  In  this  endeavour,  the  recon- 
ditioning of  their  already  aged,  deconditioned 
and  at  times,  damaged  cardiovascular  system 
comes  as  a by-product  of  his  effort. 

The  purpose  of  this  review  is  the  examina- 
tion of  the  aging  changes  occurring  in  the  car- 
diovascular system.  Since  most  of  the  patients 
referred  to  rehabilitation  are  in  the  age  bracket 
where  these  changes  are  more  prevalent,  this 
report  will  also  attempt  to  examine  the  effects 
of  routine  rehabilitation  procedures  on  the  aged 
cardiovascular  system  and  its  reponse  to  exer- 
cise. 


From  the  Department  of  Rehabilitation  Medicine,  Bos- 
ton University  School  of  Medicine,  Boston,  MA. 

Parts  of  the  data  presented  were  done  while  the  author, 
Marcos  U.  Ramos,  M.D.,  was  a Post-Graduate  Medical  Fellow 
at  the  University  of  Minnesota  Post  Graduate  School  of  Medi- 
cine, Department  of  Physical  Medicine  and  Rehabilitation. 
Some  of  these  studies  were  supported  in  part  by  Social  and 
Rehabilitation  Service  Research  and  Training  Grant  number 
16-P-568  1 0 and  by  the  Bush  Foundation  Grant  No.  5825. 


The  Aging  Heart  and  Vessels 

The  distinction  between  the  structural 
changes  caused  by  aging  and  the  ones  caused 
by  arteriosclerosis  are  difficult  and  at  times 
impossible  to  establish.  The  changes  to  be 
mentioned  are  the  ones  observed  in  specimens 
from  aged  population  without  regard  to  the 
most  probable  influence  of  arteriosclerosis  in 
the  etiology. 

The  work  of  Lev  and  McMillan  (1)  contains 
a detailed  description  of  the  histopathological 
changes  observed  in  the  endocardium,  valves, 
myocardium  and  in  the  conduction  system  at 
different  ages. 

With  an  increase  in  age,  the  valves  and  the 
myocardium  show  fatty  infiltration.  This  causes 
distortion  of  the  leaflets  and  adhesions  in  the 
chorda  tendinae.  The  myocardium  shows  separa- 
tion of  the  muscle  fibers  and  disruption  of  the 
fascicles.  Fatty  infiltration  is  more  prominent 
in  the  right  ventricular  myocardium.  Fibro- 
elastosis seems  to  predominate  in  the  left 
ventricular  myocardium.  The  conduction  system 
shows  loss  of  conducting  fibers,  increased  colla- 
genous, elastic  fibers  and  fatty  infiltration. 
There  seems  to  be  a basic  process  underlying 
these  changes  which  results  in  an  increase  in  the 
collagen  and  elastic  fibers  content  in  all  the 
structures  involved;  fibroelastic  hypertrophy. 

The  blood  vessels  also  demonstrate  fatty 
fibroelastic  deposition  (12,  13,  14).  The  presen- 
ce and  the  intensity  of  this  aging  process  seems 
to  be  related  to  the  pressures  to  which  the  ves- 
sels are  exposed.  These  changes  are  virtually  ab- 
sent in  the  pulmonary  artery  but  very  prominent 
in  the  aorta.  The  infiltration  is  observed  in  the 
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subintimal  regions  with  associated  roughening, 
and  at  times,  rupture  of  the  intima.  The  small 
muscular  arteries  show  an  increase  in  tortuosity, 
loss  of  smooth  muscle  cells  and  calcification 
with  reduction  in  their  ability  to  recoil  on  relax- 
ation. The  veins  depict  thickening  of  the  walls, 
fatty  infiltration  and  tearing  of  the  intima  (12, 
13). 

Pathological  studies  of  the  coronary 
arteries  in  specimens  with  myocardial  fibrosis 
have  shown  similar  changes,  not  only  in  the 
main  branches  as  it  was  thought  originally,  but 
also  in  the  small  “branching”  and  “straight” 
type  of  arterial  plexi  which  supply  the  endo- 
cardium and  papillary  muscles  (15, 16). 

Electrocardiographic  Manifestations 

It  IS  important  to  recognize  that  with 
the  increase  in  age  there  are  changes  in  the  myo- 
cardium which  will  produce  electrocardio- 
graphic changes  that  may  resemble  classical 
pathological  tracings  (17).  With  the  increase  in 
age,  there  is  a reduction  in  the  amplitude  of 
the  QRS  and  T wave  complexes.  There  is  also 
a left  axis  shift  when  compared  with  younger 
populations,  but  still  within  the  normal  range 
of  +110°  to  -30°.  The  usually  mentioned 
normal  P-R  interval  of  0.20  sec.  increases  up 
to  0.22  sec  in  normal  subjects  over  50  years  of 
age.  The  frequency  of  premature  ventricular 
contractions  rises  up  to  10  percent  in  subjects 
over  60  years  of  age.  All  these  changes  are  more 
marked  in  men  than  in  women  at  comparable 
ages.  The  fact  that  these  changes  appear  in  a 
population  which  is  at  a far  greater  risk  than 
the  younger  populations  may  indicate  that 
these  so-called  “normal”  aging  changes  are  being 
caused  by  subclinical  loss  of  myocardial  tissue 
due  to  the  aging  process. 

Hemodynamic  Changes  with  Age 

Guyton  (18)  reviewed  the  data  of  Brand- 
fonbrener,  Landowne  and  others  (19,  20)  who 
found  a small  but  significant  decrease  in  resting 
cardiac  index  with  increasing  in  age  (Fig.  1).  The 


Figure  1:  Changes  in  resting  cardiac  index  at  dif- 
ferent ages.  (From  Guyton  (18)). 


Figure  2:  Relationship  of  cardiac  output  (Qc) 
and  heart  rate  to  V02  during  exercise,  in  individuals 
of  different  ages.  Solid  lines  represent  mean  values  at 
different  work  loads  on  individuals  of  different  ages, 
whose  age  span  is  indicated  by  the  associated  number 
(e.g.  3 indicates  30  - 39  years  inclusive).  Notice  the 
marked  rise  in  Qc  of  men  in  the  7th  decade  as  compared 
to  the  rise  in  men  in  the  3rd  for  a given  level  of  work 
as  measured  by  Vog.  (From  Backlake  et  al  (21)). 
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decrease  has  been  found  to  be  24.4  ml  per 
square  meter  per  minute  per  year. 

On  the  other  hand  with  increasing  age, 
there  is  a greater  rise  in  cardiac  output  in  respon- 
se to  exercise,  once  again,  more  noticeable  in 
men  than  in  women  (21)  (Fig.  2).  This  increase 
is  mainly  at  the  expense  of  an  increase  in  stroke 
volume,  since  the  heart  rate  is  slower  in  the  ol- 
der populations.  At  first  glance,  this  may  look 
like  a less  expensive  way  of  coping  with  the  ex- 
cercise  stress;  nevertheless,  the  oxygen  consump- 
tion does  not  increase  accordingly.  There  is  a sig- 
nificant narrowing  in  the  arteriovenous  oxygen 
difference;  hence,  less  oxygen  extraction. 

From  the  above  data,  it  is  clear  that  with 
increase  in  age  an  excessive  increase  in  cardiac 
work  is  being  spent  to  produce  an  increase  in 
cardiac  output  to  obtain  and  consume  the  same 
amount  of  oxygen  a younger  subject  obtains 
with  less  cardiac  work.  This  increased  cardiac 
output  undoubtedly  creates  an  increased  pul- 
monary vascular  load.  It  is  reasonable  to  spe- 
culate this  as  a possible  contributing  factor 
in  the  pathophysiology  of  cardiac  decompensa- 
tion following  exercise  in  older  populations. 


Arrythmias 

The  presence  of  arrhythmias  even  the  so- 
called  “minor,  asymptomatic  ones”  hamper  the 
ability  of  the  heart  to  meet  the  demands  of  the 
exercise.  In  1965,  Benchimol  and  Associates 
(22)  studied  a group  of  patients  with  arrhyth- 
mias both  at  rest,  during  supine  exercise  and 
after  conversion  to  sinus  rhythm.  They  found 
that  the  occurrence  of  multiple  premature 
ventricular  contractions  decrease  cardiac  output 
due  to  the  inadequate  ventricular  filling. 

This  is  clearly  demonstrated  with  the  use 
of  the  Minnesota  Impedance  Cardiogram. 

The  patient:  A 67-year  old  lady  with  occa- 
sional premature  ventricular  contractions.  Dur- 
ing the  exercise,  she  developed  a bigeminal 
rhythm  which  caused  a marked  decrease  in  car- 
diac output  to  2.4.  L/min.  (Fig.3).  The  severe 
drop  in  cardiac  output  caused  by  the  increase 
in  the  frequency  of  premature  ventricular  con- 
tractions may  potentially  precipitate  an  episode 
of  congestive  heart  failure. 

A similar  relationship  was  observed  upon 
exercising  patients  on  atrial  fibrillation.  This  res- 
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Figure  3:  Simultaneous  tracing  of  electrocar- 
diogram, phonocardiogram  and  impedance  cardiogram 
(dz/dt)  on  a patient  on  bigeminal  rhythm.  Observe 
that  premature  ventricular  contractions  produced 
negligible  ejection,  as  observed  on  dz/dt  tracing.  Nor- 
mally conducted  beats  (ECG)  produced  a normal  ejec- 
tion as  evidenced  by  the  dz/dt  waveform. 
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Figure  4:  Heart  rate,  stroke  volume  and  cardiac 
output  response  to  2 minutes  of  exercise  at  an  energy 
level  3 X basal.  Patient  on  atrial  fibrillation.  Observe 
the  excessive  rise  in  heart  rate  and  the  corresponding 
drop  in  stroke  volume. 


ponse  was  clearly  demonstrated  in  one  of  our 
patients  (Fig.  4). 

A 52-year  old  man  was  admitted  with  atrial 
fibrillation  with  a resting  ventricular  rate  of 
81.  On  stress  testing  at  an  energy  level 
three  times  basal,  his  cardiac  output  stayed 
stable  but  there  was  a severe  decrease  in 
stroke  volume  and  severe  tachycardia.  The 
resting  stroke  volume  of  43  cc  decreased 
to  16  cc  at  the  end  of  2 minutes.  The  heart 
rate  rose  to  155/min. 

This  abnormal  response  was  previously 
observed  by  Kottke  and  Associates  in  1963 


Figure  5:  Average  cardiac  index  (Cl),  stroke  vo- 
lume (SV),  stroke  power  (SP)  and  heart  rate  (HR)  at 
rest,  during  and  after  exercise.  Left  panel,  during 
atrial  fibrillation?  right  panel,  after  conversion  to  sinus 
rhythm.  (From  Benchimol  et  al  (22)). 


(23).  They  attempted  to  measure  the  cardiac 
output  and  energy  requirements  for  wall  paint- 
ing on  a patient  in  atrial  fibrillation.  After  15 
minutes  of  continuous  activity,  the  patient 
had  to  stop  to  rest.  His  resting  cardiac  output 
of  5.5  L/min  remained  stable  during  the  activity. 
His  heart  rose  from  95  to  128  beats  per  minute, 
and  the  average  stroke  volume  dropped  from 
58  to  43  cc  per  beat. 

Undoubtedly,  the  asynchrony  of  the  fibril- 
lating  atrial  myocardium  hampers  the  ventricular 
filling  to  such  a degree  that  the  imposition 
of  an  exercise  load  may  result  in  myocardial 
failure. 

More  impressive  is  the  finding  that  related 
to  the  cardiac  function  after  conversion  to 
sinus  rhythm. 

Benchimol  found  that  the  conversion 
to  sinus  rhythm  did  not  increase  ventricular 
filling  significantly.  Repeated  studies  several 
days  after  conversion  failed  to  reveal  any  sig- 
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nificant  improvement  (Fig.  5).  This  seems 
to  be  in  agreement  with  the  concept  of  “atrial 
failure”  described  by  Bramwell  and  Jones  in 
1944  (24).  Since  then,  many  authors  have 
shown  that  patients  in  normal  sinus  rhythm 
with  a past  history  of  atrial  fibrillation  demons- 
trate a very  small  and  weak  atrial  contraction 
wave  (25). 

The  normal  rise  in  left  atrial  and  pulmo- 
nary pressure  during  exercise  was  further  ele- 
vated when  the  atrial  contribution  to  ventricu- 
lar filling  was  impaired  (26).  This  predisposes 
to  congestive  heart  failure.  From  these  data, 
it  is  obvious  that  even  after  the  resolution 
of  these  arrhythmias  the  ability  of  the  heart 
to  handle  an  exercise  load  is  impaired.  As 
Benchimol  states:  “Atrial  systole  is  important 
to  the  cardiac  functions  in  man  as  long  as 
the  atria  retain  the  ability  to  contract  appro- 
priately.” 

Hemodynamic  Changes  Due  to  Bed  Rest 

The  cardiovascular  deterioration  due  to 
bed  rest  deserve  our  best  attention.  The  elimina- 
tion of  the  orthostatic  stress  causes  rapid  de- 
crease in  the  cardiac  capacity  to  perform  work 
and  deconditioning  of  the  autonomic  nervous 
system  to  respond  to  the  pooling  tendency  of 
gravity.  Taylor,  et  al  (27)  noticed  that  after 
three  weeks  of  bed  rest,  normal  young  men 
were  not  able  to  tolerate  orthostatis.  There 
was  hypotension,  tachycardia  and  dizziness. 
The  heart  rate  at  rest  increased  at  a rate  of 
0.5  beats  per  minute  per  day.  Bed  rest  also 
caused  a greater  restriction  of  blood  flow  to 
nonworking  tissues.  The  ability  to  respond  to 
upright  posture  was  not  regained  until  more 
than  5 weeks  after  bed  rest  was  discontinued. 
In  similar  experiments  Deitrick,  et  al  (28) 
observed  an  increase  in  extravascular  fluid 
and  capillary  fragility,  poor  venous  tone,  de- 
crease in  total  blood  volume  and  increase  in 
the  resting  heart  rate.  They  also  observed 
impairment  in  the  peripheral  mechanisms  for 


Figure  6:  Vasovagal  response  to  a 70°  passive 
upright  tilt  after  16  days  of  complete  bed  rest  (left 
panel).  Blood  pressure  dropped  to  unrecordable  levels. 
Heart  rate  decreased  to  50  beats  per  minute.  Right 
panel  shows  a normal  response  in  the  same  patient 
after  progressive  ambulation.  Heart  rate  is  indicated 
by  the  heavy  solid  lines  systolic  and  diastol-ic  pressure 
by  the  thin  solid  lines  and  pulse  pressure  by  the  shaded 
area.  (From  Fareeduddin  et  al  (30)). 


venous  return,  decreased  oxygen  extraction 
and  increased  peripheral  resistance  as  a result 
of  bed  rest. 

Most  of  these  studies  have  been  done  in 
normal  young  subjects.  In  our  clinical  expe- 
rience and  others,  (29)  these  effects  occur 
faster  and  more  pronounced  in  older  patients 
and  the  recovery  from  it  is  slower. 

Fareedudin,  et  al  (30)  studied  the  orthos- 
tatic impairment  in  post  myocardial  infarction 
patients  after  2-3  weeks  of  bed  rest  and  their 
results  are  even  more  alarming.  In  some  patients, 
the  compensatory  tachycardia  was  not  present 
but  on  the  contrary  there  was  a vasovagal  res- 
ponse with  a drop  in  systolic  blood  pressure 
of  more  than  55  mm  Hg  and  a severe  drop  in 
heart  rate  (Fig.  6). 

Not  infrequently,  elderly  patients  in  nur- 
sing homes  are  found  dead  sitting  on  a chair. 
This  stimulated  our  interest  in  the  area  of 
autonomic  deconditioning.  Unfortunately, 
only  a few  patients  were  studied.  They  were 
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Figure  7 : Hemodynamic  response  to  prolonged 
inactive  sitting  following  a period  of  prolonged  bed  rest. 
Cardiac  output,  stroke  volume  and  heart  rate  displayed 
in  upper  curves.  The  fluid  changes  in  the  thorax  and 
right  leg  were  detected  by  means  of  electrical  impedan- 
ce (Zo).  Fluid  accumulation  caused  a drop  in  Zo  and 
vice-versa.  The  supine  thoracic  Zo  and  right  leg  Zo  are 
expressed  as  100  percent.  Observe  the  drop  in  right 
leg  Zo  as  a result  of  peripheral  pooling  of  blood.  The 
progressive  loss  of  central  blood  volume  is  evidenced 
by  the  progressive  rise  in  thoracic  Zo.  Blood  pressure 
measurements  as  indicated. 


elderly  patients  on  prolonged  bed  rest,  convales- 
cing from  cerebrovascular  accidents  just  prior 
to  starting  rehabilitation.  Supine  recordings 
of  cardiac  output  stroke  volume  and  heart 
rate  were  taken  along  with  thoracic  fluid  vo- 
lume and  fluid  volume  on  both  lower  extremi- 
ties (Fig.  7).  Recordings  were  repeated  every 
15  minutes  during  prolonged,  inactive  sitting 
up  to  3 hours.  The  results  showed  a progressive 


Figure  8:  Composite  graph  of  recordings  during 
isometric  hand  grip  exercise  at  35  percent  of  maximal 
strength.  Spread  of  excitation  and  grip  pressure  and 
heart  rate  represen  tthe  average  for  the  six  subjects. 
The  sudden  blood  pressure  changes  after  the  cessation 
of  exercise  were  recorded  within  15  seconds.  The  or- 
dinate indicates  the  EMG  signal  for  the  eight  sampled 
muscles,  the  calibration  of  blood  pressure  in  mm  Hg, 
the  grip  level  as  percent  of  the  maximal  voluntary  con- 
traction and  the  heart  rate  in  beats  per  minute.  The 
vertical  bars  represent  the  standard  error  of  the  mean. 
(The  probability  that  the  increase  in  blood  pressure 
is  due  to  chance  is  shown  by  the  P Values.)  Progressive 
increase  in  blood  pressure  and  spread  of  muscular 
contraction  occur  immediately  with  the  onset  of  exer- 
cise. As  fatigue  of  handgrip  ensues,  the  precision  of 
the  contraction  deteriorates  with  increasingly  coarse 
hunting  about  the  target  force  and  then  progressive 
failure  to  achieve  target  grip.  Note  the  sudden  drop 
in  blood  pressure  within  15  seconds  after  cessation  of 
exercise  (From  Ramos  et  al  (34)). 


accumulation  of’  fluid  in  the  lower  extremi- 
ties and  a decrease  in  the  thoracic  fluid  volume. 
The  cardiac  output  and  stroke  volume  showed  a 
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marked  drop.  In  patients  with  severe  autonomic 
deconditioning,  if  sufficient  time  is  allowed,  the 
peripheral  pooling  of  blood  volume  may  poten- 
tially cause  severe  decrease  of  venous  return  to 
the  point  of  shock  hypotension  and  even  death. 

The  literature  dealing  with  the  hemodyna- 
mic response  of  the  aging  cardiovascular  system 
to  different  rehabilitation  procedures  is  scanty. 
The  available  one  has  been  obtained  only 
in  normal  young  subjects.  Dawson  and  Asso- 
ciates (31)  studied  the  cardiovascular  adapta- 
tions during  hydrotherapy.  The  subjects  were 
monitored  while  immersed  up  to  the  level  of  the 
iliac  crests  for  20  minutes  in  a whirlpool  at 
104°  at  full  turbulence.  Their  results  show  a 
small  but  significant  rise  in  cardiac  output, 
cardiac  work,  heart  rate  and  oxygen  consump- 
tion over  resting.  There  was  a small  drop  in 
mean  arterial  blood  pressure.  Others  using 
more  drastic  temperature  changes  have  reported 
more  marked  changes  with  marked  increases 
in  cardiac  output  and  heart  rate. 

Hydrotherapy  combines  the  effect  of 
heat  and  the  stimulation  of  the  turbulence 
of  the  water  upon  the  skin  causing  vasodilation 
and  erythema.  This  results  in  slight  hypotension 
which  reflexly  suppresses  vagal  drive  on  the 
heart  resulting  in  increased  heart  rate.  In  most 
of  our  patients,  bed  rest  and  deconditioning 
have  caused  similar  effects.  Further  hypoten- 
sion may  result  with  hydrotherapy.  Naturally, 
this  effect  will  depend  on  the  temperature  of 
the  water,  the  immersed  surface  and  the  dura- 
tion of  treatment. 

Local  application  of  heat  is  also  a common 
every  day  occurrence  in  a rehabilitation  treat- 
ment center.  The  increase  in  peripheral  blood 
flow  as  a result  of  local  heating  is  a known 
phenomenon.  A similar  phenomenon  can  be  in- 
duced by  reflex  or  indirect  heating  or  by  appli- 
cation of  heat  over  the  sympathetic  ganglia 
(32). 

The  vasodilatory  response  of  the  cardio- 
vascular system  to  heat  application  is  mediated 
by  two  different  mechanisms.  The  area  directly 


heated  shows  a marked  vasodilation  mediated 
by  thermosensitive  endings  in  the  area.  There  is 
also  a delayed,  generalized  vasodilation  mediated 
by  the  hypothalamus  through  the  sympathetic 
system.  This  results  in  expansion  of  the  vascular 
bed  with  peripheral  shunt  of  blood,  and  suppres- 
sion of  cardiovagal  drive  resulting  in  tachycar- 
dia. 

Once  again,  application  of  heat  to  an  elder- 
ly patient  should  be  done  judiciously.  If  the 
present  illness  has  required  a period  of  prolon- 
ged bed  rest,  the  application  of  heat  will  cause 
further  tachycardia  over  the  already  present  due 
to  deconditioning.  The  impairment  of  venous 
return,  increased  extravascular  fluid,  poor  ve- 
nous tone  and  increased  capillary  fragility  if 
intense  enough  may  cause  vascular  collapse. 

Therapeutic  Exercises 

Exercise  is  the  cornerstone  of  virtually 
all  rehabilitation  programs.  The  training  for 
the  conscious  control  of  specific  muscle  groups, 
the  improvement  of  strength,  the  increase  in 
joint  mobility  and  the  development  of  endur- 
ance are  but  few  of  the  purposes  of  an  exer- 
cise program.  In  order  to  accomplish  these 
goals,  different  modalities  of  exercises  are 
used. 

Isometric  exercises  have  their  place  in 
the  treatment  of  the  elderly.  The  maintenance 
and  improvement  of  strength  in  muscles  exert- 
ing their  action  on  acutely  inflammed  and 
painful  arthritic  joints  can  be  accomplished 
by  isometric  contraction  of  these  muscles. 
In  cases  of  below  knee  amputations,  the  most 
frequent  amputation  in  the  elderly,  along 
with  the  use  of  immediate  postoperative  ri- 
gid dressing  up  to  the  upper  thigh,  make  the 
use  of  isometrics  mandatory  if  adequate  muscle 
strength  in  the  quadriceps  is  to  be  preserved. 

In  recent  years,  the  use  of  isometric  exer- 
cise has  fallen  into  disrepute  due  to  several 
reports  in  the  literature  which  mention  severe 
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Figure  9;  Retracing  of  the  effect  of  cortical, 
conscious  anticipation  of  a maximal  contraction  in 
one  subject.  (This  recording  was  done  after  the  six 
different  percentage  levels.)  The  arrow  indicates  the 
beginning  of  verbal  instructions  to  anticipate,  “I  know 
you  are  tired  but  this  will  have  to  be  a big  one.  Con- 
centrate and  get  ready  — Now!”  The  mean  arterial 
blood  pressure  increased  during  the  verbal  instructions 
in  response  to  anticipation.  Minimal  muscle  activity 
in  all  the  sampled  muscles  is  noticed  during  this  anti- 
cipatory period.  Note  that  the  actual  maximal  con- 
traction and  the  large  amount  of  muscle  recruitment 
did  not  alter  the  slope  of  the  blood  pressure  curve, 
which  achieved  a level  of  218  mm  Hg  MABP.  (From 
Ramos  et  al  (34)). 


cardiovascular  effects  as  a result  of  this  type  of 
exercise  when  studied  under  experimental 
conditions.  During  prolonged  isometric  exer- 
cises, there  is  a marked  rise  in  blood  pressure, 
moderate  rise  in  cardiac  output  and  a small 
rise  in  heart  rate.  Some  authors  (33)  have  men- 
tioned that  these  dramatic  effects  occur  even 
when  the  muscles  contracting  isometricajly 
are  quite  small  in  size. 

Unfortunately,  all  these  reports  ignore 
the  phenomenon  of  spread  of  excitation  which 
occurs  during  sustained  isometric  contraction. 
Studies  done  by  the  author  (34,  35)  have  shown 
strong  evidence  which  points  to  the  phenome- 
non of  expansion  of  motor  activation  not  only 
to  other  non-exercising  muscles  but  also  to  the 


vasomotor  system.  This  last  one  causes  peri- 
pheral vasoconstriction  resulting  in  an  increase 
in  blood  pressure  during  isometric  exercises. 
The  blood  pressure  rise  varies  not  only  with  the 
intensity  of  exercise,  but  also  with  the  duration 
of  exercise,  the  extent  of  muscle  recruitment 
and  mostly  with  the  cortical  effort  to  monitor 
the  exercise  and  the  volitional  attempt  to  con- 
tinue the  exercise  despite  the  onset  of  fatigue. 
Even  more  impressive  is  the  finding  that  the 
phenomenon  of  expectation  and  anticipation 
to  a muscle  contraction  will  cause  cardiovascular 
changes  even  greater  than  the  ones  observed 
during  the  exercise  period  (Fig.  9). 

The  value  of  isometric  exercises  in  the 
treatment  of  elderly  patients  where  joint  ex- 
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Figure  10:  Cardiovascular  response  to  pedaling 
versus  hand  cranking  against  a work  load  of  214  KPM 
per  minute  in  the  sitting  posture.  Changes  expressed 
in  percent  of  the  resting  sitting  posture.  (From  Hersh- 
field  et  al  (40)). 


cursion  produces  pain  or  in  cases  of  immobi- 
lization is  undeniable.  In  such  cases  this  moda- 
lity of  exercise  will  maintain  and  even  improve 
the  available  muscle  strength  despite  the  active 
joint  process  or  the  lack  of  joint  motion.  Het- 
tinger and  Muller  (36)  demonstrated  that  a 
sin^e  maximal  isometric  contraction  lasting 
six  seconds  is  sufficient  to  improve  the  muscle 
strength  at  an  optimal  rate. 

The  clinical  use  of  isometrics  involves 
brief  contraction  against  a resistance  that  at 
the  time  is  supramaximal  for  the  intensity 
of  the  contraction.  The  intensity  of  this  brief 
contraction  is  controlled  by  the  patient,  the 
amount  of  pain  and  caution  to  avoid  joint 
motion.  Different  from  the  experimental  con- 
dition, no  external  feedback  system  is  used, 
nor  an  exact  prerequired  level  of  strength  out- 
put. This  as  an  experimental  model  is  quite  dif- 
ferent from  the  one  in  which  these  “dramatic 
cardiovascular  changes”  have  been  reported. 
There  is  some  experimental  data  (35)  which 


demonstrate  that  when  no  external  feedback 
is  used  the  blood  pressure  rise  is  far  less  than 
the  one  previously  reported. 

The  performance  of  isometric  exercise 
will  cause  a pressure  load  in  the  aging  cardio- 
vascular system  which  may  be  potentially 
dangerous.  The  careful  selection  and  evalua- 
tion of  the  patients  with  whom  this  modality 
will  be  used  is  a must  as  in  any  other  proce- 
dure. This  may  be  the  reason  why  no  cardio- 
vascular complications  have  been  reported 
as  a result  of  this  useful  clinical  modality  of 
treatment. 

Dynamic  Exercises 

Dynamic  exercises  are  most  commonly 
used  in  a clinical  situation  and  are  often  abused 
by  the  advocates  of  running  and  jogging  pro- 
grams. This  treatment  modality  involves  the 
intermittent  muscular  contraction  producing 
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joint  excursion  through  part  or  the  entire 
range  of  joint  motion.  The  resistance  to  be 
overcome  may  be  the  superincumbent  body 
weight  as  is  in  the  case  of  walking  or  running 
or  added  by  means  of  external  weights  as  is  in 
the  case  of  progressive  resistance  exercises. 

Dynamic  exercise  will  also  impose  a de- 
mand upon  the  cardiovascular  system.  To  this 
effect,  it  is  important  to  be  aware  of  the  car- 
diovascular response  to  dynamic  exercises 
performed  with  the  upper  and  lower  extremities. 

The  difference  in  the  cardiovascular  res- 
ponse to  exercise  with  the  upper  and  lower  ex- 
tremities has  been  known  since  the  beginning 
of  this  century.  In  1931,  Christensen  observed 
a greater  rise  in  heart  rate  in  arm  than  in  leg 
work  for  a given  level  of  oxygen  consumption. 
Since  then,  studies  by  Asmussen  and  Hemming- 
sen,  (37)  Astrand  et  al  (38),  Steinberg,  et  al 
(39),  Hershfield,  et  al  (40)  and  many  others 
have  shed  light  into  this  problem. 

In  essence,  the  work  produced  by  the  up- 
per extremities  while  overcoming  a resistance 
will  produce  a higher  oxygen  consumption,  a 
greater  rise  in  blood  pressure,  heart  rate  and 
peripheral  resistance  than  when  the  same  re- 
sistance is  overcome  by  leg  work.  During  arm 
work,  the  stroke  volume,  cardiac  output  and 
cardiac  work  is  lower  than  the  observed  dur- 
ing leg  work  against  a similar  load  (Fig.  ( 10). 

Several  explanations  for  this  phenomenon 
include  the  lower  mechanical  efficiency  of  the 
upper  extremity  musculature,  the  need  for 
greater  stabilization  of  it,  the  effect  of  splinting 
of  the  chest  during  arm  work,  the  smaller 
venous  return  when  compared  to  the  lower  ex- 
tremity. None  of  the  theories  have  yet  adequa- 
tely explained  the  observed  phenomenon. 

The  tax  imposed  on  the  cardiovascular 
system  during  arm  work  becomes  even  greater 
when  the  exercise  requires  the  constant  assump- 
tion of  an  overhead  arm  posture  which  requires 
the  contraction  of  large  trunk  muscles  and 
splinting  of  the  shoulder  girdle  and  chest  mus- 
cles. Once  again  these  exercises  will  cause  an 


added  pressure  load  to  the  frequently  hyper- 
tensive cardiovascular  system  in  the  elderly 
patient. 

In  summary,  the  majority  of  adult  patients 
referred  to  rehabilitation  belong  to  the  elderly 
segment  of  the  population.  In  this  age  group, 
the  aging  changes  of  the  cardiovascular  system, 
the  effects  of  prolonged  immobilization,  ar- 
rhythmias and  general  deconditioning  added 
to  their  primary  physical  impairments— hemi- 
plegia, amputations,  diabetes  (to  mention 
a few)  place  them  in  a very  disadvantageous 
and  potentially  dangerous  situation. 

The  effects  of  routine  rehabilitaton  pro- 
cedures on  the  aged,  deconditioned  cardiovas- 
cular system  must  be  taken  into  consideration 
in  order  to  guarantee  successful  results  not 
only  in  their  neuromuscular  rehabilitation 
but  cardiovascular  rehabilitation  also. 

It  is  only  through  sound  understanding 
of  the  physiological  responses  to  dynamic 
and  static  exercises  that  successful  rehabilita- 
tion of  the  elderly  can  be  accomplished. 
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THE  ROLE  OF  THE  OTOLARYNGOLOGIST  IN  THE  EARLY 
DIAGNOSIS  OF  CEREBELLOPONTINE  ANGLE  TUMORS 
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Although  it  may  indeed  be  argued  that 
tumors  of  the  cerebellopontine  angle  are  rare, 
they  are  more  common  than  previously  anti- 
cipated. Most  are  histologically  benign  but 
potentially  are  extremely  dangerous  because 
of  their  close  proximity  to  the  vital  structures 
they  may  damage  as  they  grow.  A missed 
diagnosis  may  thus  have  disastrous  consequen- 
ces resulting  in  an  increase  in  the  morbidity  or 
mortality  associated  with  these  tumors. 

In  speaking  of  a cerebellopontine  angle 
tumor  one  is  usually  referring  to  that  “most 
frequent  of  all  benign  tumors  within  the  tem- 
poral bone  and  cranial  cavity”  (4)  - the  acoustic 
neuroma.  Other  terms  used  to  describe  this 
tumor  include  perineurial  fibroblastoma,  neu- 
rofibroma, fibroma  of  the  eighth  nerve,  acoustic 
neurinoma,  lemmoma,  lemmoblastoma,  cere- 
bellopontine angle  tumor,  acoustic  tumor,  tu- 
mor of  the  acoustic  nerve,  recess  tumor  and 
Schwanomma. 

In  the  1930’s  and  1940’s  the  diagnosis 
of  these  tumors  was  usually  not  made  until 
the  patient  had  developed  late  signs  and  symp- 
toms — long  standing  hearing  loss,  unsteadi- 
ness and  facial  weakness  and/or  numbness. 
Most  of  these  patients,  it  was  later  found, 
had  consulted  an  otolaryngologist  for  their 
hearing  loss  many  years  prior  to  their  surgery 
for  acoustic  neuroma.  Today,  the  diagnostic 
tools  are  available  to  make  an  early  diagnosis, 
but  the  otolaryngologist  must  have  a high 
index  of  suspicion  in  evaluating  any  patient 
complaining  of  unilateral  hearing  loss,  vesti- 
bular symptoms  or  tinnitus.  To  quote  Dr. 
William  House,  “early  diagnosis  saves  lives  and 
prevents  permanent  disability”  (4).  It  must 


be  emphasized  that  the  diagnosis  of  these  lesions 
is  multidisciplinary,  involving  the  otolaryngolo- 
gist, audiologist,  radiologist  and  neurologist. 

Historical  Notes: 

The  first  acoustic  neuroma  found  at  autop- 
sy was  described  by  Sandifort  of  Leyden,  Ger- 
many, in  1777.  Leveque-Lasource,  in  1810, 
seems  to  have  been  the  first  to  correlate  the  cli- 
nical symptoms  of  an  acoustic  tumor  with  post- 
mortem findings,  while  Toynbee,  in  1853,  was 
the  first  to  recognize  an  early  acoustic  tumor 
confined  to  the  internal  acoustic  meatus.  But  it 
was  not  until  the  end  of  the  19th  Century 
that  the  diagnosis  of  an  acoustic  neuroma  was 
being  made  on  the  basis  of  clinical  symptoms. 

Although  Weber  introduced  the  tuning 
fork  in  1825,  it  really  made  little  diagnostic 
difference  whether  a patient  had  a conductive 
or  sensori-neural  hearing  loss,  since  most  aural 
surgeons  at  the  time  were  just  content  to  con- 
trol a discharging  ear.  It  was  not  until  the  intro- 
duction of  fenestration  surgery  by  Julius  Lem- 
pert  in  1938  to  correct  conductive  hearing  losses 
due  to  otosclerosis  that  this  difference  had  to 
be  established  preopera tively.  Basic  work  in  ves- 
tibular testing  was  not  reported  until  1914  by 
Barany,  and  x-rays  did  not  provide  any  help  in 
the  diagnosis  of  these  tumors  until  the  work  of 
Chamberlain,  Mayer  and  Stenvers  in  the  mid- 
1920’s.  Thus,  because  of  poor  diagnostic  proce- 
dures, the  diagnosis  of  acoustic  neuromas  was 
usually  made  late  in  the  disease. 

By  1961  sophisticated  tests  were  available 
for  the  early  diagnosis  of  acoustic  neuromas. 
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A practical  application  of  von  Bekesy’s  work, 
classified  by  Jerger,  made  it  possible  to  differ- 
entiate a cochlear  from  a retrocochlear  lesion. 
Th  SISI  later  became  an  important  addition  to 
the  battery  of  audiometric  tests.  By  this  time, 
x-ray  techniques  related  to  the  temporal  bone 
had  improved  markedly.  It  was  then  that  Wil- 
liam House,  a young  otologic  surgeon  from  Los 
Angeles,  ushered  the  modern  era  of  acoustic 
neuroma  diagnosis  and  surgery,  mainly  by  the 
application  of  known  principles  and  the  de- 
velopment of  new  concepts  in  the  early  diag- 
nosis and  treatment  of  these  lesions. 

The  Diagnosis 

Since  most  acoustic  neuromas  initially 
manifest  their  presence  through  eighth  nerve 
symptoms,  a thorough  neuro-otologic  exami- 
nation is  mandatory  in  order  to  diagnose  these 
lesions  when  they  are  still  contained  in  the 
internal  acoustic  meatus. 

Initially,  signs  and  symptoms  of  acoustic 
neuromas  are  due  to  pressure  on  blood  ves- 
sels and  nerve  tissue.  These  signs  and  symp- 
toms may  be  of  sudden  onset  and  fluctuate, 
mimicking  such  conditions  as  Meniere’s  or 
basilar-vertebral  insufficiency,  may  be  mi- 
nimal or  severe,  and  they  may  seem  to  res- 
pond to  medical  treatment. 

Medical  History: 

An  adequate  medical  history  should 
arouse  the  suspicions  of  an  alert  otolaryn- 
gologist. Tinnitus  is  perhaps  the  earliest  ma- 
nifestation, though  patients  may  not  remem- 
ber this  at  the  time  they  are  first  seen.  A uni- 
lateral hearing  loss,  which  may  be  of  sudden 
or  gradual  onset,  may  be  seen.  Early  in  the 
course  of  the  disease,  vestibular  symptoms 
may  be  absent.  However,  since  acoustic  tu- 
mors may  mimic  virtually  any  other  condi- 
tion causing  vestibular  symptoms,  any  pa- 


tient with  these  disturbances  of  balance  must 
be  considered  a suspect.  “There  are,  then, 
no  typical  symptoms  from  the  vestibular  ap- 
paratus or  pathways  that  differentiate,  by 
themselves,  between  a peripheral  and  central 
origin  of  these  symptoms.”  (4)  Thus,  episo- 
dic vertigo  and  the  syndrome  of  benign  pa- 
roxysmal nystagmus,  usually  thought  of  as 
being  of  peripheral  origin,  may  be  the  first 
manifestations  of  an  acoustic  neuroma. 

Physical  Examination: 

Late  findings  of  acoustic  neuromas  are 
beyond  the  scope  of  this  paper;  it  is  the  early 
signs  with  which  we  are  concerned.  The  neu- 
ro-otologic findings  of  early  acoustic  tumors 
are  confined  to  the  VHIth  cranial  nerve  in 
50  percent  of  cases.  In  other  early  cases,  the 
findings  may  also  include  the  Vth  nerve.  Thus, 
the  otologist  must  test  the  sensitivity  of  the 
cornea  (Vth)  in  these  patients,  since  this  is 
the  first  nerve  affected  once  the  tumor  is  out- 
side the  external  auditory  canal. 

For  some  reason  which  is  not  clear,  though 
these  tumors  arise  in  the  internal  acoustic  meati 
and  involve  the  facial  nerve  (VII)  early,  clini- 
cally observable  facial  weakness  is  a late  find- 
ing. In  addition,  tests  of  the  sensory  portion  of 
the  facial  nerve  are  not  usually  of  differen- 
tial diagnostic  significance. 

Therefore,  early  in  the  disease  process,  we 
may  be  confronted  with  a patient  who  com- 
plains of  tinnitus,  a unilateral  hearing  loss,  uns- 
teadiness or  some  disturbance  in  the  balance 
mechanism,  and  these  symptoms  may  be  in- 
termittent. The  physical  findings,  however, 
may  be  few  indeed,  perhaps  none  at  all. 

And ioinp trie  Findings: 

The  .single  most  important  group  of  tests 
in  the  early  diagnosis  of  acoustic  neuromas  is 
the  audiometric  evaluation.  It  is  generally  ac- 
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cepted  that  no  one  test  is  conclusive,  and  thus, 
a basic  battery  of  tests  is  important  in  the  dif- 
ferential diagnosis  of  cochlear  versus  retroco- 
chlear  lesions.  But  one  must  realize  that  “the 
absence  of  positive  auditory  responses  to  some 
or  even  all  of  the  tests  cannot  necessarily  rule 
out  the  possibility  of  this  type  of  lesion”  (5). 
This  battery  should  include  some  or  all  of  the 
following  tests: 

1.  Pure  tone,  air  and  bone  conduction 
tests 

2.  Speech  tests 

a)  Speech  Reception  Threshold 

b)  Discrimination 

3.  Adaptation  tests 

a)  Tone  Decay 

b)  Bekesy  tracings 

4.  SISI 

5.  ABLB 

6.  Impedance  Audiometry 

Pure  Tone  Tests:  (Table  I) 

About  two  thirds  of  patients  will  present 
with  a unilateral  high  tone,  sensorineural  hearing 
loss,  though  a low  tone  loss  may  be  seen  (Fig. 


1).  A flat  loss  affecting  all  frequencies  more  or 
less  to  the  same  extent,  similar  to  that  seen  in 
Meniere’s  is  seen  in  about  13  percent  of  pa- 
tients (Fig.  2).  A total  hearing  loss  seen  in  the 
larger  lesions  may  limit  the  extent  of  auditory 
evaluation  (Fig.  3). 

Speech  Tests:  (Table  II) 

Speech  tests  results  are  more  dramatic 
in  that  most  patients  will  exhibit  a greater 
loss  of  speech  understanding  or  discrimina- 
tion, than  one  would  normally  expect  with 
the  given  sensorineural  hearing  loss  as  seen 
in  pure  tone  audiometry  (Fig.  4).  Nonethe- 
less, 20  percent  of  patients  will  exhibit  good 
speech  discrimination  (Fig.  5). 

Tone  Decay 

This  test,  which  is  designed  to  demons- 
trate an  abnormal  adaptation  to  a sound  sti- 
mulus, should  be  done  on  anybody  with  a 
unilateral  sensorineural  hearing  loss.  Most 
patients  with  acoustic  neuromas  will  exhibit 
partial  or  complete  tone  decay  if  a hearing 
loss  is  present. 


TABLE  I 


ANALYSIS  OF  PURE-TONE  LOSS 
PATTERNS  IN  425  CASES* 

Type  of  Loss 

Number 

Percent 

High-tone  loss 

282 

66 

Flat  loss 

55 

13 

Trough-shape  loss 

49 

12 

Low-tone  loss 

39 

9 

* After  Johnson:  Archives  of  Otolaryngology; 
March  1977 


TABLE  II 


SUMMARY  OF  SPEECH  DISCRIMINATION 
TEST  RESULTS  IN  425  CASES* 


PB  Score 

Number 

Percent 

0 percent 

149 

35 

2-30  percent 

87 

21 

32-60  percent 

69 

16 

62-100  percent 

120 

28 

* After  Johnson:  Archives  of  Otolaryngology; 
March  1977 
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Bekesy  Audiometry: 

Though  these  patients  may  fall  into  any 
of  the  four  categories  of  Bekesy  tracings,  most 
will  conform  to  types  III  and  IV.  It  seems  that 
the  stage  of  the  lesion  will  influence  the  type 
of  Bekesy  tracing  obtained. 

SISI: 

Though  most  patients  will  exhibit  normal 


or  low  SISI  (Small  Increment  Sensitivity  Index) 
scores,  moderate  or  high  recruitment  is  found 
in  45  percent  of  cases.  Recruitment  is  usually 
found  in  cochlear  lesions  and  is  an  abnormal 
response  of  cochlear  hair  cells  to  a given  sound 
stimulus. 

ABLB  Test: 

Another  test  for  recruitment,  the  ABLB 
(Alternate  Binaural  Loudness  Balance)  test 
yields  negative  results  in  50  percent  of  cases 
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and  perhaps  is  not  as  good  a screening  test 
as  once  thought. 

Impedance  Audiometry: 

A most  recent  addition  to  the  battery 
of  audiometric  tests  is  impedance  audiometry. 
One  of  the  audiometric  tests  carried  out  with 
the  impedance  audiometer  is  that  of  the  sta- 
pedius muscle  reflex.  The  basis  for  this  test 
is  the  fact  that  the  stapedius  muscle  in  the 
middle  ear  will  normally  contract  when  a 


stimulus  of  around  85  db  is  presented  to  ei- 
ther ear.  This  is  shown  by  a deflection  in 
the  compliance  meter  needle  of  the  tympa- 
nometer.  It  has  been  found  that  88  percent 
of  patients  with  acoustic  neuromas  exhibit 
reflex  decay  or  no  acoustic  reflex.  Therefore, 
“this  is  the  single  most  positive  audiologic 
test”  (5)  in  the  diagnosis  of  acoustic  neuro- 
mas. 

Based  on  the  finding  of  a large  number 
of  confirmed  acoustic  neuromas  (5),  the  sma- 
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Her  the  lesion,  the  more  inconsistent  the  re- 
sults of  audiometric  tests.  Thus,  the  presence 
of  the  expected  audiometric  results  is  strong 
evidence  in  favor  of  an  acoustic  neuroma. 
However,  the  absence  of  such  findings  in  one 
or  more  tests  does  not  rule  out  such  a lesion. 
Because  of  these  inconsistencies,  the  impor- 
tance of  a complete  work-up  is  obvious. 

Vestibular  Tests: 

Though  the  findings  of  vestibular  stimu- 


lation vary  in  direct  proportion  to  the  size 
of  the  tumor,  these  tests  must  be  carried  out 
in  all  cases.  In  the  small  tumors  a hypoactive 
labyrinth  will  be  found  in  slightly  less  than 
50  percent  of  cases,  whereas  this  reduced  res- 
ponse is  more  frequently  found  as  the  tumor 
increases  in  size.  Nevertheless,  up  to  18  per- 
cent of  patients  with  acoustic  tumors  of  all 
sizes  may  give  a normal  response.  “The  pre- 
sence of  a reduced  vestibular  response  does 
not  necessarily  indicate  the  presence  of  an 
angle  lesion,  nor  does  a normal  response  in- 
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dicate  the  absence  of  a tumor.”  (5) 

Radio^aphic  Evaluation: 

Roentgenologic  examination  of  the 
petrous  pyramids  is  mandatory  in  any  pa- 
tient in  whom  the  diagnosis  of  a tumor  of 
the  cerebellopontine  angle  is  entertained. 
In  routine  views  of  the  petrous  pyramids, 
three  things  stand  out;  (4) 

1.  If  well  taken,  up  to  85  percent  of 


these  lesions  will  show  changes 
early. 

2.  Though  Stenvers  views  are  the  most 
helpful,  the  Chamberlaine-Towne  and 
Caldwell  views  may  also  yield  infor- 
mation. 

3.  A difference  of  one  millimeter  in  the 
diameter  of  the  internal  acoustic 
meati  is  significant.  If  this  is  accom- 
panied by  erosion  or  difference  in 
the  shape  of  the  two  canals,  the 
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findings  are  strongly  suggestive  of  an 
acoustic  neuroma. 

With  minor  exceptions,  any  patient  with 
unilateral  tinnitus,  regardless  of  the  status  of 
his  hearing,  with  or  without  vestibular  symp- 
toms, should  have  petrous  pyramid  x-rays.  Of 
course,  it  goes  without  saying,  that  patients 
with  vestibular  symptoms  or  unilateral  senso- 
rineural hearing  losses  should  also  have  the 
benefit  of  a radiographic  evaluation. 


Tomography: 

Tomography  of  the  petrous  pyramids 
will  often  reveal  tumors  undetected  by  plain 
films.  It  is  also  an  important  tool  used  to  con- 
firm the  presence  of  an  acoustic  neuroma 
detected  by  plain  films.  In  addition,  in  the 
presence  of  negative  plain  films  in  a patient 
with  other  findings  suggestive  of  an  acoustic 
neuroma,  tomograms  are  certainly  indicated. 
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Contrast  Studies: 

Not  until  auditory,  vestibular  and  neu- 
ro-otologic evaluations  are  completed  and 
x-rays  of  the  petrous  pyramids  adequately 
evaluated,  should  contrast  studies  be  done. 
These  should  be  done  if  the  other  tests  point 
to  the  presence  of  an  acoustic  tumor  to  con- 
firm the  diagnosis  and  determine  the  size  and 
location  of  the  tumor.  Unfortunately,  under 
the  best  circumstances,  10  to  15  percent  of 
acoustic  tumors  are  not  recognized  in  plain 
petrous  pyramid  films. 

lophendylate  (Pantopaque)  examination 
of  the  posterior  fossa  is  perhaps  the  single  most 
definitive  diagnostic  procedure  available.  Throu- 
gh the  use  of  contrast  media  one  can  get  a much 
better  outline  of  the  cerebellopontine  angle 
and  internal  auditory  canal  than  with  air  con- 
trast studies,  and  patient  discomfort  follow- 
ing the  procedure  seems  to  be  less. 

Computerized  Tomography: 

Computerized  tomography  scanning  of 
the  ear,  a most  recent  addition  to  our  diagnos- 
tic armamentarium,  is  limited  in  several  res- 
pects: “1)  in  demonstrating  lesions  less  than 
1.5  cm  in  diameter,  2)  in  defining  subtle  chan- 
ges in  bony  structure”.  (3)  Thus,  very  small 
neuromas  as  well  as  subtle  erosions  of  the 
internal  auditory  canal  which  can  be  picked 
up  by  the  thin,  1 mm  slices  obtained  with 
multidirectional  tomography,  may  be  missed 
by  the  thicker  8 mm  slices  obtained  by  com- 
puterized tomography  machines.  In  addition, 
the  cost  of  this  equipment,  and  thus  the  cost 
to  the  patient  per  study,  are  certainly  a draw- 
back. Perhaps  in  time  CT  scanning  will  make 


the  early  diagnosis  of  acoustic  neuromas  very 
easy. 

Summary 

In  summary,  then,  a high  index  of  sus- 
picion is  absolutely  necessary  in  order  to  diag- 
nose acoustic  tumors  early.  If  one  does  not 
think  of  the  diagnosis,  it  will  most  likely  be 
missed.  One  must  suspect  anybody  with  tinni- 
tus, or  a unilateral  hearing  loss,  or  vestibular 
disturbances  or  a combination  of  these  symp- 
toms as  a possible  bearer  of  an  acoustic  neu- 
roma. The  importance  of  a complete  work-up 
cannot  be  overemphasized.  The  stakes  are  too 
high! 
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SPECIAL  ARTICLE 


HEALTH  CARE  COST  AND  ITS  CONTROL 

Wyndham  B.  Blanton,  Jr.,  MD 


Many  factors  underlying  the  widely  noted 
rise  in  the  cost  of  health  care  are  recognized 
by  all  who  study  the  problem  although  the 
priority  assigned  to  the  various  influences 
frequently  varies  according  to  the  background 
of  the  observer.  There  is  considerably  less 
agreement  with  respect  to  the  appropriateness 
of  the  many  proposed  remedies  to  this  rising 
cost.  The  influences  on  health  care  can  be 
categorized. 

The  Philosophical 

To  begin  with,  there  are  certain  beliefs 
and  philosophies  held  with  respect  to  health 
in  this  country  which  have  impacted  its  cost 
heavily.  First,  we  in  the  United  States  believe 
that  “everyone  has  the  right  to  health  care.” 
If  an  individual  cannot  afford  care,  it  will  be 
provided  to  him.  To  the  extent  that  previous- 
ly non-existent  care  now  is  available  and  uti- 
lized, cost  has  risen. 

Second,  we  feel  that  “cure  at  any  cost” 
is  desirable,  that  price  shall  not  deny  health, 
and  that  one  more  day  of  life  is  worth  any 
cost.  Whenever  there  have  been  suggestions 
of  advances  in  health  care  diagnosis  and  treat- 
ment, we  have  advocated  their  immediate 
use  and  the  consequent  cost.  We  have  not 
been  able  to  put  the  price  tag  on  health  which 
would  allow  some  judgment  of  the  cost  of 
its  maintenance  and  repair  against  the  bene- 
fits. 

Third,  the  increased  social  conscious- 
ness which  pervades  this  country  places  great 


emphasis  on  the  “dignity  of  the  individual.” 
Thus,  we  rebuild  hospitals  to  remove  the  wards 
and  create  single  rooms  with  private  bath- 
rooms, provide  secluded  waiting  rooms  for 
individual  families,  etc.  As  privacy  and  other 
intensified  use  of  people  and  space  go  with 
dignity,  so  goes  increased  cost. 

These  philosophical  considerations,  the 
’’right  to  health  care”,  “cure  at  any  cost”, 
the  “dignity  of  the  individual”,  and  others 
such  as  the  “Patient’s  Bill  of  Rights”  and  “ac- 
countability”, while  admirable  concepts,  do 
increase  cost  of  care. 

Economic  Laws 

The  economics  of  health  care  are  not  sub- 
ject to  the  laws  of  a perfect  competitive  eco- 
nomy and  do  not  offer  cost  control  today. 
The  inapplicability  of  the  law  of  supply  and 
demand  has  been  widely  noted.  The  increased 
number  of  surgeons  has  not  driven  down  the 
number  of  operations  per  surgeon  or  the  price 
per  operation;  instead,  number  of  operations 
and  prices  have  risen.  More  available  hospital 
beds  stimulate,  not  lessen,  demand  for  their 
use.  We  have  not  seen  yet  the  price  of  health 
care  at  which  demand  lessens. 

Neither  has  the  law  of  diminishing  or 
marginal  returns  found  application.  That  point 
in  health  care  has  not  been  reached  where  the 
input  of  additional  units  of  labor  and  capital 
is  not  rewarded  by  increased  utilization  and 
return.  The  stimulus  to  growth  remains. 

(Jiange  in  the  Product 

High  among  the  factors  in  the  apparent 
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rise  of  health  costs  is  the  fact  that  we  are 
providing  a different  product  to  care  for  health 
in  this  country  today.  With  every  passing  year 
a more  complex  and  sophisticated  system  of 
vastly  expanded  scope  and  comprehensiveness 
evolves.  Comparing  today’s  health  care  costs 
against  those  of  an  earlier  date  results  in  en- 
deavoring to  compare  prices  of  dissimilar  pro- 
ducts, the  old  apple  to  orange  problem.  Buying 
health  care  today  is  unquestionably  more  ex- 
pensive than  it  was  35  years  ago.  The  absolute 
cost  in  1940  was  $29  per  person;  in  1976, 
$638  per  capita.  But,  to  say  that  1976  health 
care  is  22  times  more  expensive  than  it  was 
in  1940  is  equivalent  to  saying  that  a $5,000 
automobile  is  20  times  as  expensive  as  a $250 
horse  and  buggy.  What  is  purchased  today  is 
that  much  different  from  health  care  bought 
in  1940. 

Various  estimates  have  been  offered  as 
to  how  much  of  the  difference  in  cost  is  due 
to  this  change  in  amount  and  sophistication 
of  care  and  how  much  is  due  to  higher  prices. 
Dr.  Martin  Feldstein,  the  Harvard  health  eco- 
nomist says  that  75  percent  of  the  rise  in  daily 
hospital  costs  is  caused  by  the  increase  in  the 
number  and  complexity  of  things  done  to  pa- 
tients; Mueller  and  Gibson  say  47  percent  of 
all  health  care  costs;  some  say  less.  In  any 
event,  it’s  a sizeable  percentage. 

The  technology  of  diagnosis  and  treat- 
ment has  changed  so  markedly  since  1940  in 
scope  and  complexity  as  to  have  been  com- 
paratively almost  non-existent  at  the  earlier 
date.  There  was  little  of  today’s  sophisticated 
diagnostic  help.  Treatment,  with  a few  excep- 
tions, was  largely  symptomatic,  surgical,  or 
supportive.  There  was  no  antibiotic,  nuclear 
medicine,  cortisone,  body  scan,  linear  accelera- 
tor, specific  medication  for  high  blood  pressure 
or  tumor  control,  organ  transplantation,  car- 
diac surgery,  control  of  tuberculosis  or  polio- 
myelitis, dialysis,  prenatal  testing,  or  the  many 
other  techniques  and  procedures  too  numerous 
to  list,  yet  each  revolutionizing  a segment  of 


the  practice  of  medicine. 

Not  only  was  limited  capability  offered 
to  lesser  numbers  a few  decades  ago,  but  the 
composition  of  the  population  served  was 
greatly  different.  Average  life  expectancy  of 
72.5  years  today  is  18.4  years  longer  than  the 
54.1  years  in  1920.  Our  people  are  older  but, 
because  of  the  “failures  of  our  success”,  on 
the  average  are  less  well. 

Lives  are  being  extended  today  which 
would  not  have  survived  just  a few  years  ago. 
These  lives,  though  saved,  frequently  are  not 
made  whole.  “Life-saving  technology  has  out- 
stripped health  preserving  technology,  and 
the  net  effect  has  been  to  worsen”  average 
health.  Today’s  population  includes  many 
sustained  in  imperfect  health  by  artificial 
supports  such  as  cardiac  pacemakers,  periodic 
renal  dialysis,  hormone  implants,  previously 
non-existent  drugs  and  other  techniques.  Our 
people  are  thus  more  health  care  dependent, 
becoming  more  so  with  each  advance  in  tech- 
nology. 

The  health  needs  of  today’s  society  are 
more  expensive  also  because  of  today’s  life 
style.  Automobiles  and  speed  add  50,000 
deaths  and  hundreds  of  thousands  of  injuries 
to  the  annual  need  for  medical  care.  Tobacco, 
alcohol,  drugs,  lack  of  exercise,  overeating, 
etc.,  increase  the  morbidity  of  our  people. 

The  cost  of  health  care  is  compounded 
further  by  the  attitudes  of  the  society  receiv- 
ing it,  the  requirement  for  certification  of 
quality  and  the  threat  of  liability  in  the  event 
of  unwanted  and  overly  optimistically  predicted 
outcome. 

Increasingly,  programs  to  monitor  the 
quality  of  medical  care  are  promoted  by  con- 
sumer, government,  and  peer  groups.  While 
there  is  yet  no  proof  that  existing  programs 
improve  the  quality  of  care  or  that  their  cost 
is  justified  in  light  of  the  benefits,  there  is  am- 
ple evidence  that  the  expense  of  these  programs 
is  not  insignificant.  The  PSRO  program  adds 
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$1.2  billions  to  the  national  health  care  bill. 
The  JCAH  has  gross  revenues  of  approximately 
$15  million.  Concurrent  review  cost  in  hospitals 
has  just  been  shown  by  OPEL  in  DHEW  to 
average  about  $18.50  per  admission.  These  are 
big  numbers.  Add  to  them  the  cost  of  surveillan- 
ce by  the  “Health”  of  DHEW,  the  Food  and 
Drug  Administration,  the  health  departments 
of  various  governments,  and  many  other  govern- 
ment groups  including  even  the  Internal  Reve- 
nue Service. 

The  threat  of  malpractice  and  other  liabi- 
lity suits  now  hangs  heavy  over  the  provider  in 
the  event  of  seeming  loss  of  quality  of  care. 
While  no  one  questions  the  right  of  an  injured 
party  to  compensation,  many  recognize  that 
the  system  has  broken  down  and  is  allowing 
inappropriate  claims,  unwarranted  liability, 
and  ridiculously  excessive  monetary  judgments. 
The  expense  of  settlement  of  such  judgments 
and  the  insurance  against  them  are  health  care 
expense.  In  California,  hospital  malpractice 
insurance  increases  patients’  per  day  charges 
by  $5.50,  a rise  of  over  34  percent  in  5 years. 
We  take  from  each  of  us  to  give  to  a few. 

Because  of  the  threat  posed  by  liability 
suits,  the  health  care  provider  is  careful  beyond 

reason.  He  tests,  retests,  and  uses  batteries 
of  tests  where  fewer  might  do.  He  hospitalizes 
to  be  sure.  He  treats  longer  and  more  vigo- 
rously. He  practices  defensive  medicine,  me- 
dicine which  has  been  estimated  to  add  15 
percent  to  the  nation’s  health  bill. 

To  collect  these  thoughts  on  the  effect 
of  the  changes  in  the  character  of  health  care 
on  its  cost:  health  care  today  is  a vastly  dif- 
ferent technical  product,  designed  for  a dissi- 
milar, needier  customer,  certified  as  to  quality, 
reinforced  improperly  by  defensive  medicine, 
and  influenced  by  the  heavy  threat  of  liability. 
Today’s  version  of  health  care  does  and  should 
cost  more. 

The  Heirnbiir.seinent  8y.stein 

Now  consider  the  method  of  reimburse- 


ment as  an  influence  on  the  cost  of  health 
care.  The  system  by  which  health  care  provi- 
ders are  paid,  encompassing  fee  for  service, 
third  party  payment  sources,  and  retrospective 
cost  reimbursement,  of  itself  increases  cost. 

The  idea  of  “insured”  health  care  by  its 
very  concept  was  almost  doomed  from  its  in- 
ception. In  other  forms  of  insurance,  life,  fire, 
theft,  auto  damage,  etc.,  an  undebatable  event 
occurs  and  a previously  agreed  or  cheapest 
replacement  value  is  paid  for  that  occurrence. 
There  is  little  question  as  to  liability.  The  ac- 
tuarial factors  to  be  considered  are  clear. 

Not  so  with  health  insurance.  There  are 
many  options  and  elections,  variable  levels 
and  quality  of  appropriate  care,  different 
prices  for  seemingly  the  same  service,  limitless 
liability,  variants  of  insurability,  and  subjective 
determinents  of  damage  to  the  insureds.  Con- 
sequently the  existence  and  extent  of  liability 
of  the  insurer  is  often  in  doubt.  To  render  health 
insurance  plans  actuarially  sound  has  been 
difficult  and  expensive. 

However,  the  only  way  to  meet  our  na- 
tional promise  of  the  right  to  health  care  in- 
volves some  type  of  guarantee  — private,  coo- 
perative, or  government.  Thus,  our  present 
systems  of  insurance  coverage  have  evolved. 

Attested  by  the  fact  that  all  but  13  million 
Americans  have  some  protection  and  all  but  37 
million  have  full  coverage  against  catastrophic 
medical  expenses,  government  and  private 
insurance  carriers  do  a tremendous  business. 

Our  system  of  payment  by  insurance  adds 
to  the  cost  of  health  care  in  several  ways. 

First,  the  administrative  costs  are  sizeable. 
As  large  as  these  seem  in  the  private  insurance 
plans,  they  are  cheaper  than  the  equivalent  costs 
of  Medicare  and  Medicaid,  the  government  insur- 
ance plans. 

Second,  the  largest  insurors  (Medicare/ 
Medicaid,  Blue  Cross/Blue  Shield)  and  others 
pay  a proportion  of  the  cost  of  producting  heal- 
th care,  eliminating  from  their  determination  of 
cost  many  valid  expenses  of  care  which  provi- 
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ders  then  must  cover  from  other  sources.  This 
default,  the  gap  between  true  cost  and  that  paid 
by  Medicare,  etc.,  for  their  patients  which  must 
be  paid  by  someone,  is  passed  through  as  char- 
ges to  those  patients  paid  for  by  other  sources. 
Thus,  some  patients  pay  charges  higher  than  the 
cost  of  their  own  care  to  subsidize  the  govern- 
ment and  other  programs. 

Third,  the  patient  is  isolated  from  concern 
over  the  finances  of  his  health  care.  Since  their 
parties  stand  financially  between  the  doctor 
and  his  patient,  neither  feels  the  pressure  of 
high  medical  prices,  numerous  procedures, 
freely  dispensed  drugs,  or  overutilized  hospital 
stays.  Neither  is  stimulated  to  hold  cost  down. 
The  problem  is  exaggerated  because  most  people 
bought  “first  dollar  coverage”  in  the  early  days 
of  health  insurance.  Later  attempts  to  sell  chea- 
per policies  featuring  coinsurance  with  its  con- 
sequent concern  by  the  patient  for  the  cost 
of  his  care  have  generally  been  repulsed. 

Fourth,  plans  conceived  in  the  beginning 
unknowing  days  of  health  insurance  further 
compounded  cost  because  their  design  encour- 
aged, even  forced,  more  expensive  care  by  de- 
nying payment  for  consultations,  work  in  the 
doctor’s  office,  outpatient  laboratory  work, 
etc. 

Fifth,  perhaps  though  the  greatest  mistake 
made  by  the  largest  purveyors  of  health  care 
insurance  was  designing  a system  of  payment 
based  in  the  retrospective  determination  of 
the  cost  of  care.  Such  payment  systems  offer 
absolutely  no  incentive  to  lower  the  cost  of 
care.  In  fact,  the  stimulus  is  the  opposite  — 
to  add  to  the  volume,  scope,  and  intensiveness 
of  care.  The  greater  the  expense  to  the  provi- 
der, the  larger  the  dollar  return. 

To  leave  the  question  of  insurance,  but 
further  with  reference  to  our  reimbursement 
system,  by  the  very  nature  of  health  care  the 
user  cannot  play  the  role  of  intelligent  purcha- 
ser as  he  can  in  the  grocery  store.  Though  he 
could  and  should  know  much  more  than  he 
does  about  his  body  and  its  care,  his  contact 


with  the  health  field  is  too  infrequent  and  the 
subject  too  complex  to  allow  him  adequate 
comparisons  among  alternatives.  By  default 
the  physician  becomes  the  sole  purchasing 
agent  for  his  patient.  Also  he,  too  often,  is  not 
cost  concerned. 

Finally  in  reference  to  reimbursement,  our 
fee-for-service  system  of  payment,  though  in 
keeping  with  our  way  of  life,  tends  to  push 
cost  up  or  at  least  offer  no  incentive  to  constrain 
cost.  The  more  I do  for  you;  the  more  you  will 
pay  me.  The  more  clothes  you  buy,  the  more 
days  you  stay  in  your  hotel  room,  the  more 
blood  counts  you  have,  the  higher  your  bill  will 
be. 

To  capsule,  the  health  care  reimbursement 
system  has  added  to,  rather  than  offered  control 
over,  the  rising  cost  of  health  care. 

Other  Costs  Passed  Through 

Look  now  at  the  other  myriad  of  costs 
contributing  to  the  production  and  maintenance 
of  health  which  are  passed  through  to  the  pa- 
tient’s bill..  The  greatest  determinant  of  price, 
the  sum  total  of  the  cost  of  the  raw  materials 
to  the  provider,  includes  all  wages  and  salaries, 
employee  benefits,  contracted  services,  equip- 
ment, supplies,  food,  and  drug  costs.  To  the 
extent  that  such  costs  have  inflated  in  the  total 
economy,  health  care  costs  have  risen.  But  — 
we  will  discuss  nationwide  inflation  no  fur- 
ther. It’s  obviously  the  major  portion  of  all 
rise  in  cost. 

Hospital  wages  and  salaries  have  been 
particularly  troublesome.  Since  over  40  percent 
of  all  the  nation’s  health  expenditures  (exclud- 
ing research  and  construction)  are  spent  for 
hospital  care  and  since  approximately  60  per- 
cent of  all  hospital  costs  are  related  to  person- 
nel cost,  the  heavy  impact  of  hospital  wages 
and  salaries  is  easy  to  see.  It  is  estimated  that 
the  new  minimum  wage  law  alone  will  add 
over  $2  billion  annually  to  the  present  health 
care  bill. 
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From  1965  to  1975  the  health  care  bill 
for  the  country  rose  $69.7  billion  to  $118  bi- 
llion, a little  less  than  double.  Total  govern- 
ment spending  has  doubled  in  the  last  seven 
years.  Mueller  and  Gibson  have  sho>vn  that 
53  percent  of  this  health  care  cost  rise  was  due 
to  increase  in  prices  and  costs,  38.  3 percent 
was  due  to  greater  volume  and  utilization  of 
service  (including  new  developments  and  im- 
provements in  the  quality  of  care)  and  8.7  per- 
cent was  caused  by  increase  in  population 
served. 

The  great  and  peculiar  rise  in  professional 
and  hospital  malpractice  insurance  costs  has 
inflated  the  costs  passed  through  to  the  patient 
beyond  the  level  of  other  costs. 

Recent  federal  legislation  in  areas  of  plan- 
ning and  quality  control  has  added  costs  not 
previously  existent  to  the  health  care  bill.  Some 
of  these  are  passed  directly  through  to  the  pa- 
tient. The  PSRO  cost  has  already  been  cited. 
The  bureaucratic  planning  mechanism  created 
by  P.L.  93-641  with  its  HSA’s  and  councils 
is  federally  budgeted  to  cost  $145  million  in 
fiscal  year  1978. 

Government  regulation  causes  increased 
and  unnecessary  construction  and  operational 
cost.  Such  added  costs  are  passed  through. 
The  paper  work  cost  of  our  government  and  its 
regulations  is  now  above  $40  billion,  almost 
1/lOth  the  size  of  the  entire  federal  budget. 
How  much  of  this  is  applicable  to  health  care? 
The  excessive  costs  of  OSHA  are  painfully 
felt  by  health  care.  Certainly  much  is  passed 
through  to  the  patient. 

What  is  the  cost  of  compliance  with  go- 
vernment regulation?  It  has  to  be  tremendous. 
One  325-bed  California  hospital  judges  its 
compliance  to  cost  $10.75  per  patient  day. 
This  extrapolates  for  the  total  hospital  indus- 
try to  a cost  of  $2.6  billion.  The  cost  of  health 
care  regulatory  compliance  must  be  over  $3 
billion. 

There  is  waste  and  inefficiency  through 
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the  health  care  system.  There  are  incorrectly 
allocated  resources  and  inappropriately  utilized 
facilities  and  people.  There  is  fraud  and  abuse, 
some  say  3 - 5 percent  of  the  total  health  care 
bill.  Obviously,  the  system  must  rid  itself  of 
all  such  unnecessary  additions  to  the  price  of 
national  health. 

Health  Care  Management 

Admittedly,  management  inadequacies  th- 
roughout the  health  care  industry  have  exag- 
gerated the  national  health  cost.  The  impact  of 
previously  described  problems  would  have  been 
lessened  in  a well  managed  system.  Coordinated 
planning  by  the  industry  could  have  obviated 
the  need  for  federal  government  intervention, 
engineered  significant  cost  savings  in  construc- 
tion and  operation,  and  better  exploited  the 
benefits  of  size,  shared  services,  etc.  The  indus- 
try has  had  trouble  handling  the  larger,  more 
sophisticated  requirements  of  modern  health 
care. 

Are  High  Costs  Too  High? 

Much  is  made  over  the  fact  that  our  health 
care  costs  have  risen  to  8.6  percent  of  our  gross 
national  product.  In  1950  costs  were  less  than 
5 percent  of  the  G.N.P.  They  are  said  to  be 
headed  over  10  percent  in  the  1980’s.  Is  this 
rise  inappropriate,  admitted  that  all  of  the  waste 
and  fraud  must  be  out  of  the  system?  Should  it 
not  cost  10  percent  of  the  G.N.P.  to  render 
total  health  care  to  all  the  citizens  of  the  United 
States? 

Using  1975  for  comparisons  when  health 
care  costs  were  $118  billion,  the  cost  for  the 
U.  S.  consumption  of  alcohol  and  tobacco  was 
$40  billion.  The  cost  of  private  automobile 
transportation  was  $120  billion.  Is  it  improper 
that  health  costs  three  times  as  much  as  alcohol 
and  tobacco  or  as  much  as  private  automobiles? 
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Is  the  proportionate  cost  of  health  care  too 
high?  There  is  no  proof  that  it  is.  The  argu- 
ments are  historical  and  not  based  in  benefit 
analyses. 

There  is  suggestion,  however,  that  we  may 
be  approaching  the  point  where  health  care  ex- 
pense should  go  no  higher  barring  some  dramatic 
breakthrough  in  technology.  The  marginal 
returns  from  present  approaches  to  health 
may  be  nearing  zero. 

From  1920  to  1950  life  expectancy  moved 
from  54  years  to  68.2  years,  an  increase  of  14 
years  or  almost  one-half  year  of  increased  life 
per  year  of  time.  From  1950  to  1975  life  ex- 
pectancy improved  4.3  years  or  just  one-sixth 
year  expectancy  per  year  of  time.  At  some  early 
decade  will  further  inputs  of  capital  and  labor 
add  no  life? 

Basis  for  Change  - Priorities 

Assume  though  that  cost  of  health  care 
is  too  high,  and  most  will  acknowledge  this 
even  though  the  indices  reflecting  the  rapidity 
and  degree  of  rise  are  suspect.  What  should  be 
done?  Can  it  be  reduced?  During  inflation  with 
new  knowledge  and  technology  continuously 
coming  into  use,  there  is  only  a single  acceptable 
alternative  to  rising  costs  — the  reallocation  of 
resources,  eliminating  or  reducing  some  expenses 
in  favor  of  the  introduction  or  rise  of  others. 
Preferences  must  be  established  to  direct  the 
flow  of  finite  health  dollars  facing  infinite  de- 
mand. Priority  targets  and  techniques,  one  di- 
sease before  another,  one  age  group  or  loccility 
ahead  of  another,  one  drug  or  procedure  in  pre- 
ference to  another,  will  be  necessary.  With  such 
priorities  and  a defined  limit  as  to  how  much 
we  are  willing  to  spend,  we  can  eliminate  and 
reduce  expense  appropriately  — only  then,  not 
before. 


Is  this  nation  emotionally  or  technically 
able  to  make  these  hard  decisions  necessary  to 
limit  health  care  expense?  Are  we  ready  to  limit 
our  “end  stage  renal  disease”  program,  sacrifi- 
cing the  sick,  diminished,  and  terminal  lives  of 
those  with  this  chronic  disease  in  order  to  pro- 
vide the  money  for  research  to  prevent  the 
causative  in  other  problems?  Can  we  tolerate 
the  present  conditions  of  some  nursing  homes 
to  allow  funds  which  might  improve  them  to 
go  to  expand  our  ability  in  prenatal  diagnosis? 
Are  we  willing  to  pull  funds  from  a venereal 
disease  control  program  in  San  Juan  because 
of  a more  acute  need  in  Detroit? 

Are  we  ready  for  these  decisions?  I think 
not.  Given  the  political  involvement  necessary 
to  the  process  and  the  state  of  our  political 
abilities,  I am  sure  we  are  not! 

But,  the  questions  and  decisions  are  now; 
they  are  here.  We  have  decided,  at  least  at  the 
political  level,  to  make  an  effort  to  slow  the 
rising  costs.  The  dialogue  is  vague,  targeting 
no  particular  amount,  and  speaks  only  to  “lo- 
wer” costs  and  “slower”  cost  rise,  objectives 
also  demanding  that  priorities  be  established 
in  order  to  reduce  service. 

The  Responsibilities  For  Change 

The  political  forces  now  clamoring  for 
such  slowing  of  costs  are  strong  enough  to 
ensure  that  there  will  be  change. 

Wherein  lies  the  responsibility  for  deter- 
mining what  change,  for  guiding  the  transition, 
for  establishing  the  end  points?  Whose  are  the 
obligations  to  see  that  control  of  costs  is  not 
the  doorway  for  government  to  become  the 
practitioner  of  medicine?  Who  will  see  to  the 
maintenance  of  our  basic  voluntary,  pluralistic 
health  care  system  which  unquestionably  (in 
spite  of  statistical  distortion  to  the  contrary) 
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delivers  the  best  health  care  in  the  world  while 
allowing  professional  and  patient  freedom  and 
stimulating  research  and  innovations  in  still 
better  health? 

Many  in  our  federal  bureaucracy  are  ready 
to  usurp  these  determinations.  But,  that  must 
not  be.  Cost  containment,  like  national  health 
insurance,  must  not  be  the  stepping  stone  to 
government  medicine.  Government  as  fiscal 
intermediary  and  regulator  is  vastly  different 
in  concept  and  reality  from  government  as  pro- 
vider! 

Whose  responsibility?  It  is  that  of  all  three 
presently  involved  parties  — patients,  providers 
and  payors. 

The  patient  has  a proper  interest  because 
the  volume  of  services,  the  elaborateness  of  fa- 
cilities, and  the  intensity  of  care  is  directed  at 
him,  the  ultimate  payor.  Providers  must  be  in- 
volved since  they  approve  and  stimulate  this 
demand,  have  the  prerogative  yet  to  establish 
levels  of  profit  or  reinvestment  in  non-profit 
expansion  (the  frequent  alternative  to  profit) 
and  have  the  inherent  ability  to  adequately 
inform  both  other  parties  of  the  triumvirate, 
the  patient  and  the  payor,  as  to  the  needs  of 
and  threats  to  the  system.  Payors  have  obliga- 
tion for  they  have  the  intermediate  dollar  con- 
trol, can  touch  all  providers  and  all  patients 
to  give  communication  and  continuity  to  the 
system,  and  possess  the  only  ability  short  of  the 
government’s  to  be  sure  that  no  one  fails  to 
find  or  loses  access  to  care. 

However,  there  is  a component  missing 
from  or  diffused  too  widely  among  these  three 
parties  at  present  — leadership.  The  lack  of 
unified  universal  non-governmental  direction 
is  probably  the  greatest  threat  to  good  health 
care  in  the  United  States. 

Such  leadership  should  have  come  from 
the  provider.  The  voice  of  the  consumer  is 
strong  and  searching.  Insurance  companies 


are  hurt,  scared,  and  grasping  for  survival.  How- 
ever, the  provider  is  the  only  one  of  the  triad 
who  can  give  leadership  based  in  knowledge 
of  all  the  options. 

Any  void  created  by  the  default  in  its 
responsibility  by  any  one  of  these  three  parties 
or  their  leadership  will  be  filled,  by  federal 
bureaucracy.  In  fact,  it  is  being  filled  today! 

The  Requirements 

Against  the  background  of  this  discussion 
of  the  factors  influencing  the  rise  in  health  care 
cost,  the  need  for  priority  determinations  as  the 
foundation  to  efforts  to  control  such  cost,  and 
the  responsibility  for  change,  look  now  at  the 
essentials  which  must  be  recognized  in  a realistic 
approach  to  cost  containment.  If  costs  are  to  be 
restrained,  any  control  must  treat  all,  not  some, 
of  the  elements  of  cost,  must  consider  cost  in 
light  of  quality,  and  must  recognize  our  national 
promise  to  health  care  with  equal  access  for  all 
persons.  To  build  a program  which  does  not  ad- 
dress each  of  these  considerations  is  to  depend 
on  futile,  or  at  best  temporary,  expedients. 

Since  health  care  cost  will  be  determined 
in  large  measure  by  the  number  of  people  cared 
for,  our  pledge  of  coverage  of  all  persons  whe- 
ther by  insurance  or  other  means  must  be  dealt 
with  before,  or  certainly  simultaneously  with, 
other  cost  determinants.  To  do  otherwise  is  to 
build  a house  for  a family  not  yet  complete. 

Appropriate  coverage  will  utilize  private 
resources  insofar  as  possible  — money,  people, 
and  programs.  Thus,  the  nucleus  of  payment 
for  quality  health  care  must  be  based  in  private 
insurance.  In  turn,  the  core  of  this  private 
insurance  must  be  a universally  available  health 
insurance  policy  providing  a floor  of  basic 
health  care,  similar  throughout  the  nation, 
sold  by  many,  and  held  by  all.  Frills,  added 
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features,  and  extras  certainly,  but  not  until 
the  basic  health  coverage  of  the  policy  is  in- 
variant. Only  then  can  we  certify  to  the  ade- 
quacy of  the  quality  and  volume  of  our  health 
care  coverage. 

When  each  person  able  to  do  so  through 
private  auspices  holds  this  basic  policy  provi- 
ding medically  and  socially  acceptable  mini- 
mal benefits,  two  necessities  remain:  (1)  to 
get  such  coverage  as  a floor  into  all  medically 
indigent  and  federal  patient  hands,  and  (2)  to 
allow  and  provide  for  additional  scope,  com- 
prehensivess,  and  complexity  of  choices.  A 
combination  of  programs  will  accomplish  this. 

Medicare  should  be  continued.  Medicaid 
and  Title  V programs  should  be  federalized 
as  to  total  funds  and  guidelines  with  state  and/ 
or  local  implementation.  A new  federally  paid 
package  must  be  designed  to  care  for  the  un- 
employed and  near  poor.  Catastrophic  cover- 
age (including  psychiatry,  long  term  care,  and 
supportive  ancillary  modalities  such  as  dentis- 
try) must  be  provided  to  all  through  private 
insurance  consortia  supplemented  by  federal 
funds  for  “federal  patients”.  Preventive  health 
measures  must  be  covered. 

Wherever  possible,  private  intermediaries 
must  be  utilized  in  implementing  these  pro- 
grams. Appropriate  incentives  and  disuaders 
must  be  built  into  the  plans  — coinsurance  fea- 
tures throughout;  preferential  reimbursement  to 
more  economical  care;  lower  deductibles  for 
those  who  have  carried  our  preventive  health 
measures,  etc. 

Though  this  approach  through  multiple 
programs  rather  than  one  grand  plan  may  seem 
fragmented,  all  cracks  can  be  filled  so  that  no 
one  falls  through  this  floor  of  health  care  co- 
verage. The  pluralism  thereby  preserved  and 
the  avoidance  of  the  waste  and  other  pitfalls 
inherent  in  a single  massive  bureaucracy  more 
than  offset  the  problems  caused  by  the  result- 


ing required  coordination. 

Given  such  universal  assurance  that  all  per- 
sons are  afforded  care,  it  is  then  reasonable  to 
address  the  other  elements  requiring  consider- 
ation in  any  national  effort  to  contain  health 
care  costs: 

(1)  The  scope  and  sophistication  of  the 
health  care  to  be  paid  for  by  the  federal  systems 
must  be  defined  and  quantitated  before  cost 
control  can  be  effectively  planned.  It  must  be 
based  in  long  range  national  planning  into  which 
guarantees  are  built  that  local  needs  are  addres- 
sed and  that  the  advice  of  the  appropriate 
professional  is  heard  and  heeded. 

(2)  Private  insurance  programs,  actuarially 
monitored  and  supervised  by  state  commissions 
under  federal  guidelines,  must  utilize  the  same 
standards  as  the  federally  supported  programs 
for  the  judging  appropriateness  of  access  to  the 
levels  of  health  care. 

(3)  Prospective  budgeting,  not  pegged  to 
percentage  of  cost,  in  respect  to  all  federally 
funded  health  care  programs  is  fundamental. 
Such  plans  should  be  administered  by  private 
initiative  or  the  states  under  federal  guidelines. 
Any  arbitrary  limits  placed  on  charges  must  be 
accompanied  by  controls  over  the  cost  elements 
contributing  to  those  charges. 

(4)  Private  insurance  programs  must  reach 
agreement  prospectively  with  health  care  faci- 
lities and  other  providers  as  to  fees  payable 
on  behalf  of  private  patients.  Such  agreements 
may  well  involve  consortia  of  payors  and/or 
providers,  might  be  through  formula  or  other 
means,  not  to  include  percentage  of  cost,  but 
should  not  extend  beyond  regional  bounds. 

(5)  Peer  groups  must  monitor,  judge,  and 
arbitrate  the  volume,  quality,  and  appropria- 
teness of  service  provided  for  the  dollar  ex- 
pended. Such  activity  should  not  discriminate 
between  the  private  and  government  insur- 
ance patient. 
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(6)  Some  mechanism  must  be  created 
to  encourage  and  allow  individual  providers 
acting  in  concert  to  judge  and  outlaw  exor- 
bitant charges.  Without  this,  the  sins  of  a few 
will  destroy  the  freedom  of  many.  Providers, 
in  hardnosed  and  not  necessarily  democratic 
fashion,  must  organize  to  lead  this  effort  now 
while  there  are  options. 

(7)  The  problems  of  malpractice  and 
their  contribution  to  health  care  cost  must  be 
resolved  as  a part  of  cost  containment. 

(8)  Fraud  and  abuse,  like  malpractice, 
an  inappropriate  cost  to  health  care,  must  be 
eradicated.  We  may  disagree  with  the  methods 
used  to  date  but  not  with  the  objectives.  This 
form  of  dishonesty  is  so  abhorent  to  the  es- 
sential basic  motivation  of  health  care  pro- 
fessionals that  the  irreversible  destruction 
of  the  offender  as  a health  care  source  seems 
warranted  to  many. 

(9)  Any  far-sighted  program  of  cost  con- 
tainment must  provide  for  research  and  the 
development  and  transfer  of  new  technology. 
There  are  estimates  that  our  spending  today 
for  such  is  about  $8  billion  annually  or  nearly 
7 percent  of  total  health  cost.  Is  this  appro- 
priate? Do  we  spend  sufficient  monies  in 
evaluating  and  planning  the  implementation 
of  new  technology?  Are  the  dollars  in  health 
care  research  correctly  administered?  These  and 
many  other  questions  must  be  answered  before 
we  can  set  the  cost  of  research,  which  necessa- 
rily must  not  only  tolerate  but  encourage  a 
large  measure  of  undirected  research,  in  proper 
relation  to  overall  cost. 

(10)  Finally,  but  surely  not  conclusively, 
in  our  national  effort  to  control  costs,  the  pro- 
cess must  address  the  capital  costs  of  health 
care.  These  must  be  contained  not  only  because 
their  depreciation  is  one  of  the  elements  of 
total  cost  which  is  passed  on  for  reimbursement 
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but  because  the  very  existence  of  a capital  re- 
source dictates  recurrent  annual  operating  costs. 
For  example,  the  $2  billion  value  of  the  CAT 
scanners  planned  is  not  of  itself  threatening  in 
light  of  its  promise  until  it  is  realized  that  its 
use  presages  a recurrent  annual  operating  cost 
of  $2  billion. 

Further,  re  capital  resources,  there  is  but 
little  question  that  “certification  of  need”  is 
here  to  stay.  It  is  safe  to  predict  that  in  some 
future  generation  of  the  planning  process  decer- 
tification and  recertification  of  facilities  and 
personnel  will  be  realities.  An  adequate  and 
tolerable  cost  containment  program  must  ad- 
dress this  area  of  need  and  assure  that  its  treat- 
ment is  effected  so  as  to  protect  the  rights  and 
interests  of  dedicated  and  deeply  involved  in- 
dividuals and  organizations  which  are  being 
subjected  to  the  greater,  overriding  needs  of 
society. 

Present  Legislative  Direction 

Given  these  models  for  cost  control,  as 
imperfect,  undesirable,  or  impossible  as  they 
may  seem,  judge  current  legislative  directions 
against  them. 

Present  cost  containment  proposals,  though 
flawed  to  different  degrees,  include  defects  of 
omission  and  commission: 

1.  They  do  not  address  first  or  at  least 
concurrently  the  need  for  increased 
care  of  large  segments  of  our  popula- 
tion. Therefore,  the  volume  of  services 
required  of  the  health  care  system  is 
unknown. 

2.  The  necessary  prioritorization  of  op- 
tions as  to  scope  and  comprehensive- 
ness has  not  been  directly  addressed 
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nor  has  a mechanism  been  proposed 
to  do  so. 

3.  Determination  has  not  been  made  as 
to  what  health  care  cost  should  be. 
Targets  have  not  been  set. 

4.  The  efforts  do  not  distinguish  adequa- 
tely between  rise  in  price  per  unit  as 
opposed  to  the  number  of  units  utili- 
zed per  health  task  as  influences  on 
rising  cost. 

5.  There  is  an  attempt  in  some  proposals 
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to  place  arbitrary  limits  over  all  with- 
out capping  the  contributing  ele- 
ments. 

6.  All  elements  contributing  to  cost  and 
its  rise  are  not  being  addressed. 

7.  There  are  not  adequate  incentives  and 
disincentives  to  lead  providers  and 
consumers  to  defer  to  societal  needs 
rather  than  their  own  expedient 
thirsts. 
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MEDICAL  AND  CARDIOLOGICAL  ASPECTS  OF  THE 
PASSION  AND  CRUCIFIXION  OF  JESUS,  THE  CHRIST 
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Medical  aspects  of  the  passion  and  cruci- 
fixion of  Jesus  Christ  have  received  interest 
and  attention  but  by  a few  medical  historians 
and  thoughtful  physicians.  (See  Figure  1 map 
of  Jerusalem). 

Gethsemane 

The  date  of  The  Crucifixion  was  Friday, 
April  7,  A.D.  30  (15th  of  Nisan).  Christ’s 
passion  began  the  preceding  day  from  about 
9 pm  to  midnight,  in  the  Garden  of  Gethse- 
mane (2),  which  lay  about  a mile  across  the 
Kidron  Valley  near  the  foot  of  the  western 
slope  of  the  Mount  of  Olives,  following  the 
Last  Supper  (at  Coenaculum,  the  Upper  Room) 
(1)  which  probably  transpired  about  8 pm. 
Here,  as  recorded  by  ‘The  Beloved  Physician”, 
Luke,  and  “being  in  an  agony”.  . . “his  sweat 
became  like  great  drops  of  blood  falling  down 
upon  the  ground”.  Bloody  sweat  (hemohydro- 
sis,  haematidrosis)  is  exceedingly  rare.  In  the 
state  of  disappointment,  denial,  desertion, 
loneliness,  agony,  “fear  on  fear”  and  extreme 
mental  suffering  and  stress  in  which  Christ 
was  under  at  this  period,  there  may  have  oc- 
curred autonomic  nervous  system-induced  ca- 
pillary dilatation  and  augmented  vascular 
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permeability,  leading  to  bursting  of  the  capi- 
llaries with  extrusion  of  blood  and  sweat  over 
the  body. 

Arrest.  Trial  before  Caiaphas  and  Sanhedrin 

Following  his  arrest  (about  midnight  to 
1 am)  by  the  Roman  garrison  guided  by  the 
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traitor,  Judas  Iscariot,  Jesus  was  bound  with 
ropes  and  led  or  dragged  initially  to  the  house 
of  Annas,  the  influential  father-in-law  of  Caia- 
phas,  the  high  priest  (A.D.  18-36).  At  the  resi- 
dence of  Caiaphas  (southwestern  Jerusalem,  3), 
he  was  denied  by  Peter  (cock  crowing  in  the 
courtyard),  mocked,  spit  upon  and  beaten  with 
blows  to  the  face,  head,  chest  and  stomach. 
Between  midnight  and  daybreak  the  Sanhedrin 
council,  with  Caiaphas  serving  as  the  presiding 
officer  (the  main  Jewish  trail),  condemned 
him  as  deserving  death  on  the  charge  of  “blas- 
phemy” from  his  acknowledging  himself  as  the 
“Son  of  God”.  At  daylight  (about  5-6  am)  the 
Sanhedrin,  supported  by  Caiaphas  and  the  re- 
ligious groups,  the  Sadduces  and  Pharisees, 
officially  ratified  its  “midnight  decision”. 
Weakness  was  developing.  This  condemnation 
lay,  but  permission  of  the  governing  Romans 
was  required  for  any  execution. 

Before  Pilate.  Before  Herod 

Jesus  was  bound  and  handed  over  to  Pon- 
tius Pilate,  a native  of  Spain,  at  Fort  Antonia 
(The  Praetorium,  4)  in  the  northeastern  part 
of  Jerusalem,  the  dwelling  of  Pilate  and  the 
Roman  garrison  — about  6-8  am.  Under  the 
Emperor  Caesar  Tiberius  (A.D.  14-37),  Pilate 
served  as  Procurator  and  Roman  governor 
of  Judea  (A.D.  26-37),  and  all  civil  and  cri- 
minal matters  were  answerable  to  him.  The 
charge  was  — sedition  against  the  Roman  go- 
vernment — for  making  himself  a king  and 
forbidding  the  paying  of  taxes  — charges  con- 
sidered of  concern  to  Pilate. 

After  discovering  that  Jesus  was  a Gali- 
lean, Pilate  gladly  sent  him  to  King  Herod 
Antipas,  the  tetrarch  of  Galilee,  “The  Fox”, 
appointed  by  Caesar,  at  the  Palace  of  Macca- 
bees (western  Jerusalem,  5).  This  Herod,  the 
cruel  beheader  of  John  The  Baptist  for  his 
denunciation  of  Herod  living  in  adultery  with 
Herodias,  his  brother  Philip’s  wife  (and  son 
of  Herod  The  Great,  massacrer  of  the  chil- 


dren of  Bethlehem  at  Jesus’  birth)  dressed 
the  speechless  Jesus  in  a white  garment  as 
mockery  and  referred  him  back  to  Pilate. 
(Herod  Antipas  later  was  accused  in  a cons- 
piracy, stripped  of  his  dominion  and  died 
in  exile  at  Lyons  or  in  Spain). 

Judas  (of  Kerioth)  hanged  himself,  fell 
bursting  asunder  with  his  bowels  gushing  out 
(Akeldama,  Field  of  Blood). 

Second  Trial  Before  Pilate.  Sentencing 

This  was  the  main  Roman  trial  at  the 
Ecce  Homo  Arch  Tower  of  Antonia  (4)  be- 
fore Pilate.  Here  Jesus  was  scourged  again 
and  subjected  to  blows  about  the  face  — 
the  “Halfway  Death”.  Scourging  entailed 
“forty  stripes  save  one”  by  Jewish  law,  up 
to  100  stripes  by  Roman  law,  with  the  vic- 
tim tied  to  a whipping  post,  carried  out  by 
one  or  two  trained  men  called  lictor,  employ- 
ing a whip  (flagellum,  fragrum)  fabricated 
from  a number  of  leather  thongs  weighed 
with  pieces  of  bone,  lead,  iron  or  sharpe  me- 
tal. With  the  clothes  stripped  the  victim  was 
beaten  on  the  bare  back  until  the  flesh  was 
torn-open,  producing  bleeding  and  sometimes 
traumatic  shock  or  death.  Jesus  by  this  time 
fell  exhausted  and  may  have  been  unconscious. 

Here  at  Pilate’s  judgment  seat  at  the 
Lithostratos  (Gabbatha,  The  Balcony,  The  Pa- 
vement), even  after  finding  Christ  guiltless  on 
at  least  four  investigations,  at  the  sixth  hour, 
Pilate  was  forced  by  the  vindictive  mob  to  make 
a decision,  one  calling  for  crucifixion,  as  scour- 
ging alone  was  nonsatisfying  to  his  accusers. 
With  Jesus  waiting  in  his  blood-soaked  clothes, 
having  endured  multiple  trials  of  numerous 
illegalities  and  barbarism  — “Behold  the  man” 
— Pilate  under  the  threats  of  being  reported 
to  Caesar,  symbolically  washed  his  hands  of 
Jesus’  blood,  released  the  murderer  and  in- 
surrectionist Barabbas,  and  reluctantly  (in 
spite  of  the  direful  warning  of  Procula,  his 
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wife)  acquiesced,  delivering  Him  to  be  cruci- 
fied. The  burning  urgency  was  that  He  must 
die,  and  be  put  away  before  the  Sabbath. 

The  Roman  guard  proceeded  to  inflict 
further  punishment  with  blows  and  mockery 
consisting  of  dressing  him  in  a purple  cloak 
of  royalty,  and  plaiting  a crown  of  thorns 
for  his  head.  Jesus  was  then  stripped  of  the 
robe,  given  back  his  own  clothes,  and  accord- 
ing to  the  custom  was  compelled  to  carry  his 
own  cross,  as  He  was  led  out  to  be  crucified. 
In  Jewish  custom  judicial  slaying  was  only  by 
stoning,  while  the  Romans  practiced  crucifi- 
xion. 

Among  many  legends,  Pilate  is  believed 
to  have  committed  suicide  in  Gaul,  and  his 
wife  Procula  became  a Christian. 

The  Cross  and  Origin  of  Crucifixion 

Crucifixion  was  introduced  as  a form  of 
capital  punishment  by  the  Phoenicians  via 
Carthage,  and  it  was  Rome’s  castigation  th- 
roughout the  Mediterranean  basin  and  Roman 
world  for  centuries  (from  approximately  the 
6th  century  B.  C.  to  the  4th  century  A.  D., 
finally  being  banished  in  A.D.  337  by  Cons- 
tantine The  Great,  the  first  Christian  empe- 
ror), to  execute  slaves,  foreigners,  the  worst 
and  vilest  criminals  and  revolutionaries.  It 
was  a purposeful  and  scientifically  devised 
ritual  to  produce  the  maximal  agony  and  pro- 
longed suffering,  bloodless,  sometimes  the 
victim  enduring  4-6  days  before  death  fell. 
In  Christ’s  case,  it  was  over  in  6 hours  — sus- 
pended on  the  cross  for  about  3-6  hours. 

The  entire  cross,  the  crux  immissa  (crux 
sublimus)  consists  of  the  fixed  upright  por- 
tion of  6-8  feet  in  height  (the  stipes  crucis), 
the  crossbar  (patibulum),  the  crotchpiece  or 
seat-block  which  is  a piece  of  wood  between 
the  legs  fixed  to  the  middle  of  the  stipes  (the 
sedulum,  sedile,  sedeve  cruce)  and  the  foot 
support  — both  of  the  latter  prolonging  the 


agony.  The  total  weight  of  a cross  was  300- 
800  lbs.  The  patibulum  (3  by  5 inch  cypress) 
was  the  portion  of  the  cross  which  the  victim 
was  forced  to  carry,  and  it  would  weigh  30- 
80  lbs.  However,  the  painting  by  El  Greco, 
“Christ  Carrying  The  Cross”,  depicts  Jesus 
on  his  way  to  Calvary  carrying  a complete 
cross.  Art  works  usually  show  a T-shaped 
cross.  Tradition  says  that  the  actual  cross 
on  which  Jesus  was  crucified  was  found, 
A.  D.  325,  under  the  site  of  the  present  Church 
of  the  Holy  Sepulchre. 

The  Way  of  the  Cross  — Via  Dolorosa 

The  site  of  the  Crucifixion  was  Golgatha, 
Calvary  or  “The  Skull”  (6),  the  latter  name 
derived  from  the  skull-like  shape  of  the  hill 
or  rock,  or  from  the  skulls  laying  around; 
this  may  have  been  a distance  of  600  or  less 
yards  (barely  a half  mile)  from  the  Praetorium  — 
ordinarily  a walk  of  a quarter  of  an  hour. 

Following  the  scourges  Christ  was  pro- 
bably already  near  collapse,  and  tradition 
indicates  several  falls  with  abrasions  and  in- 
juries during  the  journey.  He  went  out  carry- 
ing His  Cross,  but  because  of  his  weakness, 
exhaustion,  possibly  his  lameness,  and  the  loss 
of  blood,  Simon  (a  Jew  or  pagan  farmer)  of 
Cyrene  (North  Africa),  a passer-by,  was  pressed 
into  service  to  aid  with  the  burden  of  the  cross. 


The  Crucifixion 

Arrival  at  Golgatha  was  timed  at  about 
9 am.,  the  third  hour.  “And  they  crucified  him 
there”  (6). 

The  actual  size  of  Golgatha  is  unknown, 
but  lay  outside  and  close  to  Jerusalem,  on  a 
public  highway,  near  a garden.  The  traditional 
site  is  that  of  the  present  Church  of  the  Holy 
Sepulchre,  which,  apparently,  may  have  been 
located  outside  the  North  wall  until  A.  D.  43 
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(?);  another  strong  site  of  consideration  is  at 
Gordon’s  Calvary  near  Jeremiah’s  Grotto,  lo- 
cated on  a rock  ledge  outside  the  North  wall 
a few  hundred  feet  north  of  the  Damascus 
Gate. 

The  victim  was  tied  to  the  cross  with 
thongs  or  nailed.  The  attachment  to  the  cross- 
bar may  have  been  first  accomplished  on  the 
ground,  the  crossbar  then  being  inserted  into 
the  notch  of  the  fixed  upright  stipes. 

Christ  was  stripped  of  his  garments  and 
nailed  to  the  cross  with  outstretched  arms 
drawn-out  along  the  upper  beam.  The  feet 
may  have  been  crossed  and  pinned  with  a 
single  nail  (as  shown  in  “La  Cruxifixion”  by 
Grünewald  and  “The  Crucifixion”  by  Manteg- 
na) or  a separate  nail  may  have  been  driven 
through  each  foot  (“La  Crucifixion”,  by  Burg- 
kmair,  etc.).  It  is  generally  stated,  depicted 
in  artistic  works  (Mantegna,  Grünewald)  and 
supported  by  Lucanus,  that  nails  transfixed 
the  palms  of  the  hands;  however,  other  his- 
torical evidence  indicates  that  the  nails  may 
have  penetrated  the  wrist  area  instead,  as  the 
palm  location  could  not  support  a body  weight 
of  175  lbs.  and  so  would  tear-out.  A cord 
around  the  body  and  arms  prevented  excessive 
bodily  movements. 

The  culprit’s  name  and  crime  were  attached 
to  the  patibulum  or  hung  around  the  neck.  In 
Christ’s  case  the  charge  of  sedition  was  written 
by  Pilate.  “INRI  — lesus  Nazarenus  Rex  luda- 
eorum”  — “Jesus  of  Nazareth,  King  of  the 
Jews”. 

The  victim  was  left  hanging  in  agony,  pain, 
fever,  thirst  and  starvation.  If  death  came  too 
slowly  with  waning  of  public  interest  after 
several  hours,  then  the  legs  were  broken  below 
the  knees  (crurifragium,  skelokopia),  so  the 
body  could  no  longer  be  lifted  off  the  foot 
support,  leading  to  a swift  suffocation  and 
demise.  Or  death  may  have  been  hastened  by 
the  thrust  of  a legionnaire’s  spear.  The  cruci- 
fixion site  was  purposefully  chosen  to  be  out- 
side the  city  walls  because  the  Law  forbade 


such  within  city  walls,  or  for  sanitary  reasons 
as  the  crucified  body  was  sometimes  left  to 
rot  on  the  cross  and  serve  as  a disgrace,  a con- 
vincing warning  and  deterrent  to  passers-by, 
or  perhaps  wild  animals  disposed  or  devored 
the  body,  sometimes  even  while  yet  alive  on 
the  cross. 

Christ’s  death  in  crucifixion  may  be  at- 
tributable to  one  or  more  major  primary  sour- 
ces along  with  several  associated,  contributory 
inciting  factors.  Suffocation  (asphyxiation) 
with  terminal  exhaustion,  shock  and  uncons- 
ciousness provide  likely  explanations,  from 
alternately  lifting  the  body  off  the  sedulum 
to  breathe  and  relieve  the  horrible  dyspnea 
and  muscle  spasms,  followed  by  slumping 
down  on  the  sedulum  to  relieve  the  unbearable 
fatigue,  pain,  muscle  tension  and  spasms  at- 
tacking the  feet  and  legs.  Meanwhile,  the  inter- 
costal and  pectoral  chest  muscles  of  respira- 
tion are  fixed  and  stretched  between  the  nailed 
outstretched  hands  and  arms,  and  the  fixed 
nailed  feet  below.  However,  it  has  been  sug- 
gested that  diaphragmatic  contractions  might 
suffice,  even  with  paralysis  of  the  chest  wall. 

Other  contributory  factors  no  doubt 
played  a role.  He  had  not  slept,  eaten  or  drunk 
since  the  night  before  at  the  Last  Supper,  some 
19  hours  prior.  To  stupefy  him  He  was  offered 
wine  mixed  with  myrrh  (gall)  which  He  refu- 
sed. “I  thirst,”  were  his  fifth  Last  Words;  a 
sponge  soaked  in  hyssop  (vinegar)  was  offer- 
ed on  a short  stick.  Dehydration  and  hypo- 
volemia (fluid,  electrolyte  and  blood  losses) 
were  likely  from  the  multiple  traumatic  pu- 
nishments. Perhaps  exposure  (warm  days  and 
cold  nights,  in  April),  radial  vascular  injury, 
radial  and  median  nerve  trauma  from  the  nailed 
wrists,  bodily  muscular  spasms  and  rigidity, 
strangulation  from  the  ropes,  stress  arryth- 
mias,  torment  and  scoffing  from  passers-by 
may  have  aggravated  his  precarious  state.  Ut- 
tering with  a loud  cry  his  sixth  and  seventh 
Last  Words,  He  breathed  his  last  — at  the  third 
hour,  3 pm.  Vide  infra. 
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The  legs  of  Jesus  were  not  broken  as  He 
was  already  dead.  And  then  the  coup  de  grace 
or  coup  de  main,  as  John’s  writings  record, 
“that  the  lance  pierced  the  side  of  Christ  with 
the  outflow  of  blood  and  water.” 

The  source  of  the  blood  may  have  been 
from  the  pierced,  dilated  right  side  of  the  heart 
(right  atrium)  which  enlarged  after  death.  The 
water’s  origin  may  have  been  pericardial  fluid, 
a hydro-hemothorax  from  chest  trauma  aug- 
mented by  the  position  of  the  body  on  the 
cross  (a  gravity  effect  separating  the  heavier 
blood  clot  from  the  watery  serum,  into  two 
layers),  fluid  from  the  abdominal  cavity  or 
perhaps,  pleural  effusion  from  congestive 
heart  failure  caused  by  the  position  on  the 
cross.  Within  6-12  minutes  of  suspension  the 
blood  pressure  falls  to  50  percent  and  the 
pulse  doubles;  the  heart  becomes  deprived 
of  blood,  fainting  and  circulatory  insufficien- 
cy ensue,  and  then  a deathly  orthostatic  collap- 
se and  heart  failure  may  develop. 

A side  chest  wound  is  depicted  in  the 
painting  by  Gregorio  Hernández  and  the  final 
result  of  mankind’s  despicable  deed  portrayed 
dramatically  in  “La  Crucification”  by  Grüne- 
wald. 

A lurking  explanation  put-forth  for  Christ’s 
rather  sudden  death  (the  legs  of  the  two  crimi- 
nals were  broken  to  hasten  death)  is  the  rea- 
sonable existence  of  heart  rupture  (cardio- 
rrhesis)  with  hemopericardium;  however,  Jesus 
was  already  dead  when  the  spear  pierced  his 
side  (Primrose,  a surgeon,  thinks  that  his  heart 
was  still  beating  feebly,  as  “corpses  do  not 
bleed”).  It  has  been  suggested  that  the  myo- 
cardial wall  ruptured  but  not  the  pericardium, 
with  the  outflow  coming  from  the  latter  when 
it  was  pierced  along  with  the  pleura  and  lung. 
His  heart  may  have  actually  ruptured,  broken 
and  burst  open  from  the  trauma,  intense  pain, 
exertion,  pressure  and  physical  strain. 

If  indeed  hemopericardium  existed  pre- 
mortem  from  the  above  factors,  then  He  was 
subject  to  cardiac  tamponade  exhibiting  several 
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well-known  symptoms  and  signs,  as  well  as  a 
continuous,  muffled  low-pitched,  rushing  mur- 
mur, a friction  rub,  circulatory  collapse  and 
unconsciousness,  etc.  An  electrocardiogram 
might  have  shown  one  or  more  of  the  follow- 
ing: A reduction  in  QRS  complex  amplitude, 
ST  segment  and  T wave  changes  including 
tall  peaked  T waves,  M — complex  pattern, 
various  arrythmias  including  bradycardia,  asys- 
tole and  ventricular  fibrillation,  and  the  quite 
diagnostic  electrical  alternans,  electromecha- 
nical dissociation,  and  a sinus  rhythm  followed 
by  nodal  rhythm,  returning  to  sinus  rhythm 
and  then  followed  by  a slower  nodal  rhythm. 
Immediate  pericardial  aspiration,  rapid  replace- 
ment of  blood  volume,  large  doses  of  atropine 
and  ionotropic  amines,  and  direct  suture  sur- 
gery may  be  indicated. 

Also,  the  stress  and  asphyxia  may  have 
induced  hypoxia,  augmented  levels  of  ACTH, 
corti^l,  aldosterone,  catecholamines,  ADH 
(antidiuresis),  GH,  prolactin  and  lowered  serum 
sodium;  blood  sugar  could  have  been  either  ele- 
vated or  diminished. 

Burial 

Jewish  law  dictated  that  the  body  must  be 
taken  down  from  the  cross  before  sundown  of 
the  same  day  as  this  was  the  Eve  of  The  Paschal 
Sabbath  or  Passover.  A second  outflow  of  blood 
from  the  side  wound  occurred  when  the  corpse 
was  placed  in  a horizontal  position.  His  body 
was  requested  by  Joseph  of  Arimathea,  a mem- 
ber of  the  Sanhedrin,  and  placed  in  the  nearby 
rock.  Garden  Sepulchre  (7),  on  the  west  foot 
of  “Skull  Hill”  (after  rigor  mortis  was  broken 
and  the  arms  flexed  over  the  chest,  a narrow 
band  of  cloth  placed  around  the  chin  and  over 
the  top  of  the  head  to  hold  the  jaw  in  place, 
and  binding  in  a linen  cloth  with  preservative 
spices  brought  by  Nicodemus). 

Guarded  Tomb  (7) 

Eusebius  wrote  that  the  Roman  Emperor 
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Hadrian,  in  his  persecution  of  the  Christians, 
A.D.  135,  built  a temple  to  Venus  over  the 
tomb,  this  later  being  destroyed  by  Constan- 
tine. 

The  Holy  Shroud 

Injuries  to  Christ’s  body  are  believed  evi- 
dent by  stains,  prints  and  images  on  his  long 
linen  burial  cloth,  which  is  now  preserved  in  the 
cathedral  in  Turin,  Italy  and  owned  by  Umber- 
to. This  Shroud  of  Turin  or  “Holy  Shroud”  ap- 
peared in  Constantinople  in  1204  and  in  France 
in  1355,  and  it  has  been  photographed  (Pia. 
Enrié)  and  has  received  serious  study  by  a small 
number  of  scholars.  The  figures  on  the  Shroud 
are  attributed  to  ammoniac  vapors  given  off  in 
great  abundance  in  sweat  produced  by  intense 
suffering;  the  scourge  marks,  the  wound  in  the 
hands,  on  the  head  and  in  the  side  are  visible, 
with  evidence  of  serum  and  blood  stains  which 
flowed  from  the  wound,  and  which  are  stated 
to  definitely  be  the  image  of  a crucified  man, 
with  authenticity  being  that  of  Christ  and 
every  detail  compatible  with  the  Scriptural 
account.  Attempts  to  burn,  damage  or  destroy 
the  Shroud  have  been  made  over  the  centuries. 

Bucklin  from  a study  of  the  photographs 
divides  the  bodily  injuries,  abrasions  and  con- 
tusions into  5 groups  and  attempts  to  explain 
each  in  legalistic  and  medicolegal  detail.  1) 
Firstly,  there  are  the  scourge  marks;  2)  the  nail 
prints  of  the  wrists  and  feet;  3)  blood  marks  on 
the  face  and  back  of  the  head  (crown  of  thorns); 
the  facial  injury  may  be  due  to  the  soldier’s 
blow  in  Caiaphas’  courtyard,  and  there  may 
have  been  a fracture  of  the  nasal  cartilage;  a na- 
sal bruise  is  speculated  to  have  resulted  from  one 
of  the  falls  while  carrying  the  cross;  the  thorns 
are  said  to  be  of  the  Zizyphus  spine  species  mea- 
suring about  one  inch  in  length  (or  Paliurus  acu- 
leatus,  P.  spina-christi.  The  Christ-thorn,  pliable, 
uneven  and  stiff,  straight  or  recurved),  capable 
of  penetrating  the  skin  and  subcutaneous  tissues 
of  the  scalp,  lacerating  vessels  causing  bleeding 
from  retraction  of  torn  vessels;  4)  the  piajor 
right-sided  body  wound  produced  by  the  lance 
after  death,  with  the  imprint  of  droplets  of 
blood  and  separation  of  clot  from  serum. 


Resurrection! 

As  prophesied  centuries  before  by  Old 
Testament  prophets  and  in  the  Psalms  and 
foretold  by  Jesus  Christ  himself,  the  passion 
and  crucifixion  of  “The  Great  Physician”  came 
to  pass,  likened  to  a sinister  coup  d’état,  El 
Golpe  de  los  Milenarios,  brought  forth  on  the 
Worst  Day  in  the  History  of  The  Ages. 
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creosed  to  2000  mg/24  hr  in  adults  or  7 mg/kg  in 
children;  monitoring  of  serum  theophylline  levels  at 
higher  dosages  is  recommended. 

Precoutions:  Do  not  administer  more  frequently  thon 
every  6 hours,  or  within  12  hours  ofter  rectal  dose  of 
any  preporotion  contoining  theophylline  or  omino- 
phylline.  Do  not  give  other  xanthine  derivatives  con- 
currently. Use  in  cose  of  pregnoncy  only  when  cleorly 
needed. 

Adverse  Reoctions:  Theophylline  moy  exert  some  stim- 
uloting  effect  on  the  centrol  nervous  system.  Its  admin- 
istration may  couse  local  irritation  of  the  gastric  mucoso, 
v4th  possible  gastric  discomfort,  nouseo  and  vomiting. 
The  frequency  of  adverse  reactions  is  related  to  the 
serum  theophylline  level  and  ore  not  usually  o prob- 
lem Qt  serum  theophylline  levels  below  20pQ/ml. 

How  Supplied:  Copsules  in  bottles  of  100  oncflOOO  ond 
unit-dose  pocks  of  100:  Elixir  in  bottles  of  1 pint  ond 
1 gallon. 
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Does  it  influence 
your  dioice  of  a 
peripheral/cerebral 
vasocHlator? 

• vasodilan— compatible 
with  coexisting  diseases 

• \^sodilan— compatible 
with  concomitant  therapy 

• \/asodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


*lndications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  Insufficiency. 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  In- 
vestigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg.  and  20  mg. 

Vasodilan  iniectlon,  isoxsuprine  FICI,  5 mg.,  per  ml 
Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  dally. 
Intramuscular:  5 to  10  mg. ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash  If  rash  ap- 
pears the  drug  snould  be  discontinued. 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  Isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  In- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100, 1000,  5000  and  Unit  Dose;  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg.  per 
2 ml.  ampul,  box  of  six  2 ml.  ampuls. 

U.S  Pat  No  3,056,836 
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20-mg  tablets 
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HEW  NEWS 

The  Food  and  Drug  Administration  today  esta- 
blished new  patient  infonnation  requirements  for  birth 
control  pills,  including  a warning  that  women  who  take 
the  pill  should  not  smoke. 

Under  the  requirements,  effective  April  3,  1978 
women  will  get  a brochure  explaining  the  benefits  and 
risks  associated  with  this  form  of  contraception  each 
time  a prescription  for  the  pill  is  filled.  Information 
in  the  brochure  will  be  summarized  in  a separate,  easy- 
to  read  leaflet. 

Both  tlie  brochure  and  the  leaflet  must  be  pro- 
vided by  the  drug  dispenser,  usually  the  pharmacist. 

The  warning  advising  women  who  take  the 
pill  not  to  smoke  will  appear  in  a box  in  both  the 
brochure  and  leaflet. 

This  boxed  warning  says:  “Cigarette  smoking 
increases  the  risk  of  serious  adverse  effects  on  the 
heart  and  blood  vessels  from  oral  contraceptive  use. 
This  risk  increases  with  age  and  with  heavy  smoking 
(15  or  more  cigarettes  per  day)  and  is  quite  marked 
in  women  over  35  years  of  age.  Women  who  use  oral 
contraceptives  should  not  smoke.” 

The  warning  is  based  on  two  studies  reported 
in  1977  which  establish  an  increased  risk  of  heart 
attack  and  other  circulatory  problems  such  as  strokes 
for  women  who  smoke  while  taking  birth  control 
pills. 

The  new  requirements  represent  a major  revi- 
sion and  expansion  of  the  birth  control  pill  labeling 
for  patients  that  FDA  first  established  in  1970.  In 
that  year  FDA  first  required  that  specially-written 
material  about  the  pill  be  available  to  women. 

Under  the  1970  labeling  requirement  women 
have  received  with  each  pill  packet  a brief  summary 
of  benefits  and  risks.  Manufacturers  also  have  been 
required  by  FDA  to  supply  physicians  with  brochu- 
res to  give  to  tlieir  patients  at  their  ootion. 

A nationwide  survey  taken  for  DA  in  1975  showed 
that  women  read  the  information  and  found  it  use- 
ful and  clear,  but  wanted  more. 


FDA  today  also  ordered  changes  in  the  infor- 
mation physicians  receive  from  pill  manufacturers 
to  incorporate  the  smoking  warning  and  other  new 
information. 

Manufacturers  have  60  days  to  provide  the  new 
patient  literature  and  to  change  the  information  for 
physicians. 

Major  points  made  in  the  patient  and  physician 
labeling  are: 

— the  pill  that  combines  the  two  female  hormones 
estrogen  and  progestogen  is  about  99  percent  effective 
in  preventing  pregnancy  when  taken  as  directed.  The 
“mini-pill”,  which  contains  only  progestogen,  is  about 
97  percent  effective. 

— women  who  should  not  take  the  pill,  in  addi- 
tion to  tliose  who  smoke,  are  those  who  have  had  blood 
clotting  disorders,  cancer  of  the  breast  or  sex  organs, 
unexplained  vaginal  bleeding,  a stroke,  heart  attack, 
or  angina  pectoris,  or  who  suspect  they  may  be  preg- 
nant. 

— women  who  are  strongly  advised  not  to  take 
the  pill  are  tliose  with  scanty  or  irregular  periods. 

— most  side  effects  from  the  pill  are  not  serious, 
and  include  nausea,  vomiting,  bleeding  between  mens- 
trual periods,  weight  gain  and  breast  tenderness. 

— the  more  serious  side  effects,  while  less  fre- 
quent, can  be  fatal  and  include  blood  clots  in  the  legs, 
lungs,  brain,  heart  or  other  organs,  hemorrhage  into  the 
brain  due  to  bursting  of  a blood  vessel,  liver  tumors 
that  may  rupture  and  cause  severe  bleeding,  birth 
defects  (if  the  pill  is  taken  while  pregnant),  high  blood 
pressure  and  gall  bladder  disease. 

— the  use  of  birth  control  pills  by  healthy  women 
who  do  not  smoke  doubles  the  chances  of  suffering  a 
heart  attack.  But  the  combination  of  birth  control 
pills  and  smoking,  especially  heavy  smoking,  presents 
a far  greater  risk  of  heart  attack  and  other  circulatory 
diseases.  Pill  users  who  also  smoke  are  three  times  more 
likely  to  die  of  a heart  attack  or  other  circulatory  di- 
sease than  women  who  take  the  pill  but  do  not  smoke, 
and  are  ten  times  more  likely  to  die  of  a heart  attack 
or  circulatory  disease  than  women  who  do  not  use  the 
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pill  and  (lo  nol  smoke.  The  risk  of  heart  attack  for 
women  takinjr  the  pill  increases  with  the  amount  of 
smoking:,  age,  and  if  other  conditions  exist,  such  as 
high  hlood  pressure,  obesity  or  diabetes,  that  pre- 
dispos(‘  people  to  heart  attack. 

— since  estrogen,  an  ingredient  in  most  birth 
control  pills,  causes  cancer  in  certain  animals,  these 
findings  suggest  that  birth  control  pills  containing 
estrogen  may  also  cause  cancer  in  people,  though  stu- 
dies to  date  of  women  taking  currently-marketed  pills 
have  not  confirmed  that  they  cause  cancer  in  people. 

— birth  control  pills  are  of  no  value  in  the  pre- 
vention or  treatment  of  venereal  disease. 

— women  who  stop  using  the  pill  should  wait 
a few  montlis  before  becoming  pregnant. 

The  detailed  brochure  compares  the  effective- 
ness and  risks  of  birth  control  pills  with  other  forms 
of  contraception.  It  says:  “Other  forms  of  contra- 
ception have  lesser  risks  or  none  at  all.  They  are  also 
less  effective  than  oral  contraceptives,  hut,  used  pro- 
perly, may  he  effective  enough  for  main  women.” 

The  new  labeling  recpiirement  appears  in  the 
FEDERAL  REGISTER  January  .D,  1978. 


AMA  NEWS  RELFASE 

NEW  DISEASE  OF  CHII.DREN  REPORTED  IN  UNI- 
TED STATES 

CHICAGO  — American  physicians  who  care  for 
children  are  alerted  to  watch  for  a new  disease  that 
has  appeared  in  the  last  few  years  bearing  the  formida- 
ble medical  name  of  mucocutaneous  lymph  node  syn- 
drome (MLt\S). 

Eirst  reported  in  japan,  the  ailmmit  also  is  known 
as  Kawasaki  Disease.  Affecting  primarily  voting  chil- 
dren, the  disease  causes  fever,  reddening  of  the  mouth, 
throat,  lips,  palms  and  soles,  swelling  and  disfiguration 
of  the  fingerti[)S.  It  usually  is  a benign,  self-limiting 
illness,  hut  the  child  may  he  (piite  ill  during  its  course. 
The  synifitonis  sometimes  are  mistaken  for  Rocky 
Mountain  spotted  fever. 

Almost  7,000  cases  have  been  reported  in  ja- 
pan, and  some  40  cases  in  the  Cnited  States.  The 


fortieth  case  is  described  in  the  May  23  journal  of 
the  American  Medical  Association.  It  occurred  in  a 
7-year-old  girl  who  had  been  on  a camping  trip  to 
Southeastern  Arizona. 

The  principal  symptom  of  MENS  is  a high  fever 
lasting  from  one  to  two  weeks.  It  does  not  respond 
to  treatment  with  antibiotics.  The  red  rash  begins 
to  appear  on  the  third  to  fifth  days  of  illness,  followed 
by  swelling  of  the  hands  and  feet.  The  report  describes 
extensive  tests  conducted  to  determine  the  cause  of 
the  problems,  with  the  final  diagnosis  of  MENS.  Find- 
ings were  confirmed  by  the  Japanese  physician  who 
first  described  the  illness,  Tomisaku  Kawasaki,  M.  D. 
The  rash  was  most  suggestive  of  Rocky  Mountain 
spotted  fever,  thus  complicating  the  diagnosis. 

Although  most  patients  recover  satisfactorily, 
they  are  quite  ill  for  periods  up  to  several  months, 
and  a small  percentage  develop  heart  problems.  Age 
range  is  three  months  to  12  years,  with  a peak  at 
age  3 years.  Two  percent  of  the  small  victims  die, 
usually  from  heart  complications. 

The  report  is  by  Paul  S.  Bergeson,  MD,  and  Sum- 
ner E.  Schoenike,  M.D.,  of  Good  Samaritan  Hospital, 
Phoenix,  Ariz. 

.An  accompanying  JAMA  editorial  points  out 
that  the  disease  reached  epidemic  proportions  in  ja- 
pan within  a few  years’  time,  and  urges  that  an  inves- 
tigation of  the  problem  of  MENS  “should  be  pursued 
vigorously  in  North  America.” 


STEROIDS  RELATED  TO  CANCER  IN  BODY-BUILD- 
ING ATHLETES 

CHICAGO  — For  some  years  physicians  have  war- 
ned athletes  against  use  of  anabolic  steroids  in  body- 
building and  muscle-building  training  programs. 

In  recent  years  cases  of  cancer  of  the  liver  asso- 
ciated with  use  of  the  steroids  have  been  reported. 
.And  in  the  May  23  journal  of  the  .American  Medical 
Association,  still  another  hazard  — cancer  of  the  kid- 
ney— is  related. 

Jaime  Prat,  M.D.,  of  Massachusetts  General  Hos- 
pital, Boston,  and  colleagues  describe  the  case  of  a 
38-year-old  man  who  had  devoted  his  adult  years  to 
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physical  conditioning  as  a competitive  body  builder 
and  had  won  national  recognition  for  this  in  the  1960s. 

The  diagnosis  was  Wilms  Tumor,  a rapidly  de- 
veloping malignant  tumor  of  the  kidneys.  It  usually 
affects  children  under  5 years,  and  only  rarely  occurs 
in  later  life.  In  this  case  the  tumor  already  had  spread 
toward  the  heart  and  lungs,  and  the  patient  died  in  a 
few  months,  despite  surgery  and  efforts  at  drug  treat- 
ment. 

In  interviews  with  several  persons  who  were 
closely  associated  with  the  man  and  were  familiar  with 
his  training  routine,  it  became  clear  that  he  had  taken 
anabolic  steroids,  “a  commonplace  practice  among 
competitive  body  builders,”  for  many  years.  Dr.  Prat 
says.  He  took  both  injections  and  oral  doses.  The  exact 
drugs  were  difficult  to  ascertain,  because  the  drugs  were 
not  prescribed  by  physicians,  but  were  supplied  by 
friends,  trainers,  and  nonmedical  healers,  he  says. 

In  view  of  the  known  association  of  liver  cancer 
and  the  use  of  steroids,  it  is  likely  that  the  drugs  may 
also  have  been  related  to  the  kidney  tumor. 


TUBERCULOSIS  INFECT  MANY  NEW  ORLEANS 
JAIL  INMATES 

CHICAGO  — Sixteen  percent  of  the  prisoners 
in  the  New  Orleans  parish  prison  are  infected  with 
tuberculosis,  says  a communication  in  the  May  23 
Journal  of  the  American  Medical  Association. 

Doris  H.  Thompson,  M.  D.,  and  colleagues,  of 
the  New  Orleans  Health  Department,  and  Roger  P. 
Schiling  of  the  New  Orleans  Tuberculosis  Associa- 
tion report  on  a study  of  2,248  men  and  women  who 
were  imprisoned  for  48  hours  or  longer.  Most  of  the 

A N U N 


Se  alquila  o se  vende  casa  con  solar  comercial  en  Guay- 
nabo.  Puerto  Rico,  apropiado  para  políclinica,  etc.  ro- 
deada de  urbanizaciones.  Posee  amplia  zona  de  parking. 
Para  información  favor  de  llamar  a la  Sra.  Edith  Acosta 
al  759-8181;  después  de  las  6:00  p.m.  al  789-2710. 


Oportunidad  empleo  - Médico  Psiquiatra;  20  horas 
semanales;  buen  salario  más  beneficios  marginales; 
Para  Infonnación:  Director  Médico  - Tels.  763-9448 
y 754-8989,  Departamento  Servicios  Sociales  - Pro- 
grama Determinación  Incapacidad  para  el  Seguro  So- 
cial. 


prisoners  were  young  black  men.  Dr.  Thompson  says. 

The  tuberculin  te.sts  were  made  when  the  pri- 
soners arrived  or  soon  after.  Once  per  week  a team 
from  the  Health  Department  brought  a portable  X-ray 
machine  to  the  prison  and  made  chest  X-ray  films 
of  those  who  had  tested  positive  during  the  previous 
week.  Of  the  2,248,  some  363  had  positive  responses 
to  tlie  tests,  reflecting  tuberculous  infections.  Five 
of  the  tuberculin-positive  prisoners  had  active  pul- 
monary tuberculosis.  Many  of  the  men  were  in  need 
of  treatment. 

The  prison  still  needs  a program  for  tuberculosis 
control,  she  concludes. 


AMERICAN  HEALTH  CARE  SPENDING  LAGS 
BEHIND  NON-ESSENTIAL  COSTS 

CHICAGO  — Americans  spend  a lot  of  money 
on  health  care,  but  they  spend  a lot  more  on  some 
other  things  — recreation,  alcohol,  tobacco  and  personal 
grooming  — for  instance. 

A communication  in  the  May  23  Journal  of  the 
American  Medical  Association  from  N.R.  Bothereau, 
M.D.,  of  Lafayette,  Calif.,  points  to  the  latest  figures 
on  how  Americans  spent  money  in  1975  from  the  U.S. 
Department  of  Commerce.  These  are  the  figures  — 

Recreation,  66  billion;  alcohol,  24.68  billion; 
tobacco,  14.8  billion,  and  personal  grooming,  14.27 
billion,  for  a total  in  these  four  areas  of  .1119.75  bil- 
lion. 

Hospitals,  34.67  billion;  physicians  services,  22.11 
billion;  all  other  health  care,  19.83  billion,  and  drugs, 
9.82  billion,  for  a total  on  health  care  of  $86.43  bil- 
lion. 
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Dietistas  Consultoras 
Rosie  N.  Zeckler  Palacios,  R.D. 

Carmen  Sotomayor  Rivera,  R.D. 

Notifican  a la  comunidad  médica  la  apertura  de  su  ofi- 
cina para  la  práctica  de  Consultoria  en  Dietoterapia  en: 

Torre  San  Pablo 
(anexo  al  Hospital  San  Pablo) 

Suite  502 

Calle  Santa  Cruz  Núm.  68 
Bayamón,  P.  R. 

Teléfono:  780-8546 


If  the  AMA  didn’t  speak 
for  the  profession,  who  would? 


Who  would  speak  for  the  profession  on  the  2,500 
health  bills  introduced  in  every  Congress?  Or  the 
regulations  issued  by  federal  agencies? 

Who  would  state  the  profession's  views  on  na- 
tional health  insurance'^’  Utilization  Review  Regu- 
lations? The  Health  Planning  Act  of  1974? 
Maximum  Allowable  Cost  Regulations'!’  Health 
Manpower? 

Who  would  provide  the  scientific  input  and  the 
practitioner's  experience  and  knowledge  so  es- 
sential to  legislation  on  drugs,  cancer,  heart  dis- 
ease, communicable  diseases'?  Can  you  think  of 
anyone? 

The  fact  is,  there  is  only  one  organization  that 
can  — and  does  — speak  for  the  profession  as  a 
whole.  The  AMA. 

It  does  so  to  protect  the  basic  freedoms  of 
medical  practice  in  any  federal  health  program 
that  might  be  enacted;  and  even  more  important, 
to  promote  legislation  for  better  health  care  for 
the  entire  public 

The  AMA's  voice  can  only  be  as  strong  as  the 
members  of  the  profession  choose  to  make  it. 
With  your  support,  the  AMA  can  be  even  more 
effective  spokesman. 


Kii  I ai/^á 


ASOCIACION  MEDICA  DE  PUERTO  RICO 


t 

¡ 


THE  FRANCIS  A.  COV'NTWAY 
LIBRARY  OF  MEDICINE 
lO  SHATTUCK  STEET 
BOSTOV,  MASS.  021LS 


¥ O L . 70 


Abril  1978 


No.4 


A pharmacokinetic 
character  eill  its  own 


P 

desmethyldiozepom 

Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 

Valium'^ 

(diazepam)  ^ 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors; psychoneurotic  states  manifested  by  tension,  anx- 
iety, apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local  pa- 
thology; spasticity  caused 
by  upper  motor  neuron  dis- 
orders; athetosis;  stiff-man 
syndrome;  convulsive  disor- 
ders (not  for  sole  therapy). 

The  effectiveness  of 
Valium  (diazepam)  in  long- 
term use,  that  is,  more 
than  4 months,  has  not 
been  assessed  by  system- 
atic clinical  studies.  The 
physician  should  periodically  reassess  the  usefulness 
of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness.  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary 
increase  in  frequency  and/or  severity  of  seizures.  Ad- 
vise against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar 
to  those  with  barbiturates  and  alcohol)  have  occurred 
following  abrupt  discontinuance  (convulsions,  tremor, 
abdominal  and  muscle  cramps,  vomiting  and  sweat- 
ing). Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy;  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy;  advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully  pharma- 
cology of  agents  employed;  drugs  such  as  phenothi- 
azines,  narcotics,  barbiturates,  MAO  inhibitors  and 
other  antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  overseda- 
tion. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia,  con- 
stipation, headache,  incontinence,  changes  in  saliva- 
tion, slurred  speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

N Utley,  New  Jersey  07110 


BO  ST  O M 

a two-piece  Morrean 
for  Soyalac 


i 


A two-piece  can 
means  no  soldered 
seam.  No  solder  means 
no  possibility  of  lead 
contamination  from  the 
container.  Soyalac  is  the 
first  infant  formula  with  this 
packaging  innovation. 

There  are  improvements,  too, 
in  the  formulation.  Soyalac  now  has 
25%  more  iron  than  known  competitive 
hypoallergenic  milk-free  formulae.  In  fact, 
the  entire  formula  has  been  slightly  modi- 


fied to  reflect  the  cur- 
rent U.S.  RDA  levels 
set  by  the  Food  and 
Drug  Administration. 
Soyalac  — formula  for 
infants  on  regular  feed- 
ing and  for  those  who  re- 
quire milk-free  diets;  concen- 
trate and  single  strength,  ready- 
to-use.  Made  from  the  whole  soybean. 
I-Soyalac  concentrate,  made  from  soy 
isolate,  with  no  soy  carbohydrates  and  no 
corn  products. 


For  detailed  information  and  samples  call  or  write: 


Western  U.S. 

LOMA  LINDA  FOODS 
1 1503  Pierce  Street 
Riverside,  CA  92515 
(714)  785  2444 


Eastern  U.S. 

LOMA  LINDA  FOODS 
13246  Wooster  Road 
Mount  Vernon,  OH  43050 
(614)  397  7077 


A strong  in  vitro  record 


Ecoli 


Cephalosporin  79% 
of  358025  isolates 
Ampicillin  74% 
of  351311  isolates 
Nitrofiirantoin  95% 
of  338756  isolates 


Proteus  sp 

Septra  91"/“ 

■“■Qt  66163  isolates 

Cephalosporin  81%* 
of  106281  isolates 
Ampicillin  77%* 
of  104437  isolates 
Nitrofurantoin  13% 
of  100829  isolates 

^Indicated  in  approved  drug  information 
for  Proteus  mirabilis  only. 


Enterobacter 


Cephalosporin  32%^ 
of  14986  isolates 
Ampicillin  15%+ 
of  14036  isolates 
Nitrofurantoin  66% 
of  14219  isolates 

+ Not  indicated  in  approved  drug  information. 


Klebsiella^ 

pneumoniae 

Septra  87"/“ 

•“■of  46279  isolates 


Cephalosporin  85% 
of  76898  isolates 
Ampicillin  5%+ 
of  76026  isolates 
Nitrofurantoin  68% 
of  72030  isolates 

tNot  indicated  in  approved  drug  information. 


In  vitro  activity  does  not  necessarily 
imply  a correlation  with  in  vivo  results, 


lance  of  PDwer 


A consistent  in  vivo  response 


Septra  outperformed  cephalexin 

In  a study  of  148  patients  with  recurrent  urinary  tract  infections,^ 
bacteriologic  response  rate  on  day  14  of  therapy++was  99%  with 
Septra,  compared  to  94%  with  cephalexin.®  This  superiority  of 
response  to  Septra  occurred  in  spite  of  a built-in  “handicap”: 
Infecting  organisms  had  to  be  susceptible  in  vitro  to  cephalexin,  but 
not  necessarily  to  Septra.  Drug  regimens  consisted  of  either  two 
Septra  tablets  b.i.d.  or  one  250  mg  cephalexin  pulvule  q.i.d. 

r+Results  derived  from  urine  cultures  done  at  the  midpoint  of  a 28-day  study,  since 
recommended  duration  of  Septra  therapy  is  14  days. 

^Criterion  for  infection:  100, 000  or  more  organisms/ml  urine;  criterion  for  clear  culture; 
1000  or  fewer  organisms/ml  urine. 

Septra  outperformed  ampicillin 

In  a study  of  10-day  therapy  in  156  patients  with  recurrent  urinary 
tract  infections,^  clear  culture  was  maintained  four  days  after  therapy 
ended  in  81%  of  patients  treated  with  Septra,  compared  to  76%  of 
those  treated  with  ampicillin.®  These  results  gain  added  significance 
considering  that  causative  organisms  not  susceptible  in  vitro  to 
ampicillin  were  excluded,  but  no  such  advantage  was  afforded 
Septra.  Drug  regimens  consisted  of  either  two  Septra  tablets  b.i.d.  or 
one  500  mg  ampicillin  capsule  q.i.d. 

®Criterion  for  infection:  100, 000  or  more  organisms/ml  urine;  criterion  for  clear  culture; 
1000  or  fewer  organisms/ml  urine. 

Septra  outperformed 
nitrofurantoin  (macrocrystals) 

In  a study  of  289  patients  treated  for  14  days  for  recurrent  urinary 
tract  infections,^  bacteriologic  response  (measured  eight  days  after 
therapy  ended)  to  Septra  was  94%,  compared  to  90%  with  nitro- 
furantoin.® Drug  regimens  consisted  of  either  two  Septra  tablets 
b.i.d.  or  one  100  mg  capsule  of  nitrofurantoin  macrocrystals  q.i.d. 

®Criferion  for  infection:  100,000  or  more  organisms/ml  urine;  criterion  for  clear  culture; 
1000  or  fewer  organisms/ml  urine. 

b vitro  antibacterial  action 
well  balanced  by  clinical  success 

SeptcaDS 

Each  tablet  contains:^L 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 
in  recurrent  urinary  tract  infections 
due  to  susceptible  organisms*^ 

#lt  is  recommended  that  initial  episodes  of  uncomplicated  urinary  tract  infections  be 
treated  with  a single  effective  antibacterial  agent  rather  than  the  combination. 

Artist’s  conception  of  major  uropathogens. 

See  next  page  for  prescribing  information. 


In  recurrent  urinary  tract  infections  due  to  susceptible  organisms* 


SeptraiDS  lablets 

Each  tablet  contains 

160  mg  trimethoprim  and 
800  mg  sulfamethoxazole 


Suspension 

Each  teaspoonful  (5  ml)  contains 

40  mg  trimethoprim  and 
200  mg  sulfamethoxazole 


In  vitro  antibacterial  action  well  balanced  by  clinical  success 

• convenient  b.i.d.  dosage  schedule  helps  • Septra  and  Septra  DS  now  available  in 
insure  patient  compliance  new  small-size  tablets 

• pleasantly  flavored  cherry  suspension  available  for  children 


Rx  guidelines 

• during  therapy,  maintain  adequate  fluid 
intake  and  perform  frequent  urinalyses 
with  careful  microscopic  examination 

• contraindicated  in  children  under  two 
months  old 


• see  prescribing  information  for  complete 
guidelines 

*lt  IS  recommended  that  initial  episodes  of  uncomplicated  urinary 
tract  infections  be  treated  with  a single  effective  antibacterial  agent 
rather  than  the  combination 


Septra" 

Tablets  and  Suspension 

Indications  and  Usage:  Urinary  Tract  Infections:  Urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Entero- 
bacter  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended  that 
initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination. 

NOTE:  Tbe  increasing  frequency  of  resistant  organisms  limits  the  usefulness  of 
antibacterials,  especially  in  these  urinary  tract  infections. 

The  recommended  quantitative  disc  susceptibility  method  (Federal  Register  37: 
20527-29, 1972)  may  be  used  toestimate  bacterial  susceptibility  to  Septra.  A laboratory 
report  of  'Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  Infection  likely 
to  respond  to  Septra  therapy.  "Intermediate  susceptibility"  also  indicates  that 
response  is  likely  and  "Resistant"  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides.  Pregnancy  and 
during  the  nursing  period.  Infants  less  than  two  months  of  age. 
fVam/ngs;Deathsfromhypersensitivityreactions,agranulocytosis,aplasticanemiaand 
other  blood  dyscrasias.  Experience  with  trimethoprim  alone  is  much  more  limited,  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics,  primarily 
thiazides. 

Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of  serious  blood 
disorders.  Erequent  CBCs  are  recommended:  therapy  should  be  discontinued  if  a 
significant  reduction  in  the  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  with  caution  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  glucose-6-phosphate 
dehydrogenase-deficient  individuals,  hemolysis  may  occur  (frequently  dose-related). 
During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses  with 
careful  microscopic  examination  and  renal  function  tests,  particularly  where  there  is 
impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Septra.  Blood  Dyscrasias:  Agranulocytosis,  aplastic  anemia, 
megalobiastic  anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia  and  methemoglobinemia.  Allergic  Reactions:  Erythema  multiforme, 
Stevens-Johnson syndrome, generalized skineruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis.  Gastrointestinal  Reactions:  Glossitis,  stomatitis,  nausea,  emesis,  abdom- 
inal pains,  hepatitis,  diarrhea  and  pancreatitis,C,A/.S,fleacf/ons.  Headache,  peripheral 
neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscellaneous  Reac- 
tions: chills,  and  toxic  nephrosis  with  oliguria  and  anuria.  Periarteritis  nodosa 

and  L,  E.  phenomenon  have  occurred.  Due  to  certain  chemical  similarities  to  some 


goitrogens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and  hypogly- 
cemia: cross-  sensitivity  may  exist  with  these  agents.  In  rats,  long-term  administration  of 
sulfonamides  has  produced  thyroid  malignancies. 

Dosage  and  Administration:  Not  recommended  for  use  in  infants  less  than  two  months 
of  age. 

Adu/fs.'The  usual  adult  dosage  for  the  treatment  of  urinary  tract  infections  is  one  double 
strength  tablet  or  two  regular  tablets  or  four  teaspoonfuls  (20  ml)  every  12  hours  for  10  to 
14  days.  Shake  suspension  well  before  using, 

C/i//(/ren;Recommendeddoseis8mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole 
per  24  hours,  given  in  two  divided  doses  for  10  days.The  following  table  is  a guideline  for 
tbe  attainment  of  this  dosage  using  Septra  Tablets  or  Suspension. 


Children:  Two  months  of  age  or  older 


Weight 

lb 

kg 

Dose- 

Teaspoontuls 

everv  12  hours 

Tablets 

20 

9 

1 ( 5 ml) 

Vz 

40 

18 

2 (10  ml) 

1 

60 

27 

3(15ml) 

V/z 

80 

36 

4 (20  ml) 

2 (or  1 DS  tablet) 

For  patients  with  renal  impairment: 


Creatinine  Clearance 

Recommended 

(ml/min) 

Dosage  Regimen 

Above  30 

Usual  Standard  Regimen 

Half  of  the  Usual 

15-30 

Dosage  Regimen 

Below  15 

Use  Not  Recommended 

Supplied:  Septra  DS  (Double  Strength)  tablets  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole  - bottles  of  60  tablets  and  unit  dose  packs  of  100,  Septra  tablets 
containing  80  mg  trimethoprim  and  400  mg  sulfamethoxazole-  bottles  of  40, 100, 500, 
and  1000  tablets  and  strip  packages  of  100  individually  packed  tablets.  Oral  suspension, 
containing  the  equivalent  of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  in  each 
teaspoonful  (5  ml),  cherry  flavored  - bottles  of  450  ml 


References:  1.  PWIR  Bacteriologic  Report -urine  cultures  only.  National  summary  Dec 
1975,  Jan1976,  Feb  1976.  (From  200  acute  care  hospitals  of  100  beds  or  more. ) Data  on 


file,  Burroughs  Wellcome  Co. 
2,  Data  on  file.  Burroughs 
Wellcome  Co. 


Burroughs  Wellcome  Co. 
Research  Triangle  Park 
North  Carolina  27709 
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NUESTRA  PORTADA 

Vista  Parcial  de  El  Yunque 
(Cortesía  del  Banco  Gubernamental  de  Fomento) 


CIBA  nationwide  CHEC  program  reveals' 

Americans  between  50  and  59 
have  the  highest  incidence 
of  hypertension 


Kif; 

mk  i 

a"oiie-packa¿e”  regimen  that 
makes  compliance  easier  for  the 
older  patient 


Adhering  to  prescribed  therapy  is  essential 
when  you’re  dealing  with  hypertension.  But 
many  antihypertensive  regimens  are  complex 
and  make  unrealistic  demands  on  a daily  basis, 
often  resulting  in  a cessation  of  therapy 
altogether. 

Ser-Ap-Es  makes  life  easier  for  patients 
because  it  combines  three  medications  in  one 
tablet.  These  are  (1)  hydralazine,  which  lowers 
blood  pressure  through  direct  arteriolar  vasodi- 
lation; (2)  hydrochlorothiazide,  which  reduces 
body  sodium  and  fluid  volume,  and  potentiates 
the  effectiveness  of  hydralazine;  and  (3)  reser- 
pine,  which  inhibits  sympathetic  impulses  to 
the  vasculature. 

When  the  dosage  of  each  component  cor- 
responds to  the  dosage  preestablished  by  indi- 


vidualized titration,  Ser-Ap-Es  may  be  all  your 
patient  needs  for  years.  And  this  simplified 
regimen  will  encourage  patient  adherence  to 
long-term  therapy. 

Use  cautiously  in  patients  with  advanced 
renal  damage  or  cerebrovascular  accident. 
Discontinue  at  first  sign  of  mental 
depression. 

'This  figure  Is  projected  from  CHEC  (Community  Hypertension 
Evaluation  Clinic)  statistics  collected  in  a nationwide  screening 
program.  CHEC  revealed  that  the  rate  per  thousand  screenees 
with  a diastolic  blood  pressure  equal  to  or  greater  than  95  mm 
Hg  was  highest  in  the  50-59  age  group.  CHEC  screened 
1 .049,225  Americans  for  hypertension,  and  was  sponsored 
by  CIBA  and  local  health  organizations.’ 


Therapy  planned  for  life 


Setv^'Es 


reserpine  0.1  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorotWazide  15  mg 


Please  turn  page 

for  prescribing  information. 


CIBA 


Ser>^*Es^ 

reserpine  0.1  mg 

hydralazine  hydrochloride  25  mg 

hydrochlorothiazide  15  mg 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  hypertension.  Hyper- 
tension requires  therapy  titrated  to  the  indi- 
vidual patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  manage- 
ment. The  treatment  of  hypertension  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


INDICATIONS 

Hypertension.  (See  box  warning.) 

CONTRAINDICATIONS 

Reserpine:  Known  hypersensitivity;  mental  de- 
pression (especially  with  suicidal  tendencies); 
active  peptic  ulcer;  ulcerative  colitis;  electro- 
convulsive therapy. 

Hydralazine:  Hypersensitivity;  coronary  artery 
disease;  mitral  valvular  rheumatic  heart  disease. 
Hydrochlorothiazide:  Anuria;  hypersensitivity  to 
this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Reserpine:  Use  with  extreme  caution  in  patients 
with  a history  of  mental  depression.  Discontinue 
at  first  sign  of  despondency,  early  morning  in- 
somnia, loss  of  appetite,  impotence,  or  self- 
deprecation.  Drug-induced  depression  may  per- 
sist for  several  months  after  drug  withdrawal  and 
may  be  severe  enough  to  result  in  suicide. 

MAO  inhibitors  should  be  avoided  or  used  with 
extreme  caution. 

Hydralazine:  Hydralazine  may  produce  in  a feyv 
patients  a clinical  picture  simulating  systemic 
lupus  erythematosus.  In  such  patients  hydrala- 
zine should  be  discontinued  unless  the  benefit 
to  risk  determination  requires  continued  anti- 
hypertensive therapy  with  this  drug.  Symptoms 
and  signs  usually  regress  when  the  drug  is  dis- 
continued but  residua  have  been  detected  many 
years  later.  Long-term  treatment  with  steroids 
may  be  necessary. 

CBC's,  L.E.  cell  preparations,  and  antinuclear 
antibody  titer  determinations  are  indicated  before 
and  periodically  during  prolonged  therapy  with 
hydralazine  or  if  the  patient  develops  any  un- 
explained signs  or  symptoms. 

A positive  antinuclear  antibody  titer  and/or  posi- 
tive L.E.  cell  reaction  requires  that  the  physician 
carefully  weigh  the  implications  of  the  test  re- 
sults against  the  benefits  to  be  derived  from 
antihypertensive  therapy  with  hydralazine. 

Use  MAO  inhibitors  with  caution. 
Hydrochlorothiazide:  Use  with  caution  in  severe 
renal  disease.  In  patients  with  renal  disease, 
thiazides  may  precipitate  azotemia.  Cumulative 
effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function. 

Thiazides  should  be  used  with  caution  in  patients 
with  impaired  hepatic  function  or  progressive  liver 
disease,  since  minor  alterations  of  fluid  and  elec- 
trolyte imbalance  may  precipitate  hepatic  coma. 
Thiazides  may  add  to  or  potentiate  the  action  of 
other  antihypertensive  drugs.  Potentiation  occurs 
with  ganglionic  or  peripheral  adrenergic  block- 
ing drugs. 

Sensitivity  reactions  are  more  likely  to  occur  in 
patients  with  a history  of  allergy  or  bronchial 
asthma. 

The  possibility  of  exacerbation  or  activation  of 
systemic  lupus  erythematosus  has  been  reported. 

Usage  in  Pregnancy 

Reserpine:  The  safety  of  reserpine  for  use  during 
pregnancy  or  lactation  has  not  been  established; 
therefore,  the  drug  should  be  used  in  pregnant 
patients  or  women  of  childbearing  potential  only 
when,  in  the  judgment  of  the  physician,  it  is 
essential  to  the  welfare  of  the  patient,  Increased 
respiratory  tract  secretions,  nasal  congestion, 
cyanosis,  and  anorexia  may  occur  in  neonates 
and  breast-fed  infants  of  reserpine-treated 
mothers  since  reserpine  crosses  the  placental 
barrier  and  appears  in  maternal  breast  milk. 
Hydralazine:  Animal  studies  indicate  that  high 
doses  of  hydralazine  are  teratogenic  in  mice, 
possibly  in  rabbits,  and  not  in  rats.  Although 
clinical  experience  does  not  include  any  positive 


evidence  of  adverse  effects  on  the  human  fetus, 
hydralazine  should  be  used  during  pregnancy 
only  if  the  benefit  clearly  justifies  the  potential 
risk  to  the  fetus. 

Hydrochlorothiazide:  Thiazides  cross  the  pla- 
cental barrier  and  appear  in  cord  blood.  The  use 
of  thiazides  in  pregnant  women  requires  that  the 
anticipated  benefit  be  weighed  against  possible 
hazards  to  the  fetus.  These  hazards  include  fetal 
or  neonatal  jaundice,  thrombocytopenia,  and 
possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

Nursing  Mothers:  Thiazides  appear  in  breast 
milk.  If  the  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with  history 
of  peptic  ulcer,  ulcerative  colitis,  or  gallstones 
(biliary  colic  may  be  precipitated). 

Exercise  caution  when  treating  hypertensives 
with  renal  insufficiency.  Use  cautiously  with 
digitalis  and  quinidine. 

Intraoperative  hypotension  has  occurred  in  hy- 
pertensive patients  receiving  rauwolfia  prepara- 
tions, but  withdrawal  of  reserpine  does  not  assure 
that  circulatory  instability  will  not  occur  in  such 
patients. 

Hydralazine:  Use  cautiously  in  suspected  coro- 
nary artery  or  other  cardiovascular  disease, 
cerebral  vascular  accidents,  and  advanced  renal 
damage.  Postural  hypotension  may  occur,  and  the 
pressor  response  to  epinephrine  may  be  reduced. 
Peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling,  has  been  observed. 
Published  evidence  suggests  an  antipyridoxine 
effect  and  addition  of  pyridoxine  to  the  regimen 
if  symptoms  develop. 

Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been  re- 
ported. If  such  abnormalities  develop,  discon- 
tinue therapy.  Periodic  blood  counts  are  advised 
during  prolonged  therapy. 

Hydrochlorothiazide:  Periodic  determination  of 
serum  electrolytes  to  detect  possible  electrolyte 
imbalance  should  be  performed  at  appropriate 
intervals.  Observe  patients  for  clinical  signs  of 
fluid  or  electrolyte  imbalance  (hyponatremia, 
hypochloremic  alkalosis,  and  hypokalemia). 
Serum  and  urine  electrolyte  determinations  are 
particularly  important  when  the  patient  is  vomit- 
ing excessively  or  receiving  parenteral  fluids. 
Medication  such  as  digitalis  may  also  Influence 
serum  electrolytes.  Warning  signs  are  dryness  of 
mouth,  thirst,  weakness^  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular 
fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbance  such  as  nausea  or 
vomiting. 

Hypokalemia  may  develop,  especially  with  brisk 
diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  steroids  or  ACTH. 
Interference  with  adequate  oral  intake  of  electro- 
lytes will  also  contribute  to  hypokalemia.  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  digitalis  (eg, 
increased  ventricular  irritability). 

Any  chloride  deficit  is  generally  mild  and  usually 
does  not  require  specific  treatment  except  under 
extraordinary  circumstances  (as  in  liver  diseases 
or  renal  disease).  Dilutional  hyponatremia  may 
occur  in  edematous  patients  in  hot  weather;  ap- 
propriate therapy  is  water  restriction  rather  than 
administration  of  salt,  except  in  rare  instances 
when  the  hyponatremia  is  life-threatening.  In 
actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be 
precipitated  in  certain  patients.  Insulin  require- 
ments in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged.  Latent  diabetes  may 
become  manifest  during  thiazide  administration. 
Thiazide  drugs  may  increase  the  responsiveness 
to  tubocurarine.  The  antihypertensive  effects  of 
the  drug  may  be  enhanced  in  the  post-sympathec- 
tomy patient.  Thiazides  may  decrease  arterial 
responsiveness  to  norepinephrine.  This  is  not 
sufficient  to  preclude  effectiveness  of  the  pressor 
agent  for  therapeutic  use. 

If  progressive  renal  impairment  becomes 
evident,  consider  withholding  or 
discontinuing  diuretic  therapy. 


Thiazides  may  decrease  serum  FBI  levels  with- 
out signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides. 
Pathological  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have 
been  observed  in  a few  patients  on  prolonged 
thiazide  therapy.  The  common  complications  of 
hyperparathyroidism  such  as  renal  lithiasis, 
bone  resorption,  and  peptic  ulceration  have  not 
been  seen.  Thiazides  should  be  discontinued 
before  carrying  out  tests  for  parathyroid  function. 
ADVERSE  REACTIONS 
Reserpine:  Gastro/ntest/na/— hypersecretion; 
nausea;  vomiting;  anorexia;  diarrhea.  Cardio- 
vascular—anginaAiWe  symptoms;  arrhythmias 
(particularly  when  used  concurrently  with  digi- 
talis or  quinidine);  bradycardia.  Central  Nervous 
System— drowsiness;  depression;  nervousness; 
paradoxical  anxiety;  nightmares;  rare  parkinson- 
ian syndrome  and  other  extrapyramidal  tract 
symptoms;  CNS  sensitization  (manifested  by  dull 
sensorium,  deafness,  glaucoma,  uveitis,  and 
optic  atrophy).  /V)/sce//aneous— frequently  nasal 
congestion;  pruritus;  rash;  dryness  of  mouth; 
dizziness;  headache;  dyspnea;  syncope:  epi- 
staxis; purpura  and  other  hematological  reac- 
tions; impotence  or  decreased  libido;  dysuria; 
muscular  aches;  conjunctival  injection;  weight 
gain;  breast  engorgement;  pseudolactation; 
gynecomastia;  rarely  water  retention  with  edema 
in  hypertensive  patients. 

Hydralazine:  Common— headache;  palpitations; 
anorexia;  nausea;  vomiting;  diarrhea;  tachy- 
cardia; angina  pectoris.  Less  frequent— nasa\ 
congestion;  flushing;  lacrimation;  conjunctivitis; 
peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling;  edema;  dizziness; 
tremors;  muscle  cramps;  psychotic  reactions 
characterized  by  depression,  disorientation,  or 
anxiety;  hypersensitivity  (including  rash,  urti- 
caria, pruritus,  fever,  chills,  arthralgia,  eosino- 
philia,  and,  rarely,  hepatitis);  constipation;  diffi- 
culty in  micturition;  dyspnea;  paralytic  ileus; 
lymphadenopathy;  splenomegaly;  blood  dyscra- 
sias, consisting  of  reduction  in  hemoglobin  and 
red  cell  count,  leukopenia,  agranulocytosis  and 
purpura;  hypotension;  paradoxical  pressor 
response. 

Hydrochlorothiazide:  Gastrointestinal— anorexia, 
gastric  irritation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic),  pancreatitis,  sialadenitis.  Central 
Nervous  System— dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia.  Hemafo/og/c- leukopenia, 
agranulocytosis,  thrombocytopenia,  aplastic 
anemia.  Card/ovascu/ar— orthostatic  hypotension 
(may  be  potentiated  by  alcohol,  barbiturates,  or 
narcotics).  h/ypersens/t/V/ty— purpura,  photosensi- 
tivity, rash,  urticaria,  necrotizing  angiitis,  Stevens- 
Johnson  syndrome,  and  other  hypersensitivity 
reactions.  Other— hyperglycemia,  glycosuria, 
hyperuricemia,  muscle  spasm,  weakness,  rest- 
lessness. Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw  therapy. 
DOSAGE 

As  determined  by  individual  titration  (see  box 
warning). 

Usual  dosage  is  1 or  2 tablets  t.i.d.  For  mainte- 
nance, adjust  dosage  to  lowest  patient  require- 
ment. When  necessary,  more  potent  antihyper- 
tensives may  be  added  gradually  ¡n  dosages 
reduced  by  at  least  50  percent. 

HOW  SUPPLIED 

Tablets  (light  salmon  pink,  dry-coated),  each 
containing  0.1  mg  reserpine,  25  mg  hydralazine 
hydrochloride,  and  15  mg  hydrochlorothiazide; 
bottles  of  30,  60,  100,  1000  and  Accu-Pak® 
blister  units  of  100.  Rev.  9/76 

Consult  complete  literature  before  prescribing. 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 
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SOCIOECONOMIC  CHANGES  AND  REDUCTION  IN  PREVALENCE 
OF  SCHISTOSOMIASIS  IN  PUERTO  RICO 

Maria  M.  Bhajan,  MSS,  Virginia  Martinez,  MSS,  Ernesto  Ruiz-Tiben,  MSS 

and  William  R.  Jobin,  SCD 


Summary:  The  effects  of  socioeconomic 

changes  on  prevalence  of  schistosomiasis  in 
1.4  milhon  people  in  Puerto  Rico  were  stu- 
died retrospectively  by  correlating  census 
data  with  changes  in  prevalence  of  reactors 
to  schistosomiasis  skin  test  between  1960 
and  1970.  The  strongest  correlation  was  found 
between  improved  water  supply  and  a decrea- 
se in  skin  test  prevalence.  There  was  a weaker 
correlation  between  migration  into  urban  areas 
and  a drop  in  prevalence  in  those  areas.  Im- 
proved sewage  disposal  did  not  correlate  with 
decreased  prevalence,  nor  did  increases  in 
education. 

Resumen:  Se  hizo  un  análisis  retrospectivo 

sobre  los  efectos  de  cambios  socioeconómi- 
cos y la  prevalencia  de  la  bilharzia  en  Puerto 
Rico  entre  1960  y 1970  por  la  correlación 
de  los  datos  del  censo  federal  con  cambios 
en  prevalencia  por  la  prueba  intradérmica. 
La  correlación  más  fuerte  era  entre  mejora- 
miento en  agua  potable  y una  baja  en  pre- 


Joint  contribution  of  the  Center  for  Energy  and  En 
vironment  Research,  the  Puerto  Rico  School  of  Public  Health 
and  the  San  Juan  Laboratories,  Center  for  Disease  Control, 
Public  Health  Service,  U.  S.  Department  of  Health,  Education 
and  Welfare.  Send  correspondence  to  William  R.  Jobin,  Human 
Ecology  Division,  Center  for  Energy  and  Environment  Re- 
search, Caparra  Heights  Station,  Puerto  Rico  00935. 

Addendum:  Tables  in  bilharzia  prevalence  in  Puerto  Ri- 
co among  fifth  graders  will  be  made  available  to  interested 
pesons  on  personal  request  to  the  author. 


valencia.  Había  también  una  correlación  débil 
entre  migración  a las  áreas  urbanas  y una  baja 
en  prevalencia  en  estas  áreas.  Mejoramientos 
en  disposición  de  excreta  no  mostró  ninguna 
correlación  con  bajas  en  prevalencia,  ni  había 
correlación  Gor.  aumento  en  educación. 


During  the  last  two  decades  the  island 
of  Puerto  Rico  has  undergone  changes  which 
provided  an  opportunity  for  observing  the 
manner  in  which  improvements  in  living  con- 
ditions have  contributed  to  the  reduction 
in  schistosomiasis,  a major  parasitic  disease 
problem  in  the  tropics.  Rapid  improvements 
in  income  education,  and  sanitation  occurred 
near  some  of  the  large  urban  centers  (Figure 
1),  while  little  or  no  change  occurred  in  many 
rural  areas.  This  uneven  pattern  of  socioeco- 
nomic change  was  superimposed  over  ano- 
ther uneven  geographic  pattern  of  schistoso- 
miasis prevalence.  The  parasitic  infection  is 
transmitted  via  an  aquatic  snail;  thus  its  dis- 
tribution is  heavily  influenced  by  the  existen- 
ce of  bodies  of  fresh  water,  the  distribution 
of  rainfall  and  other  geographical  factors  un- 
related to  socioeconomic  conditions  of  the 
human  population.  The  purpose  of  this  re- 
port was  to  exploit  this  unique  opportunity 
to  determine  whether  changes  in  the  preva- 
lence of  the  infection  could  be  related  to  the 
rapid  changes  in  socioeconomic  conditions. 

The  availability  of  a series  of  careful 
studies  done  during  the  1960’s  on  people 
and  on  schistosomiasis  made  this  statistical 
analysis  possible.  Living  conditions  were  mo- 
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Figure  1:  Housing  Development  typical  of  recent 
urban  growth.  This  is  Barrio  Bairoa,  formerly  an  ende- 
mic area,  near  Caguas,  Puerto  Rico. 


nitored  by  the  U.  S.  government  censuses 
taken  in  1960  and  1970  (1,  2),  while  the  pre- 
valence of  schistosomiasis  was  measured  in 
school  children  in  1963  and  1969  by  their 
intradermal  reactions  to  antigen  made  from 
schistosome  worms.  Among  fifth  grade  chil- 
dren in  Puerto  Rico,  this  skin  test  has  been 
assumed  to  correlate  in  a crude  way  with  de- 
tection of  schistosome  eggs  in  feces.  Thus  it 
was  used  as  an  estimate  of  schistosome  in- 
fection for  this  particular  population  (3,  4). 


Both  series  of  surveys  were  conducted  on 
sound  statistical  bases.  Similar  measurements 
were  repeated  and  reported  in  a comparable 
manner. 

The  availability  of  this  data  in  signifi- 
cant detail  for  each  municipality  made  it  pos- 
sible to  test  several  current  hypotheses  about 
the  effect  of  socioeconomic  development 
on  transmission  of  schistosomiasis.  For  ins- 
tance, it  is  assumed  that  improvements  in  wa- 
ter supply  or  better  means  of  sewage  disposal 
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SUMMARY  OF  VARIABLES  FOR  ENDEMIC  MUNICIPALITIES  IN  PUERTO  RICO 
NOT  COVERED  BY  BILHARZIA  CONTROL  PROGRAM 


Municipality 

INCREASE 

IN 

WATER 

^I 

(Percent) 

INCREASE 

IN 

SEWAGE 

^2 

(Percent) 

INCREASE 

IN 

EDUCATION 

X 

3 

(Percent) 

INCREASE 

IN 

INCOME 

^4 

($) 

MIGRATION 

LOSS 

^5 

(Percent) 

DECREASE 

IN 

PREVALENCE 

^6 

(Percent) 

Fajardo 

8.50 

0.50 

22.80 

2217 

■1.8 

4.93 

Ceiba 

16.00 

1.97 

26.60 

1981 

18.3 

18.18 

Rio  Grande 

35.70 

2.50 

29.00 

1652 

■1.2 

32.05 

Luquillo 

20.90 

1.30 

18.60 

1793 

3.6 

41. 79 

Trujillo  Alto 

37.90 

0.70 

20.60 

2104 

■38.5 

10.17 

Carolina 

20.10 

5.80 

23.50 

3421 

■126.0 

3.93 

Gurabo 

34.90 

9.40 

14.50 

1706 

11.8 

25.59 

Juncos 

28.30 

1.90 

25.50 

1689 

20.3 

10.95 

Las  Piedras 

45.70 

7.60 

26.10 

1999 

16.9 

43.33 

Humacao 

18.30 

7.90 

18.20 

174p 

15.4 

■3.00 

Yabucoa 

32.20 

13.50 

18.40 

1062 

24.5 

7.68 

Maunabo 

31.40 

8.30 

36.60 

1029 

25.3 

8.70 

San  Lorenzo 

41.70 

7.60 

22.70 

1421 

27.0 

18.64 

Caguas 

21.10 

2.60 

23.60 

2316 

■15.30 

17.00 

Aguas  Buenas 

39.70 

5.50 

20.70 

1579 

19.60 

6.89 

San  Juan 

2.20 

0.90 

16.10 

1981 

20.30 

5.36 

Bayamón 

13.50 

7.60 

24.40 

2499 

■71.20 

5.04 

Comerlo 

34.10 

14.30 

34.30 

1032 

29.40 

9.92 

Barranquitas 

42.50 

6.70 

13.30 

906 

30.10 

20.59 

Cidra 

31.10 

15.90 

25.80 

1640 

22.60 

10.94 

Juana  Díaz 

13.40 

9.10 

17.40 

1531 

10.20 

9.84 

Santa  Isabel 

9.60 

2.20 

18.20 

1738 

17.30 

9.51 

Toa  Alta 

51.90 

4.50 

11.20 

1633 

9.90 

40.88 

Utuado 

30.24 

5.20 

23.50 

611 

35.00 

6.62 

Jayuya 

31.50 

4.70 

34.10 

929 

42.20 

7.14 

Mayaguez 

8.90 

1.90 

18.10 

1733 

16.30 

10.87 
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will  reduce  transmission  (5).  Furthermore,  it 
is  generally  held  that  improvements  in  educa- 
tion should  increase  people’s  knowledge  of 
the  disease  and  how  to  avoid  it,  and  also  that 
increases  in  income  might  change  behavior 
and  contribute  to  reducing  transmission.  Fi- 
nally, it  was  suggested  that  if  large  numbers 
of  infected  people  migrate  out  of  rural  trans- 
mission areas  to  urban  centers  where  no  trans- 
mission can  occur,  the  concomitant  loss  of 
parasites  from  the  endemic  area  might  reduce 
transmission  (6).  It  is  important  to  evaluate 
these  various  hypotheses,  in  order  to  better 
understand  the  effects  of  schistosomiasis  con- 
trol programs  in  relation  to  general  develop- 
ment efforts. 

Data  on  the  following  parameters  were 
summarized  by  municipality: 

1.  Prevalence  of  reaction  to  skin  test 

for  schistosomiasis  among  public 
school  children  in  the  5th  grade, 
as  determined  by  the  criteria  that 
a reaction  of  1.0  square  centime- 

ter or  larger  in  children  of  both 
sexes  under  14  years  of  age  and  in 
females  14  years  of  age  and  older, 
and  a reaction  of  1.2  square  centi- 
meters or  larger  for  males  14  years 
or  older  was  a positive  reaction 

(1969  criteria).  This  data  was  ori- 
ginally reported  by  hydrologic  wa- 
tershed units,  but  we  regrouped 

it  by  municipalities  to  conform 
to  the  census  data. 

2.  Percentages  of  dwelling  units  sup- 

plied with  piped  water. 

3.  Percentages  of  dwelling  units  with 

either  latrines  or  flush  toilets. 

4.  Percentages  of  children,  ages  14  to 
17,  attending  public  schools. 


5.  Median  family  income  in  dollars. 

6.  Net  emigration,  corrected  for  births 
and  deaths. 

The  analysis  dealt  with  the  26  municipa- 
lities within  the  endemic  zone  where  no  snail 
control  work  was  under  way  (Table  I).  Thir- 
teen endemic  municipalities  were  thus  exclu- 
ded in  which  the  Health  Department  had  ac- 
tive programs  to  control  snails  by  chemical, 
biological,  and  environmental  methods  (7). 
The  endemic  zone  was  arbitrarily  defined  as 
those  municipalities  where  the  1963  reactor 
rate  by  skin  test  in  5th  graders  was  15  per- 
cent or  more,  adjusted  for  the  1969  criteria. 
This  zone  included  a population  of  1.4  mil- 
lion people  (Figure  2). 

The  entire  analysis  was  based  on  the 
changes  in  the  parameters,  not  the  magnitude 
of  the  parameters.  The  changes  in  these  para- 
meters were  used  in  order  to  minimize  any 
possible  differences  in  the  skin  test  or  census 
methodology  between  the  two  surveys  and 
because  our  primary  interest  was  in  the  dyna- 
mic factors,  not  the  static  factors  such  as  rain- 
fall, land-slope  and  geography  which  influ- 
ence the  magnitude  of  the  infection.  An  ana- 
lysis could  be  conducted  on  these  static  geo- 
graphical and  hydrologic  characteristics  but 
such  data  was  not  available  by  municipal  sub- 
divisions. By  evaluating  only  the  changes  in 
skin  test  prevalence  it  was  assumed  that  the 
inherent  problems  with  indirect  diagnostic 
tests  were  minimized. 

A linear  multiple  regression  equation 
relating  change  in  prevalence  to  the  other 
variables  was  assumed  to  be: 

^6  ~ ^0  ^ ^ ^2  ^2  ^ ^3  ^3  ^ ^4  ^4 

+ ^5  X5 

where  X0  was  the  decrease  in  schistosomia- 
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ENDEMIC  MUNICIPALITY 


ENDEMIC  MUNICIPALITY  UNDER 
CONTROL  PROGRAM  1963 


NON- ENDEMIC  MUNICIPALITY 


Figure  2:  Municipalities  with  Endemic  Bilharzia — 
showing  Operational  Control  Program  - Puerto  Rico 
1963 


sis  prevalence,  Bq,  . . . . bg  were  the  re- 
gression coefficients,  was  the  percentage 
increase  in  water  supply,  X2  was  the  percen- 
tage increase  in  latrines  or  toilets,  X3  was  the 
percentage  increase  in  school  attendance, 
X4  the  increase  in  income  and  x^  was  the 
net  emigration.  If  x^  was  negative  it  conno- 
ted immigration. 

A preliminary  calculation  of  the  matrix 
of  simple  intercorrelation  coefficients  showed 
that  income  and  migration  were  strongly  in- 
ter correlated,  r = -0.85.  Thus  the  final  ana- 


lysis was  performed  with  only  4 independent 
variables,  omitting  income  which  had  the 
weakest  simple  correlation  with  prevalence 
of  the  5 variables  selected  for  initial  analysis 
(r=-0.1). 

The  final  matrix  of  simple  intercorrela- 
tion coefficients  confirmed  the  independent 
nature  of  the  four  variables;  water,  sewage, 
education  and  migration  (Table  II).  From  a 
standard  multiple  regression  analysis,  the  re- 
lative importance  of  the  final  four  variables 
was  defined  (Table  III).  The  regression  co- 
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TABLE  II 

MATRIX  OF  SIMPLE  INTER  CORRELATION  COEFFICIENTS 


Variable 

Water 

Sewage 

Education 

Emigration 

Prevalence 

Water 

1.00 

Sewage 

0.34 

1.00 

Education 

0.08 

0.25 

1.00 

Migration 

-0.06 

0.15 

0.18 

1.00 

Prevalence 

0.52 

■0.08 

0.22 

■0.40 

1.00 

TABLE  III 

REGRESSION  AND  PARTIAL  CORRELATION  COEFFICIENTS  FOR 
SOCIOECONOMIC  VARIABLES  AND  CHANGES  IN  S.  MANSONI 
PREVALENCE  IN  PUERTO  RICO  BETWEEN  I960  AND  1970 


Partial 

Regression  coefficients  Correlation  coefficients 


Variable 

Symbol 

Value 

Standard 

Error 

Symbol 

Value 

Increased  Water  Supply 

0.53 

±0.16 

^61 

0.59 

P<0.01 

Increased  Sewage  Disposal 

h 

■0.55 

±0.54 

’’62 

-0.22 

P>0.05 

Increased  Education 

^3 

■0.30 

±0.32 

’’63 

■0.20 

P>0.05 

Net  Migration 

■0.15 

±0.08 

'‘65 

■0.39 

P>0.05 

efficients  were  fairly  high  for  water  supply 
and  sewage,  but  only  the  regression  coeffi- 
cient for  water  was  statistically  significant 
(0.53  ± 0.16).  The  partial  correlation  coef- 
ficients for  the  data  on  water  supply  indica- 
ted a fairly  good  correlation  with  prevalen- 
ce and  there  was  a somewhat  weaker  corre- 
lation between  immigration  and  drop  in  pre- 
valence, but  the  correlation  coefficients  on 


sewage  and  education  were  weak.  Thus  only 
water  supply  was  found  to  be  both  an  impor- 
tant and  fairly  well  correlated  variable.  All 
four  variables  together  accounted  for  47  per- 
cent of  the  total  variability  in  the  changes 
in  prevalence. 

From  a theoretical  consideration  of  the 
biology  of  the  schistosome  life-cycle,  it  was 
concluded  that  preventing  contact  of  people 
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with  snail-infested  water  would  cause  propor- 
tional reductions  in  transmission  (8).  The 
most  obvious  way  of  preventing  water  contact 
is  to  provide  people  with  alternate  adequate 
safe  water  near  their  homes.  This  theory  was 
confirmed  recently  in  St.  Lucia  ip  a pilot  pro- 
gram in  which  piped  water  facilities  were  cons- 
tructed for  about  2,000  people  (9).  Provision 
of  piped  water  to  the  community  resulted  in 
a 56  percent  drop  in  prevalence  of  infection 
over  a 5-year  period.  The  multiple  regression 
analysis  for  Puerto  Rico  extends  the  observa- 
tions on  water  supply  from  the  carefully  su- 
pervised research  program  with  2,000  people 
in  St.  Lucia  to  an  operational  government 
program  on  over  a million  people,  showing 
the  effectiveness  of  a water  supply  program 
on  a country-wide  scale. 

The  same  theoretical  analysis  which  gave 
reason  to  expect  that  improved  water  supply 
would  cause  decrease  in  prevalence  also  indi- 
cated that-  improved  sewage  disposal  would 
cause  relatively  little  decrease  in  prevalence. 

The  fact  that  the  multiple  regression 
analysis  showed  little  correlation  between  im- 
proved sewage  disposal  and  decreased  preva- 
lence tends  to  support  this  theoretical  argu- 
ment in  light  of  the  fairly  clear  relation  shown 
for  water  supply  from  the  same  set  of  data. 

The  slight  correlation  between  immigra- 
tion and  a drop  in  prevalence  could  indicate 
a migration  of  non-infected  people  out  of  the 
rural  zones  into  the  urban  areas.  This  would 
raise  the  prevalence  slightly  in  the  rural  areas 
and  cause  a decrease  in  prevalence  in  the  grow- 
ing urban  and  suburban  fringes  such  as  Caro- 
lina and  Bayamón  (Table  I).  This  was  contra- 


ry to  previous  suppositions  but  the  impact 
of  this  variable  on  the  overall  changes  was  too 
small  to  be  of  concern  since  the  regression 
coefficient  was  only  0.15  ± 0.08  (6). 
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THE  APHAKIC  REFRACTION 


Manuel  N.  Miranda,  MD 


Abstract:  Two  methods  of  performing  the 
refraction  of  aphakics  are  presented.  Details  are 
given  to  get  the  best  possible  prescription  for 
these  patients. 

Abstracto:  Se  presentan  dos  métodos  para 
hacer  la  refracción  en  los  afáquicos  y se  expo- 
nen los  procedimientos  a seguir  para  obtener 
la  mejor  prescripción  posible  para  estos  pa- 
cientes. 

Introduction 

Whenever  still  possible,  a careful  refrac- 
tion should  be  made  before  deciding  to  remo- 
ve cataracts  in  order  to  determine  whether 
distance  vision  can  be  improved  to  20/50 
or  20/70  which,  with  adds  of  3.00  to  5.00 
D.  may  meet  satisfactorily  the  needs  of  the 
elderly  patient.  Such  a solution,  even  if  not 
permanent,  is  preferable  to  aphakia  for  im- 
portant reasons.  Not  only  will  uncorrected 
aphakic  vision  almost  invariably  be  poorer 
than  the  defective  phakic  vision,  but  the  spec- 
tacle lens  correction  of  aphakia  presents  to 
the  aphake  a long  list  of  formidable  visual 
difficulties.  Foremost  among  these  are  spatial 
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disorientation  caused  by  magnification,  limi- 
ted peripheral  vision,  and  a “roving”  blind 
zone,  known  as  “ring  scotoma”. 

Method  and  Comment 

However,  when  cataract  surgery  can  no  longer 
be  avoided,  and  the  decision  to  operate  has  been  rea- 
ched, a keratometer  reading  should  be  taken  for  better 
evaluation  of  the  subsequent  aphakic  refractions  as 
well  as  the  healing  process.  Knowledge  of  the  patient’s 
pre-cataract  prescription  is  useful  in  making  a rough 
estimate  of  his  future  aphakic  correction  by  adding 
(1)  half  the  power  of  his  previous  ametropic  correc- 
tion to  + 10.00  D. 

The  time  of  the  first  refraction  of  the  aphake 
depends  in  part  on  the  corrected  vision  of  the  phakic 
eye.  If  the  patient  can  perfonn  his  usual  tasks  with 
his  phakic  eye,  the  first  refraction  is  made  six  to  eight 
weeks  after  operation.  With  the  usual  conventional 
cataract  operation  the  refraction  begins  to  be  stabi- 
lized after  two  months.  The  healing  (2)  process  of  the 
surgical  wound  is  such  that  at  least  two  months  are 
required  for  the  permanent  union  of  the  margins  of 
the  incision. 

The  progress  of  healing  can  be  followed  by  taking 
keratometer  readings  during  visits,  and,  as  Sloane  (3) 
suggests,  by  making  visual  tests  through  a + 10.00  D 
lens  and  a pinhole  of  1.0,  1.5  or  2.0  mm  diameter. 

If  the  vision  in  the  phakic  eye  is  very  poor,  and 
the  post  operative  period  has  been  uncomplicated,  two 
weeks  is  a reasonable  time  to  make  the  first  refraction, 
since  it  takes  about  15  days  for  connective  tissue  in- 
growth to  extend  through  the  entire  thickness  of  the 
wound. 

A refractor  facilitates  the  examination.  Kerato- 
metry  gives  a clue  as  to  cylindrical  power  and  axis.  The 
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spherical  error  and  the  power  of  the  cylinder  in  the  lens 
plane  are  found  by  retinoscopy  which  also  serves  as 
a check  of  the  axis  of  the  cylinder.  The  subjective 
refraction  is  then  performed  using  standard  methods. 
The  refractor  is  now  replaced  by  a trial  frame  (4)  and 
lenses.  Care  is  taken  to  adjust  the  frame  to  the  exact 
interpupillary  distance.  The  sphere  is  placed  in  the 
rear  trial  cell,  with  the  cylinder  in  front,  using  as  few 
lenses  as  possible  to  reach  the  final  prescription.  The 
vertex  distance  is  measured  with  an  appropriate  ins- 
trument or  with  a stenoscopic  slit  placed  in  the  rear 
cell  and  a metal  or  plastic  millimeter  rule  to  the  closed 
lid,  allowing  1 mm  for  lid  thickness.  A preliminary 
lens  is  given,  and  the  refraction  is  repeated  every  week 
or  two  until  it  becomes  stabilized.  Then  the  final  pres- 
cription is  written. 

The  transfer  of  the  prescription  from  the  trial 
frame  situation  to  that  of  the  permanent  frame  re- 
quires great  care.  If  the  vertex  distance  used  with  the 
trial  frame  is  changed,  usually  to  a smaller  one,  to 
that  of  the  lens  in  the  patient’s  frame,  the  principal 
meridional  powers  have  to  be  modified  separately. 
The  optician  has  tables  for  accomplishing  this. 

The  new  meridional  powers  can  be  found  by 
applying  the  following  formula: 

Dl 

D2  = 

1 -SDj 

where  Dj  = trial  lens  power;  D2  = Rx  lens  power, 
and  S = shift  in  meters  from  the  trial  lens  plane  to 
Rx  lens  plane. 

They  can  also  be  found  through  Sheards’  method: 

Change  of  Effectivity  = .001  x S x 

where  S = change  in  lens  position  in  millimeters,  and 
[)  = dioptric  power  of  the  lens  in  the  trial  frame. 

An  alternate  lens  plan  for  aphakes  is  as  follows: 

(5) 

Step  1 — Before  surgery,  the  doctor  orders  tempo- 
rary spheres  with  2.50  add. 

— Patient  is  sent  t«  optician  for  frame  selec- 
tion and  measurements. 


— Optician  orders  the  temporary  lenses  and 
the  permanent  frame. 

— After  receiving  these,  optician  carefully 
fits  to  permanent^  position,  as  close  as  pos- 
sible, with  proper  pantoscopic  angle. 

Step  2 — After  surgery,  doctor  refracts  over  tempo- 
rary sphere.  Suggest  use  of  Halberg  or  Jan- 
nelli  clip. 

— Doctor  need  only  advise  optician  of  amount 
of  change  from  temporary  spheres. 

Example:  Temporary  spheres  + 11.00. 

Amount  of  change  -I-  0.75  -I-  0.75 
X 175,  plus  add 

— Optician  orders  temporary  Rx  lenses  — ad- 
ding amount  of  change  to  temporary  spheres 
(patient  continues  to  wear  first  temps.) 

— When  lenses  are  ready,  optician  removes  the 
spheres  and  inserts /irsi  temporary  Rx. 

Step  3 — Important  fitting  — before  final  refraction, 
optician  carefully  fits  to  final  permanent 
position. 

— Doctor  again  refracts,  gives  change  only  to 
optician. 

— Resultant  final  Rx  is  computed. 

— Optician  orders  best  aspheric  lenses  avail- 
able. 

Motility  balance  should  be  determined  for  dis- 
tance and  near.  Since  accomodation  is  absent  in  bi- 
lateral aphakics,  an  exophoria  or  exotropia  is  com- 
mon, resulting  in  excessive  convergence  demand. 

The  vast  majority  of  the  activities  of  those  oper- 
ated for  cataract  are  at  distances  well  inside  20  feet, 
therefore  the  eyes  have  to  converge  most  of  the  time. 
When  the  patient  is  looking  at  near  objects  through 
his  high  plus  lenses  the  visual  lines  will  passs  nasally 
to  the  optical  centers  creating  a base  out  prism  ef- 
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fect.  This  increases  the  converging  demands  of  the 
patient. 

To  give  some  relief  to  these  patients  it  is  recom- 
mended to  have  the  optician  set  all  distance  or  read- 
ing glasses  and  all  bifocals  at  the  near  point  pupillary 
distance. 

In  summary,  I would  like  to  point  out  that  from 
a pure  optical  point  of  view,  even  though  the  method 
of  correcting  aphakia  with  spectacles  is  the  most  im- 
perfect of  those  available  today,  the  vast  majority  of 
aphakics  will  have  to  continue  using  them  as  they 
will  not  be  able  to  afford  the  cost  of  contact  or  intra- 
ocular lenses,  thus,  a careful  and  aceurate  refraction 
is  of  vital  importance  to  give  these  patients  the  best 


visual  acuity  possible  and  a pair  of  comfortable  spec- 
tacles. 
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EL  SINDROME  DE  GUILLAIN-BARRE: 
PASADO,  PRESENTE  Y FUTURO 


Juan  Cárdenas,  MS  IV,  Ramón  H.  Bermúdez,  MD,  FACP  y 
Carlos  H.  Ramírez-Ronda,  MD,  FACP 


El  Síndrome  de  Guillain-Barré  plantea  un 
problema  fascinante,  sus  secretos  parecen  inex- 
pugnables, su  comportamiento  clínico  a veces 
paradójico.  Se  le  ha  dado  diferentes  nombres, 
entre  otros.  Parálisis  de  Landry,  neuritis  febril 
aguda,  polineuritis  infecciosa  aguda  y otros.  En 
la  literatura  médica  vemos  reportado  grupos 
de  pacientes  con  el  diagnóstico  de  “Síndrome 
de  Guillain-Barré”  que  presentaban  cuadros 
clínicos,  cursos  mórbidos  y desenlaces  tan  dis- 
pares entre  sí,  que  rara  vez  los  autores  de  éstos 
pueden  llegar  a conclusiones  específicas. 

En  su  artículo  original,  el  neurólogo  fran- 
cés Georges  Guillain  sugirió  que  la  condición 
que  describía  podría  estar  asociada  a algún  ti- 
po de  proceso  infeccioso.  Leneman  (1)  en  su 
serie  heterogénea  de  más  de  un  millar  de  pa- 
cientes cuyo  común  denominador  era  la  pre- 
sencia de  parálisis  periferal,  no  pudo  relacionar 
la  enfermedad  a ninguna  causa  aparente  en  la 
tercera  parte  de  los  casos.  De  los  casos  restantes, 
aproximadamente  el  80  por  ciento  estaban  de 
alguna  manera  asociados  a una  infección,  fuera 
ésta  específica  o no.  Además,  una  pequeña  por- 
ción, 3 por  ciento,  estaban  relacionados  a ino- 
culación de  vacunas,  casi  la  misma  cantidad  de 
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casos  estaban  relacionados  a enfermedades 
autoinmunes  y estados  alérgicos  (Véase  Figura 
1).  El  ejemplo  anterior  se  ha  traído  a modo  de 
curiosidad  y sin  ningunas  pretensiones,  ya  que 
un  número  importante  de  los  pacientes  incluidos 
en  el  estudio  padecían  de  condiciones  tales 
como  botulism  o,  neuritis  post  diftérica,  tétanos 
y envenenamiento  por  agentes  variados. 

Por  otra  parte,  el  Síndrome  de  Guillain- 
Barré  se  ha  reportado  en  asociación  a infec- 
ciones virales  específicas  (2,  3,  4,  5,  6)  cons- 
tatadas fuera  de  toda  duda  mediante  pruebas 
de  laboratorio  y en  otras  ocasiones  siguiendo 
a vacunas  contra  la  influenza  y sarampión. 
Las  infecciones  más  frecuentemente  menciona- 
das son:  influenza  tipo  A y tipo  B,  mononu- 
cleosis infecciosa,  sarampión,  varicela  y herpes 
simplex.  Es  importante  recalcar  que  en  estas 
presentaciones  predominan  aquellos  casos  en 
los  cuales  los  síntomas  fueron  referidos  al  tracto 
respiratorio  alto. 

El  diagnóstico  del  Síndrome  de  Guillain- 
Barré  presenta  un  problema  adicional,  ya  que 
hasta  el  día  de  hoy  no  existen  criterios  que  sean 
aceptados  universalmente.  La  razón  principal 
de  ésto  es  el  hecho  previamente  ilustrado  de  que 
se  ha  usado  el  término  en  asociación  a condi- 
ciones muy  dispares.  Sin  embargo  se  ha  pro- 
puesto que  se  limite  el  uso  de  este  diagnóstico 
al  cuadro  clínico  más  o menos  típico  que  se 
ha  observado  seguir  a un  proceso  infeccioso 
viral,  particularmente  del  tracto  respiratorio, 
aunque  el  mismo  haya  ocurrido  a un  nivel 
subclínico  y solamente  se  sospeche  mediante 
el  uso  de  pruebas  serológicas.  Es  importante 
conocer  que  este  cuadro  clínico  puede  ser 
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FIGURE  I 


modificado  por  cualquier  otra  condición  pa- 
tológica que  padezca  la  persona  afectada. 


Clínica 

La  enfermedad  se  puede  manifestar  en 
personas  de  cualquier  edad  y en  ambos  sexos 
por  igual  (7,  8)  (Véase  Figura  2).  El  período 
de  tiempo  que  pasa  entre  el  episodio  arriba 
mencionado  y los  primeros  síntomas  de  la  en- 
fermedad es  usualmente  de  una  a tres  semanas 
en  las  cuales  el  paciente  ha  estado  sin  enfer- 
medad aparente  y al  momento  de  la  admisión 
tenemos  un  paciente  afebril  en  casi  un  100  por 
ciento  de  los  casos.  Este  paciente  ha  acudido 
en  bsuca  de  ayuda  pues  ha  comenzado  a sentir 
parestesias  en  las  manos  o pies,  o ambos,  se- 
guido por  una  profunda  debilidad  muscular 
simétrica  en  distribución,  aunque  no  nece- 
sariamente en  grado.  Esta  debilidad  inicial 
progresa  rápidamente  a parálisis  flácida  de 
las  partes  envueltas.  Al  examen  físico  nos 


FIGURE  2 


encontramos  con  una  persona  asustada  que 
presenta  hiperalgesia,  ausencia  de  reflejos 
tendineos  profundos  y quizás  pérdidas  en 
la  sensación  de  vibración  y sentido  de  posi- 
ción. No  encontramos  reflejos  patológicos, 
así  como  tampoco  clono  ni'  fasciculaciones. 
Puede  haber  parálisis  de  algunos  de  los  pares 
cranianos,  en  especial  se  cita  la  parálisis  bi- 
lateral del  facial,  los  pares  cinco,  diez  y once 
pueden  también  afectarse.  Rara  vez  los  otros 
pares  están  envueltos.  Con  respecto  al  en- 
volvimiento de  los  músculos  del  tórax  (10), 
podemos  decir  que  es  común  encontrar  de- 
bilidad menor,  pocas  veces  es  tan  severa  como 
para  requerir  el  uso  de  ventilación  asistida, 
pero  que  su  reconocimiento  temprano  es  vital, 
ya  que  constituye  el  riesgo  de  muerte  mayor 
en  estas  personas. 

Laboratorio 

En  los  casos  en  los  cuales  no  existe  nin- 
guna otra  condición  concurrente,  las  pruebas 
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usuales  de  laboratorio  no  revelan  anormalidad 
alguna.  El  estudio  del  líquido  cefalorraquí- 
deo revela  básicamente  niveles  de  proteínas 
aumentados  (aprox.  100  mg  por  ciento),  y 
prácticamente  ausencia  de  células  (usualmen- 
te de  0 a 6 y casi  todos  linfocitos).  Los  cul- 
tivos son  negativos,  los  niveles  de  glucosa  y 
otros  componentes  son  normales.  En  el  líqui- 
do cefalorraquídeo  la  fracción  de  inmuno- 
globulinas  puede  estar  algo  aumentada,  per 
ésto  es  en  extremo  variable.  Debemos  enfati- 
zar en  este  momento  que  no  existe  una  corre- 
lación clara  entre  el  cuadro  clínico  y los  va- 
lores arriba  mencionados,  además  de  que  este 
perfil  no  es  necesariamente  patognomónico 
de  esta  enfermedad.  El  curso  clínico  es  rápido 
y el  progreso  de  la  enfermedad  es  máximo  an- 
tes de  las  dos  semanas  desde  el  comienzo  de  los 
síntomas.  Usualmente  las  primeras  mejorías 
se  detectan  alrededor  de  las  tres  semanas,  el 
progreso  es  constante  y sin  recaídas.  Los  refle- 
jos tendineos  profundos  pueden  permanecer 
deprimidos  por  largo  tiempo  después  de  haber- 
se recobrado  la  función  motora  y en  ausencia 
de  cpmplicaciones  o enfermedad  concurrente 
el  pronóstico  es  excelente  y sin  secuelas.  En  la 
generalidad  de  los  casos,  el  paciente  ha  recobra- 
do totalmente  antes  de  los  seis  meses. 

Patología  y Etiología 

El  Síndrome  de  Guillain-Barré  (S.G.B.) 
parece  ser  un  fenómeno  autoinmune.  Las  le- 
siones patológicas  de  la  enfermedad  a nivel 
microscópico  (11)  son  muy  parecidas  a aque- 
llas de  encefalomielitis  post  infecciosa,  pero 
limitadas  al  tejido  del  sistema  nervioso  peri- 
feral.  Temprano  en  el  proceso  se  observan 
áreas  de  edema,  seguido  de  infiltración  mono- 
nuclear  perivascular,  áreas  de  demielinización 
segmental  (Gombault),  aparición  de  células 
fagocitarias  concurrente  con  la  proliferación 
de  células  de  Schwann.  En  todo  momento  el 
eje  de  las  fibras  nerviosas  ha  estado  preserva- 
do y ésto  ayuda  a entender  el  por  qué  los  pa- 


Guillain-Barré 

cientes  recobran  la  función  de  las  partes  afec- 
tadas en  la  inmensa  mayoría  de  los  casos.  Es- 
tudios con  inmunofluorescencia  han  demos- 
trado (12)  la  presencia  de  complejos  formados 
por  inmunoglobulinas  y complemento,  depo- 
sitados a lo  largo  de  la  vaina  de  mielina  en 
biopsias  tomadas  a pacientes  con  el  Síndrome 
de  Guillain-Barré.  Estos  complejos  también 
han  sido  demostrados  en  pacientes  con  otras 
enfermedades  demielinizantes,  e inclusive  el 
suero  de  algunos  pacientes  con  S.G.B.  ha  demos- 
trado ser  mielotóxico  en  cultivos  de  tejidos. 
Por  otra  parte,  hace  varios  años  se  vió  (9)  que 
si  se  inyectaba  a un  animal  de  laboratorio  una 
mezcla  de  tejido  nervioso  y adyuvante  com- 
pleto de  Freund,  en  unas  dos  semanas  se  pro- 
ducía experimentalmente  un  modelo  de  poli- 
neuritis que  clínica  y patológicamente  era 
muy  similar  a la  enfermedad  en  cuestión,  aún 
más,  estos  animales  recobraban  la  salud  más 
tarde  espontáneamente.  Se  vio  además  que  la 
enfermedad  podía  ser  transferida  de  un  animal 
a otro  mediante  el  uso  de  linfocitos  provenien- 
tes del  animal  enfermo,  cosa  que  no  se  pudo 
lograr  usando  el  suero  solamente. 

Indudablemente  la  patofisiología  del  S.G.B. 
depende  de  varios  factores  además  del  infectivo. 
Se  ha  descrito  la  ocurrencia  familiar  del  S.G.B. 
en  algunas  ocasiones.  Estos  casos  en  especial 
parecen  tener  un  símil  experimental  apropiado 
en  un  tipo  de  polineuritis  con  parálisis  que  plaga 
a una  variedad  de  perros  llamados  “coonho- 
unds”  (13).  Tejido  nervioso  canino  y adyuvan- 
tes les  fue  inyectado  a un  grupo  de  estos  perros. 
La  dosis  administrada  causaba  enfermedad  mí- 
nima en  los  animales  controles  mientras  que 
producía  enfermedad  severa  en  aquellos  her- 
manos y descendientes  de  perros  que  anterior- 
mente habían  padecido  la  enfermedad. 

Actualmente  se  están  estudiando  las  pro- 
teínas específicas  en  contra  de  las  cuales  se  sen- 
sitizan las  células  linfoides  en  las  enfermedades 
demielinizantes.  Se  ha  logrado  aislar  distintos 
tipos  que  aparentemente  poseen  los  determi- 
nantes antigénicos  responsables.  Se  ha  visto 
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(14,  15,  16)  que  los  linfocitos  de  pacientes 
con  enfermedad  activa  se  estimulan  significa- 
tivamente en  presencia  de  la  llamada  Proteína 
Neuritogénica  Pura  (PjL)  y en  otros  casos  en 
prsencia  de  Proteína  de  Nervio  Periferal  Básica 
(P2),  aunque  los  reportes  son  conflictivos.  El 
misterio  radica  en  el  por  qué  y mediante  cuáles 
mecanismos  el  sistema  inmunológico  celular 
al  exponerse  a las  partículas  virales  que  han 
sido  implicadas  se  sensitiza  en  contra  de  por- 
ciones del  sistema  nervioso;  por  otra  parte  el 
hecho  de  que  el  S.G.B.  ocurre  en  una  ínfima 
minoría  de  las  personas  que  han  sido  expuestas 
a los  agentes  víricos  mencionados  anterior- 
mente lleva  a pensar  en  factores  propios  del 
individuo,  como  por  ejemplo,  un  error  genético 
presente  en  ciertas  personas  o más  bien  en  una 
combinación  más  compleja  de  factores,  algunos 
de  los  cuales  son  desconocidos  al  presente.  De 
las  teorías  que  tratan  de  explicar  el  fenómeno 
de  la  autoinmunogenicidad,  aquellas  que  pro- 
ponen la  modificación  de  la  función  del  linfo- 
cito  luego  de  ser  infectado  por  un  virus  y la 
que  plantea  una  posible  reacción  cruzada  de 
los  anticuerpos  dirigidos  en  contra  de  deter- 
minantes antigénicos  virales  y las  proteínas 
localizadas  en  la  superficie  de  tejido  nervioso 
periferal,  parecen  ser  las  más  prometedoras. 
La  infección  directa  con  posible  modificación 
antigénica  del  tejido  no  parece  estar  envuelta 
en  la  patogénesis  de  la  enfermedad,  ya  que 
todos  los  esfuerzos  por  identificar  viruses  en 
el  tejido  nervioso  periferal  de  los  pacientes 
estudiados  han  sido  infructuosos. 

Tratamiento 

El  tratamiento  del  S.G.B.  plantea  tres 
aspectos  importantes,  éstos  son;  soporte  si- 
cológico, terapia  con  corticoesteroides  y ma- 
nejo de  las  complicaciones  y/o  condiciones 
concurrentes. 

Soporte  Sicológico 


El  soporte  sicológico  se  explica  casi  por 
sí  solo.  Es  importante  reasegurar  al  paciente 
sobre  su  condición;  para  hacer  ésto  concien- 
zudamente debe  de  haber  excluido  otra  condi- 
ción o condiciones. 

Uso  de  Corticoesteroides 

En  base  al  cuadro  histopatológico  el  uso 
de  los  corticoesteroides  parecía  ofrecer  las 
mejores  posibilidades.  Específicamente  estos 
pacientes  se  han  tratado  con  prednisona  y 
ACTH.  Hay  autores  que  alegan  que  pacientes 
tratados  con  corticoesteroides  y que  subsi- 
guientemente mejoraron  casi  invariablemente 
padecían  en  realidad  de  otras  formas  crónicas 
de  polineuropatías  que  no  eran  S.G.B.  En  un 
estudio  no  controlado  de  38  pacientes  (17) 
diagnosticados  en  base  al  historial  y hallazgos 
físicos  similares  a los  anteriormente  indicados, 
los  resultados  sugerían  que  no  solo  la  terapia 
era  inefectiva  sino  que  la  estadía  en  el  hospital 
de  los  pacientes  tratados,  que  eran  25,  se  alar- 
gaba. Esto  ocurría  especialmente  en  aquellos 
casos  de  enfermedad  leve  y moderada.  Además 
se  ha  diagnosticado  S.G.B.  en  pacientes  que 
concomitan temente  padecían  del  Síndrome  de 
Cushing,  pacientes  de  trasplantes  renales  reci- 
biendo terapia  con  corticoesteroides  e inmu- 
nosupresivos  y otros  recibiendo  dosis  altas  de 
corticoesteroides  a largo  plazo.  Por  otra  parte, 
Swick  (18)  y colaboradores,  en  un  estudio 
controlado  doblemente  ciego,  mostró  con 
resultados  estadísticamente  significativos  que 
aunque  el  período  de  hospitalización  no  se 
acortaba  con  el  uso  de  corticoesteroides,  la 
duración  de  la  enfermedad  era  disminuida. 
La  severidad  de  los  casos  individuales  no  era 
afectada  en  forma  alguna.  Concluyen  estos 
investigadores  que  esta  modalidad  de  trata- 
miento está  justificada  para  la  condición  (18). 

Manejo  de  Complicaciones 
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El  paciente  con  el  S.G.B.  idealmente 
debe  ser  tratado  en  una  unidad  de  cuidado 
intensivo.  La  razón  principal  para  ello  es  el 
riesgo  de  parálisis  o debilidad  extrema  de  los 
músculos  del  tórax  que  puede  llevar  a insu- 
ficiencia respiratoria,  tomando  en  cuenta  que 
ésta  es  la  principal  causa  de  muerte  en  los 
pacientes  afectados  (19).  El  examen  de  los  gases 
arteriales,  de  la  capacidad  vital,  efectividad  del 
reflejo  de  la  tos,  el  control  de  las  secreciones 
orales  y la  prevención  de  infecciones  superim- 
puestas  constituyen  el  núcleo  de  las  medidas  que 
usará  el  médico  de  cabecera  para  evitar  compli- 
caciones. Cuando  la  reserva  ventilatoria  del  pa- 
ciente llega  a 25-30  por  ciento  del  valor  esperado 
para  su  edad  y estatura  el  uso  de  ventilación 
asistida  está  indicado.  Finalmente  debemos  se- 
ñalar que  una  vez  los  hallazgos  físicos  se  han 
estabilizado,  el  riesgo  de  parálisis  respiratoria 
se  vuelve  mínimo,  ya  que  como  anteriormente 
se  dijo,  la  inmensa  mayoría  de  los  pacientes 
comienzan  a recobrar  sin  recidiva.  La  decisión 
de  transferir  estos  pacientes  a salas  de  cuidado 
general  descansa  en  una  evaluación  responsable 
y repetida  por  parte  del  médico. 
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EL  DOCTOR  FRANCISCO  OLLER  (1758-1831) 

José  G.  Rigau  Pérez,  MD 


Abstracto:  El  doctor  Francisco  011er  Ferrer 

(1758-1831)  llegó  a Puerto  Rico  en  1790  como 
Cirujano  del  Real  Hospital  Militar.  Introdujo 
el  uso  de  la  inoculación  en  1792,  se  distinguió 
en  el  asedio  de  San  Juan  en  1797  y en  1803 
hizo  la  primera  vacunación.  Respaldado  por 
el  gobernador  Melendez,  continuó  ocupándose 
de  la  sanidad  pública,  con  nombramientos  de 
Inspector,  Protomédico  y Visitador  General. 
Sufrió  el  desfavor  del  Gobierno  Constitucional 
pero  luego  fue  nombrado  Subdelegado  de  la 
Junta  Superior  de  Cirugía,  con  otros  honores. 
Fue  el  primer  defensor  de  las  ventajas  de  la 
medicina  preventiva  en  Puerto  Rico. 

Abstract:  Doctor  Francisco  Oller-Ferrer  (1758- 
1831)  arrived  in  Puerto  Rico  in  1790  as  Surgeon 
of  the  Royal  Military  Hospital.  He  introduced 
smallpox  inoculation  in  1792,  distinguished 
himself  in  the  siege  of  San  Juan  in  1797  and 
performed  the  first  vaccination  in  1803.  With 
Governor  Melendez’  backing  he  continued  work- 
ing on  public  sanitation,  as  Inspector,  Protomé- 
dico and  Visitador  General.  He  suffered  the  ill 
will  of  the  Constitutional  Government  but  later 
was  named  Subdelegate  of  the  Superior  Board 
of  Surgery,  with  other  honors.  He  was  the  first 
champion  of  the  advantages  of  preventive  me- 
dicine in  Puerto  Rico. 


El  doctor  Francisco  Oiler  es  figura  prin- 
cipal en  la  historia  de  la  medicina  puertorri- 
queña. Orientó  su  carrera  con  la  idea  de  man- 


tener a la  Isla  informada  y servida  de  las  más 
recientes  teorías  y prácticas  de  su  profesión. 
Por  ésto,  y por  la  época  que  vivió,  participó 
011er  como  protagonista,  o como  testigo,  en 
dramáticos  sucesos  de  la  historia  de  Puerto 
Rico.  Nació  Francisco  011er  Ferrer  en  la  villa 
de  San  Vicéns  deis  Horts,  cerca  de  Barcelona, 
en  1758,  hijo  de  Don  Pablo  y Doña  Catalina 
011er.  Tenía  cerca  de  21  años  al  graduarse  de 
bachiller  del  Real  Colegio  de  Barcelona  y en 
noviembre  de  1779  (estando  en  guerra  España 
e Inglaterra)  empezó  su  carrera  de  médico  mi- 
litar al  ser  nombrado  cirujano  segundo  del  Se- 
gundo Batallón  de  Reales  Guardias  Walonas 
en  la  misma  Barcelona.  Allí  sirvió  poco  más  de 
dos  años,  pues  se  le  trasladó  al  asedio  de  Mahón 
(Menorca)  como  ayudante  segundo  de  cirugía. 
Su  labor  en  el  Hospital  de  Sangre  debe  haber 
sido  satisfactoria  pues  a los  tres  meses  se  le  as- 
cendió a primer  ayudante  de  cirugía  en  el  hos- 
pital de  sangre  del  sitio  de  Gibraltar.  Diez  me- 
ses más  tarde,  con  el  cese  de  hostilidades,  vol- 
vió 011er  a Barcelona,  conservando  su  rango, 
a servir  en  el  Real  Hospital  del  Ejército.  Obe- 
deciendo la  Real  Orden  del  12  de  enero  de 
1784  011er,  sin  saber  que  jamás  volvería  a Es- 
paña, pero  seguramente  temiéndolo,  se  tras- 
ladó a la  isla  Española,  como  Cirujano  Mayor 
de  la  ciudad  de  Santo  Domingo,  con  sueldo 
de  40  pesos  mensuales.  Y se  dio  a conocer 
pronto,  pues  en  1787  el  Ayuntamiento  apro- 
bó su  nombramiento  como  médico  de  la  Junta 
de  Sanidad  de  la  ciudad  (1).  Durante  su  estadía 
en  Santo  Domingo  (1784-89)  casó  011er  con 
Isabel  de  Frómesta,  hija  de  un  Oidor  de  la  Au- 
diencia de  Santo  Domingo,  y para  emparentarse 
con  tal  familia  se  le  hizo  necesario  hacer  venir 
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de  España  sus  certificaciones  de  hidalguía  y 
limpieza  de  sangre,  que  no  llevó  consigo  al 
viajar  a la  Española  (2),  El  cirujano  011er  pidió 
al  Rey  su  traslado  porque  había  contraído  en- 
fermedades “peculiares  de  La  Española”  y 
aunque  la  Real  Orden  del  15  de  abril  de  1789 
lo  concedió,  todavía  se  encontraba  011er  en 
Santo  Domingo  el  1ro.  de  octubre,  cuando  in- 
corporó en  la  Universidad  de  Santo  Domingo 
el  grado  de  bachiller  en  medicina  que  obtuvo 
en  Barcelona.  Sirvió  de  Cirujano  Mayor  en  Puer- 
to Cabello  por  sólo  ocho  meses  pues  la  R.O. 
del  4 de  diciembre  de  1789  le  nombró  Cirujano 
Mayor  del  Hospital  Real  en  San  Juan,  Puerto 
Rico  (1). 

Con  su  establecimiento  en  Puerto  Rico 
termina  la  vida  peregrinante  de  011er.  Encontró 
de  Capitán  General  al  Brigadier  Uztariz,  quien 
ese  mismo  año  (1790)  aprueba  su  nombra- 
miento de  Cirujano  Mayor  de  los  cuerpos  de 
infantería  y caballería  del  Regimiento  de  Mi- 
licias Disciplinadas  de  Puerto  Rico,  cargo  que 
servirá  sin  sueldo  por  21  años.  También  le 
nombra  Uztariz  Cirujano  (interino)  de  los 
dos  batallones  del  Regimiento  Fijo  de  Infan- 
tería de  San  Juan,  otra  obligación  sin  sueldo 
que  sirve  del  1790  al  1792  y de  1794  al  1796. 
En  junio  de  1792  el  Gobernador  le  nombró 
Médico  y Cirujano  de  la  Real  Cárcel,  que  sir- 
vió por  más  de  26  años  y también  sin  sueldo. 
Su  única  fuente  de  ingreso  es  lo  que  recibe 
por  su  trabajo  de  Cirujano  del  Hospital  Real, 
plaza  que  sirvió  hasta  1817  con  la  sola  inte- 
rrupción del  ataque  inglés  de  1797  (1). 

El  Cabildo  de  San  Juan  admitió  a 011er 
a ejercer  el  17  de  julio  de  1792  (3),  cuando  se 
iniciaba  una  epidemia  de  viruela.  Esto  le  per- 
mitió asistir  pacientes  privados  y le  dio  a la 
ciudad  otro  médico  que  cuidaría,  gratis,  a los 
indigentes  que  lo  necesitaran.  A causa  de  los 
métodos  que  usaba  para  combatir  la  viruela, 
se  vió  011er  envuelto  en  litigio  con  el  alcalde 
de  segunda  elección  del  Ayuntamiento  de  San 
Juan,  Don  José  Dávila.  La  fuente  de  infor- 
mación sobre  este  proceso  es  un  documento 


que  resume,  sin  aclarar  detalles,  los  alegatos 
sometidos  a la  Audiencia  de  Santo  Domingo 
(4).  La  epidemia  se  introdujo  en  San  Juan 
por  haberse  admitido  un  cargamento  de  es- 
clavos sin  advertir,  en  la  visita  de  sanidad  que 
rutinariamente  se  hacía  a los  barcos  que  en- 
traban al  puerto,  que  los  cautivos  venían  in- 
fectados de  viruelas.  Desde  julio  el  ayunta- 
miento tomó  la  tradicional  medida  de  aislar 
las  víctimas  en  un  “degredo”,  sitio  de  asilo 
idealmente  fuera  de  la  ciudad  donde,  a la  vez 
que  se  aislaban  los  variolosos  del  resto  de  la 
población,  les  proporcionaba  el  ayuntamiento 
asistencia  médica.  011er,  según  su  propio  tes- 
timonio, al  ver  el  peligro  de  la  epidemia,  trató 
de  aplacar  el  contagio  por  medio  de  la  inocu- 
lación de  la  viruela,  empezando  por  su  propio 
hijo.  La  inoculación  consistía  en  depositar,  en 
una  pequeña  herida  superficial  en  el  brazo  del 
paciente,  un  poco  del  suero  de  una  pústula  de 
viruela.  El  paciente  que  así  se  contagiaba  vo- 
luntariamente tenía  mucha  mayor  probabilidad 
de  sobrevivir  la  enfermedad  y hasta  de  evitar 
las  cicatrices  faciales,  que  alguien  que  se  con- 
tagiaba de  viruela  al  azar,  por  una  epidemia. 
Pero  por  el  otro  lado,  el  mismo  paciente  ino- 
culado podía  contagiar  otras  personas,  creando 
un  foco  epidémico,  de  manera  que  el  aisla- 
miento era  indispensable.  El  proceso  de  inocu- 
lación, conocido  en  Europa  desde  principios 
del  siglo  18,  se  popularizó  en  la  segunda  mitad 
del  siglo,  usándose  en  toda  España  y en  las 
colonias  de  Norte  y Sur  América,  pero  por  lo 
visto  era  nuevo  en  Puerto  Rico.  De  todos  los 
que  él  inoculó,  declara  011er,  sólo  uno  salió 
con  cicatrices,  y eso  por  no  seguir  las  instruc- 
ciones del  médico.  Sin  embargo,  varios  habi- 
tantes de  San  Juan  fueron  a quejarse  al  Alcalde 
Dávila  pues  temían  que  las  inoculaciones  de 
011er  empeoraran  o prolongaran  la  epidemia, 
lo  que  consideraban  formalmente  un  pecado. 
Dávila,  que  en  su  alegato  dice  que  011er  em- 
pezó a inocular  cuando  la  epidemia  estaba 
desapareciendo  (pero  ésta  duró  basta  junio  de 
1793)  y temiendo  que  se  aumentara  el  conta- 
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gio,  avisó  oficialmente  a 011er  que  sólo  inocu- 
lara en  el  degredo,  y no  en  las  casas  particulares. 
Como  el  cirujano  no  acató  la  orden,  el  15  de 
octubre  de  1792  Dávila  prohibió  a 011er  que 
siguiera  inoculando,  bajo  pena  de  200  pesos  de 
multa.  Don  Francisco  011er,  enfrentando  al 
cabildo  con  el  gobierno  insular,  consiguió  que 
el  Intendente  Creagh,  Teniente  de  Gobernador, 
le  expidiera  una  licencia  para  inocular.  El  Ayun- 
tamiento, en  reunión  del  19  de  octubre  confir- 
mó los  procedimientos  de  Dávila,  pero  parece 
que  en  la  sesión  del  5 de  noviembre,  convencido 
por  los  recursos  que  levantó  011er  y con  la  pre- 
sencia del  Teniente  de  Gobernador  en  la  reu- 
nión, el  Ayuntamiento  revocó  su  decisión.  Dá- 
vila entonces  llevó  el  caso  a la  Audiencia  de 
Santo  Domingo,  dando  como  base  jurídica 
para  su  proceder  la  R.  0.  del  15  de  abril  de  1785 
en  que  se  recomendaba  la  conocida  medida  del 
degredo  para  combatir  las  epidemias.  Con  la 
Real  Orden  se  incluía  la  Disertación  Físico- 
Médica  del  doctor  Francisco  Gil,  que  criticaba 
el  método  de  la  inoculación.  011er,  defendién- 
dose, atacó  el  sistema  del  degredo  porque  se 
aplicaba  sólo  a los  pobres,  que  perecían  más  por 
el  abandono  que  allí  sufrían  que  por  la  enfer- 
medad. A los  ricos  no  se  les  sometía  a eso  y 
se  quedaban  en  sus  casas,  manteniendo  así  la 
epidemia  en  la  ciudad.  Y en  todo  caso,  el  mismo 
degredo,  en  1792  era  “un  tinglado  sin  mayor 
abrigo  dentro  de  los  muros  de  la  ciudad,  tan 
inmediato  al  Hospital  Real  que  apenas  dista  vein- 
te varas  castellanas  [17  metros]  y así,  lejos  de 
contener  el  contagio,  se  fomentaba  con  des- 
gracia.” (4)  El  fiscal  de  la  Audiencia  de  Santo 
Domingo,  reconociendo  la  extendida  práctica 
de  la  inoculación  en  Europa  y América,  sus 
buenos  resultados  en  los  pacientes  de  011er, 
el  carácter  no  preceptivo,  sino  de  consejo  o 
insinuación,  de  la  Real  Orden,  que  no  prohi- 
bía de  ningún  modo  la  inoculación,  y el  exceso 
de  celo  de  Dávila  y el  Cabildo,  atribuyéndose 
poderes  que  correspondían  sólo  a la  jurisdic- 
ción del  gobierno  insular,  aconsejó  (y  se  aceptó 
por  la  Audiencia)  que  se  ordenara  al  Goberna- 
dor de  Puerto  Rico  que  estimulara  y protegiera 
la  inoculación  de  la  viruela  que  llevaba  a cabo 
011er  Í4).  En  este  pleito  contra  Dávila,  primero 


de  muchos  en  que  se  vió  envuelto  011er  con 
diferentes  personas,  se  ve  la  confianza  del  ga- 
leno en  sus  conocimientos  y en  la  percepción 
que  tiene  de  su  deber  para  con  sus  pacientes. 
Su  orgullo  personal  y profesional  resisten  a una 
autoridad  que  quiere  velar  por  los  intereses  de 
la  comunidad  pero  que  utiliza  el  carácter  con- 
troversia! de  un  procedimiento  médico,  no  para 
educar  al  público,  sino  para  crear  desavenencias 
y socavar  el  poder  del  Capitán  General.  011er 
maniobró  con  certeza  y,  con  un  suegro  que 
había  sido  Oidor  de  la  Audiencia,  no  le  falta- 
rían los  contactos.  Al  unir  la  causa  de  la  ino- 
culación a la  del  gobierno  insular,  en  la  lucha 
de  poder  entre  éste  y el  Cabildo,  011er  fortale- 
ció su  argumento.  Con  el  notorio  carácter  cen- 
tralizador  del  gobierno  español,  raro  hubiera 
sido  que  la  Audiencia  diera  la  razón  al  Ayunta- 
miento de  San  Juan  y no  a su  Gobernador. 

Sin  duda  la  decisión  de  la  Audiencia  au- 
mentó el  prestigio  profesional  de  011er.  El  1ro. 
de  diciembre  de  1794  el  Obispo  de  la  Cuerda 
le  nombró  médico  del  Hospital  de  Caridad  Nues- 
tra Señora  de  la  Concepción,  con  sueldo  de  50 
pesos  anuales  (y  en  cuyo  puesto  seguía  011er 
24  años  más  tarde).  Al  año  siguiente  (1795)  se 
le  nombró  Cirujano-Médico  de  la  Brigada  del 
Real  Cuerpo  de  Artillería  de  San  Juan,  cargo 
que  llegó  a servir  sin  sueldo  por  21  años  (1). 
De  manera  que  al  momento  del  ataque  inglés  de 
1797,  011er  era  Cirujano  Mayor  del  Hospital 
Real  (militar),  del  Regimiento  de  Milicias  Dis- 
ciplinadas, de  la  Real  Cárcel,  del  Cuerpo  de  Ar- 
tillería y médico  del  hospital  de  caridad.  Cono- 
cía a primera  mano  los  soldados,  los  suministros 
de  que  disponía  la  plaza  en  todas  sus  facili- 
dades médicas  y tenía  la  experiencia  de  los 
asedios  de  Mahón  y Gibraltar.  Desde  el  día 
que  se  avistaron  las  naves  enemigas  (17  de 
abril  de  1797)  el  Gobernador  Ramón  de  Cas- 
tro nombró  a 011er  Cirujano  Mayor  de  los 
ejércitos  de  la  defensa.  Se  encontraban  en 
San  Juan  siete  cirujanos  franceses,  que  ofre- 
cieron sus  conocimientos  con  la  condición 
de  estar  bajo  las  órdenes  de  011er,  por  su  po- 
sición de  director  del  Hospital  Real  y su  ex- 
periencia en  los  hospitales  de  campaña.  Y 
por  las  dos  semanas  que  duró  la  lucha  coor- 
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diñó  Oiler  los  servicios  de  los  cirujanos  espa- 
ñoles y franceses,  destinándolos  a las  posicio- 
nes donde  más  los  necesitaran  los  defensores 
de  la  ciudad.  Hasta  mucho  después  de  la  re- 
tirada de  Harvey  y Abercromby  se  vio  fatigado 
con  la  cura  de  los  heridos  del  sitio  y pronto 
cayó  en  cama  postrado.  Pero  en  la  misma  gra- 
vedad preparó  una  lista  de  todos  los  heridos 
en  el  asedio  y un  informe  de  los  servicios  hechos 
por  los  facultativos,  con  esperanza  de  que  el 
Gobernador  lo  elevase  al  Rey.  El  Gobernador 
no  contestó  la  petición,  aunque  más  tarde 
(1801)  decidió  que  en  caso  de  nuevo  ataque 
011er  volvería  a servir  de  Cirujano  Mayor  (1). 
También  se  le  usó  repetidas  veces  de  consul- 
tor en  asuntos  de  medicina,  por  el  Gobernador 
de  Castro  en  el  caso  del  Intendente  Creagh  (5), 
por  el  Ayuntamiento  (6)  y por  el  Obispo  (7). 
Quizás  fue  por  su  esfuerzo  durante  el  asedio 
que  ganó  011er  su  doctorado.  La  Real  Orden 
del  15  de  febrero  de  1798,  comunicada  por 
el  Ministerio  de  Marina,  concedió  a 011er  los 
grados  de  Licenciado  y Doctor  por  el  Real 
Colegio  de  Cirujanos  de  la  Armada,  en  Cádiz, 
dispensándolo  de  los  requisitos  exigidos  por 
los  Colegios  de  Cirugía.  La  Junta  Superior  Gu- 
bernativa de  Cirugía  del  Reino,  enterada  de 
la  esmerada  labor  de  011er,  y de  la  dicha  R.O., 
no  puso  reparos.  Pero  no  pudo  011er  ostentar 
su  título  hasta  1800  pues  era  necesario  que 
el  Consejo  de  Indias  diera  el  pase  a la  R.O. 
para  que  la  considerara  válida  el  Gobernador. 
El  Consejo,  aunque  no  halló  constancia  de  la 
R.O.  del  15  de  febrero  de  1798,  no  reparó 
en  aprobar  los  títulos,  tras  ver  el  informe  que 
sometió  el  fiscal  de  Puerto  Rico  (8).  Y así 
pudo  011er  presentar  su  título  al  Ayuntamien- 
to de  San  Juan,  certificándosele  el  7 de  julio 
de  1800  (9).  Quizás  no  satisfecho  con  esto, 
presentó  011er  una  relación  de  méritos  (impre- 
sa) a la  Cámara  de  Indias  en  1802  y ya  antes 
había  presentado  otra  más  detallada  a la  Se- 
cretaría de  Nueva  España  (1). 

A pesar  de  que  prestó  cuarenta  años 
de  servicio  público  en  la  Isla,  011er  se  recuerda 


Francisco  Oiler 

por  un  solo  acto:  la  introducción  de  la  vacuna 
de  viruela  en  Puerto  Rico,  el  28  de  noviembre 
de  1803.  La  virtud  protectora  de  la  vacuna 
(“cowpox”)  había  sido  dada  a conocer  por 
Jenner  en  1798.  Se  vacunaba  a la  persona 
con  la  linfa  de  una  pústula  del  “cowpox” 
de  una  vaca.  Cuando  la  vacuna  formaba,  a 
su  vez,  una  pústula  en  el  brazo  del  paciente 
a eso  de  los  ocho  días  de  vacunado,  se  usaba 
esa  linfa  para  inyectar  otra  persona.  Esa  era 
la  vacunación  de  brazo  a brazo,  la  forma  más 
eficaz,  aunque  difícil,  de  trasmitir  y conservar 
la  linfa.  Para  1803  la  vacuna  había  llegado 
a la  vecina  isla  de  San  Tomás  y 011er  escribió 
a un  médico  conocido  suyo  que  se  la  enviara. 
El  Dr.  Mondeher  hizo  un  primer  envío  que 
no  resultó,  pero  el  segundo,  con  linfa  sellada 
entre  dos  laminillas  de  cristal,  sí  prosperó. 
011er  disolvió  la  costra  de  linfa  seca  en  agua 
y con  ella  vacunó  dos  de  sus  hijos,  José  María 
y Genaro,  el  28  de  noviembre  de  1803.  La 
vacuna  prendió  en  José  María  y de  él,  y de 
vacuna  que  luego  le  fue  enviada  al  Goberna- 
dor de  Castro  desde  San  Tomás,  procedió 
011er  a vacunar  públicamente  en  San  Juan, 
donde  se  empezaba  a regar  otra  epidemia  de 
viruela.  Del  17  de  diciembre  de  1803  al  9 
de  febrero  de  1804  vacunó  011er  a 1557  per- 
sonas (10),  entre  ellas  las  dos  hijas  del  Go- 
bernador, el  Obispo-electo  Arizmendi  y el 
alcalde  Don  José  Dávila  (el  del  pleito  de  1792). 
De  Puerto  Rico,  la  linfa  llegó  rápidamente  a 
Cuba  y a Cumaná  (hoy  provincia  de  Venezuela), 
en  brazos  de  niños  recién  vacunados  (11). 

El  9 de  febrero  de  1804  llegó  a Puerto 
Rico  la  Real  Expedición  Filantrópica  de  la 
Vacuna,  destinada  por  orden  de  Carlos  IV  a 
diseminar  el  beneficio  de  la  vacuna  por  las  co- 
lonias españolas  de  América  y Asia.  Su  director, 
Dr.  Francisco  Xavier  de  Balmis,  aunque  ini- 
cialmente apareció  complacido  por  la  labor 
de  011er,  luego  declaró  públicamente  en  una 
serie  de  escenas  violentas  que  la  vacuna  de 
011er  era  toda  falsa,  lo  tachó  de  ignorante  y 
dijo  “que  era  (como  todos  en  Puerto  Rico) 
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unos  necios  [s/c],  que  era  el  más  torpe  en  las 
funciones  de  su  ejercicio  y profesión”  y que 
las  obras  que  había  leído  011er  para  informar- 
se sobre  la  vacunación  “eran  unos  Folletos  que 
nada  valían”.  (10)  Esta  actitud  de  Balmis  se 
dirigió  también  al  Gobernador  y Capitán  General 
Ramón  de  Castro,  de  manera  que  aunque  Balmis 
llevó  a cabo  vacunaciones  y conferencias  públi- 
cas, su  cooperación  con  las  autoridades  médicas 
y políticas  de  la  Isla  fue  mínima,  y aún  antes  de 
irse  la  Expedición  el  12  de  marzo  de  1804  se 
quejaron  al  Rey  el  Gobernador  de  Castro  (“este 
Director  me  ha  incomodado  más  que  nadie”) 
(12)  y el  Doctor  011er  (“el  exponente  (regido 
de  un  heroísmo  político)  sufrió  con  manse- 
dumbre los  agravios....  sin  faltar  a la  urbanidad”) 
(10).  De  Castro  y el  Ayuntamiento  de  San  Juan 
nombraron  a Oiler  Director  de  Vacuna,  cargo 
que  ocupó  casi  hasta  el  fin  de  su  vida  profesio- 
nal (1).  Desde  el  principio  fue  designado  su 
asistente  el  licenciado  Emigdio  Antique,  joven 
médico  puertorriqueño.  Ambos  galenos  sometie- 
ron un  Reglamento  de  Vacuna  al  Cabildo,  según 
pedía  la  Real  Orden  de  20  de  mayo  de  1804. 
El  Cabildo  aprobó  el  plan  pero  nunca  lo  puso 
en  funciones  y la  vacuna  se  siguió  trasmitiendo, 
con  dificultad.  Se  pasaba  de  una  crisis  a otra, 
en  que  el  fluido  vacuno  estaba  próximo  a extin- 
guirse por  falta  de  concurrentes  y,  a lo  largo 
de  los  años,  se  perdió  la  vacuna  varias  veces, 
haciendo  necesaria  su  reimportación  (13). 

En  noviembre  de  1804  llegó  a_  Puerto 
Rico  un  nuevo  gobernador,  Toribio  Montes. 
Entre  sus  órdenes  se  le  encargó  especialmen- 
te de  investigar  los  sucesos  ocurridos  entre 
Balmis  y Oiler.  Tras  enterarse  por  los  notables 
de  la  ciudad,  informó  Montes  al  Rey  que  011er, 
en  premio  de  haber  hecho  venir  la  vacuna  a 
Puerto  Rico,  tuvo  que  arrostrar  infinitas  contra- 
dicciones y disgustos  causados  por  Balmis, 
quien  pretendió  tachar  de  falsa  vacuna  la  que 
encontró  legítima  (1).  Antes  de  transcurrir 
un  mes  de  su  llegada  a San  Juan  nombró  Montes 
a 011er  Médico  interino  del  Real  Hospital  (1), 
y a los  pocos  meses  (enero  1805),  entre  011er  y 


Antique,  que  solicitaban  el  nombramiento  de 
médico  de  la  Junta  de  Sanidad  (13),  Montes 
escogió  a 011er  (1).  Aparte  de  su  esfuerzo  en 
la  prevención  de  la  viruela,  011er  tuvo  ocasión 
de  impresionar  al  nuevo  gobernador  por  la 
asistencia  que  dió  al  vecindario  durante  la 
epidemia  de  vómito  prieto  (fiebre  amarilla) 
que  atacó  la  capital  en  noviembre  de  1804  y 
la  de  “catarro  maligno  o influencia”  en  1808 
(tan  severa  que,  desbordándose  el  Hospital 
Real,  se  alojaron  pacientes  en  casas  particula- 
res y en  un  convento).  Montes  certificó  en 
1809  que  011er  había  “sufrido  alguna  vez  el 
rigor  de  la  más  peligrosa  enfermedad  con trahida 
por  sus  excesivos  desvelos  en  la  asistencia  de 
los  desconsolados  enfermos;  pues  sin  atem- 
perarse a la  costumbre,  y sin  guardar  horas, 
los  visitaba  a cuantas  lo  estimaba  convenien- 
te, redoblando  sus  pasos  y cuidados  de  noche 
y día”  (1).  Y alabó  haciendo  énfasis  en  las 
diversas  ocasiones  en  que  011er  había  cortado 
epidemias  en  sus  principios  o las  había  preve- 
nido antes  de  hacerse  manifiestas  (1).  Es  de 
suponer  que  la  labor  de  011er  en  medicina  pre- 
ventiva se  hizo  más  fácil  y más  efectiva  con  la 
introducción  de  la  imprenta  en  Puerto  Rico 
en  1806,  en  cuanto  la  imprenta  aceleró  y exten- 
dió la  comunicación  entre  San  Juan  y las  pobla- 
ciones de  la  Isla. 

El  30  de  junio  de  1809  tomó  posesión  del 
cargo  de  gobernador,  intendente  y capitán  gene- 
ral Don  Salvador  Meléndez  Bruna.  Con  Meléndez 
llegó  el  siglo  XIX  a la  Isla.  En  los  once  años  de 
su  incumbencia  se  develaron  las  tensiones  polí- 
ticas y económicas  que  dominarían  la  vida  pú- 
blica hasta  el  fin  de  la  soberanía  española.  Me- 
léndez usó  las  facultades  omnímodas,  sirvió, 
sin  objetar,  de  gobernador  constitucional,  pero 
sin  duda  actuó  más  a gusto  después  que  Fernan- 
do VII  derogó  la  Constitución.  A lo  largo  de 
estas  circunstancias,  Francisco  Oiler,  innovador 
en  lo  médico,  pero  como  se  verá,  cada  vez  más 
conservador  en  lo  político,  mantuvo  su  pre- 
eminencia entre  los  médicos  de  la  Isla  y aun  la 
acrecentó,  respaldado  por  el  Capitán  General. 
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Melendez  consiguió  en  1809  que  el  Gobierno 
Central  nombrara  en  propiedad  a 011er  al  cargo 
de  Médico  del  Hospital  Militar,  que  ejercía 
interinamente.  El  nombramiento  continuó  la 
regla  que  se  seguía  desde  1804:  aunque  011er 
era  Médico  y Cirujano  del  Hospital,  sólo  cobraba 
un  sueldo,  el  que  fuera  mayor  de  los  dos.  Y así 
lo  hizo  por  doce  años  (1).  Ambos  puestos  te- 
nían un  sueldo  anual  de  80  pesos  pero  al  ciruja- 
no se  le  asignaba  además  una  ración  de  alimen- 
to (14). 

En  circular  del  26  de  abril  de  1810,  Melén- 
dez  nombró  a 011er  Facultativo  Inspector,  a 
cargo  de  identificar  los  que  practicaban  medi- 
cina, cirugía,  farmacia  o flebotomía  sin  los 
debidos  títulos.  El  abuso  de  los  llamados  “in- 
trusos” justificaba,  según  Meléndez,  este  nom- 
bramiento extraordinario.  La  Regencia  Consti- 
tucional, en  misiva  del  13  de  octubre  de  1812 
no  quiso  confirmarlo  como  nombramiento 
Real  por  ser  un  cargo  de  nueva  factura,  “no 
conocido  hasta  el  día”,  pero  autorizó  a Oiler 
a continuar  en  esas  funciones  “sin  necesidad 
de  otra  aprobación,  como  sucede  con  los  Ins- 
pectores de  epidemias  y Protomédicos  que  se 
nombran  en  algunas  capitales  y ciudades  para 
sus  respectivos  Ayuntamientos”.  (1)  Y Oiler 
siguió  atribuyéndose  el  cargo  hasta,  al  menos, 
1820  (15).  Coincidiendo  con  el  gobierno  cons- 
titucional, y también  el  13  de  octubre  de  1812, 
cesó  011er  de  médico  de  la  ciudad,  sustitu- 
yéndole el  licenciado  Antique  (16).  Fernando 
VII,  que  en  cuanto  volvió  al  trono  en  1814 
derogó  la  Constitución,  concedió  a Francisco 
Oiler  la  distinción  de  Médico  honorario  de 
Cámara  de  Su  Majestad,  el  12  de  junio  de 
1815  (14).  El  12  de  septiembre  Meléndez 
lo  nombró  Protomédico  de  San  Juan  y la  isla 
de  Puerto  Rico  amparándose  en  la  resolución 
de  la  Regencia  del  13  de  octubre  de  1812  (1). 
Por  esta  maniobra  nada  más  hace  evidente 
Meléndez  la  protección  que  da  a Oiler.  Se  ne- 
cesita valor  para  justificar  ese  nombramiento 
en  la  orden  de  un  gobierno  que  el  Rey  decla- 
ró ilegal.  Hay  constancia  de  que  el  21  de  oc- 
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tubre  de  1815  recibió  el  Gobierno  Central 
una  petición  de  Don  José  Espaillat,  médico 
en  San  Juan  que  solicitaba  ser  nombrado  Pro- 
tomédico (17).  Si  Oiler  se  enteró  de  la  solici- 
tud de  Espaillat  y entonces  apuró  a Meléndez 
que  lo  hiciera  Protomédico,  o si,  por  el  contra- 
rio, fue  Espaillat  el  que  trató  de  madrugarle 
la  partida  a 011er,  es  imposible  de  precisar. 
Antique,  aún  en  1816,  también  solicitó  se  le 
nombrara  Protomédico  (17).  La  rivalidad 
de  011er  y Espaillat  fue  muy  enconada.  Anti- 
que compitió  con  011er  para  puestos  y com- 
partió labores;  por  lo  visto  nunca  tuvieron 
pleitos.  Pero  entre  011er  y Espaillat  las  acusa- 
ciones fueron  serias  y repetidas.  La  Real  Cédu- 
la del  30  de  enero  de  1816  autorizó  a Espaillat 
a continuar  la  Cátedra  de  Medicina  que  tenía 
establecida  en  el  Hospital  Militar  y le  hizo 
asesor  del  Gobernador  Meléndez  para  contener 
la  práctica  sin  títulos.  El  doctor  Espaillat  era 
Médico  del  Hospital  Militar,  Catedrático  de 
Salamanca  y Médico  honorario  de  la  Real  Fa- 
milia. 011er,  quejándose  al  Rey  en  1829,  ase- 
guró que  aunque  Espaillat  dio  a entender  que 
había  establecido  una  cátedra,  ésta  no  vino 
a existir  sino  hasta  después  de  la  Cédula,  y 
duró  muy  poco.  Dice  además  que  Espaillat, 
para  ganarse  el  favor  del  Rey  presentó  como 
abandonados  a los  demás  Profesores  de  la 
capital,  cuando  jamás  había  existido  queja 
contra  ellos  (18).  Espaillat,  en  otro  alegato, 
interpreta  la  R.C.  del  30  de  enero  de  1816 
generosamente  en  lo  que  le  conviene,  pues 
dice  la  cédula  le  hizo  consultor  del  Gobierno 
en  materias  relativas  al  arte  de  curar.  Y añade 
detalle  que  omite  011er:  la  Cédula  dispuso  que 
en  Puerto  Rico  no  hubiese  Tribunal  del  Pro- 
tomedicato  (compuesto  por  cuatro  personas) 
por  no  permitirlo  la  pobreza  de  la  Isla  (15). 
Según  Espaillat,  una  Real  Orden  del  2 de  enero 
de  1817  desaprobaba  que  Meléndez  hubiera 
nombrado  Protomédico  a 011er,  pero  tanto  fa- 
vorecía el  Gobernador  al  cirujano  que  no  se 
circuló  por  la  Isla  la  Orden,  y 011er  siguió  usan- 
do su  título  (18).  En  1817  011er  persuadió  a 
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Meléndez  que  aumentara  los  cargos  por  la  Vi- 
sita de  Sanidad  a los  barcos.  Por  la  Real  Cédula 
del  3 de  mayo  de  1768  se  les  cobraba  7.50  pe- 
sos, de  los  cuales  2 iban  al  miembro  del  Ca- 
bildo (regidor),  1 al  escribano,  1 al  cirujano 
y 2 al  médico  de  sanidad,  que  hacían  la  visita. 
Por  decreto  de  Meléndez  el  7 de  junio  de  1817 
se  duplicó  el  estipendio  al  regidor  y al  escribano 
y se  le  autorizó  al  médico  (011er,  médico  de  la 
Junta  de  Sanidad)  que  cobrara  2 reales  por  cada 
negro  bozal  que  examinaba  (8  reales  = 1 peso). 
Los  capitanes  de  los  barcos  se  quejaron  y el  5 
de  mayo  del  1818  se  le  envió  Real  Orden  aMe- 
léndeiz,  que  cancelara  su  decreto  y a 011er  que 
devolviera  todo  lo  que  había  cobrado  en  ex- 
ceso (19). 

En  1818  preparó  Don  Francisco  una 
“Hoja  de  grados,  méritos  y servicios”  sin  duda 
para  respaldar  su  petición  de  alguna  merced 
al  Rey.  Hay  una  copia  impresa  en  el  Archivo 
General  de  Puerto  Rico.  ¿Por  qué  impresa,  y 
no  sencillamente  manuscrita?  0 la  burocracia 
requería  multiples  copias,  o pensaba  usarla 
011er  para  diferentes  peticiones  en  diferente 
momento,  o no  la  hizo  imprimir  011er  sino 
otra  persona,  para  repartirlas  en  honor  de 
011er  (o  en  su  memoria,  tras  su  muerte).  Esta 
“Hoja”,  indispensable  para  la  biografía  del 
cirujano,  es  muy  detallada,  está  plagada  de 
errores  tipográficos  y llena  de  documentos 
que  atestiguan  el  “zelo,  caridad  y acierto  con 
los  enfermos”,  “notoria  exactitud,  pureza  y 
eficacia  al  servicio  público”  del  exponente  (1). 
Espaillat  aseguró  que  en  esta  relación  de  mé- 
ritos 011er  estampó  varios  “dictados  supues- 
tos” (que  Espaillat  no  detalla)  y que  por  eso 
consiguió  otros  favores  (15)  (pero  011er  tenía 
la  mayoría  de  ellos  antes  de  la  “Hoja”).  En 
abril  de  1818  se  desató  una  epidemia  de  vi- 
ruela en  Isabela,  Manatí  y San  Juan.  Hubo  un 
furor  de  actividad  y se  escribió  un  Reglamen- 
to (14),  pero  al  año  se  perdió  la  vacuna  de 
nuevo  en  toda  la  Isla.  Una  Real  Orden  del'  9 
de  mayo  de  1819  nombró  al  “Protomédico 
Francisco  011er”  Visitador  General  de  Sanidad 


de  Puerto  Rico,  con  obligación  de  inspeccionar 
la  Isla,  exigir  noticias  del  estado  de  salud  y 
determinar  lo  más  apropiado  a la  Sanidad  de 
la  colonia.  Don  Francisco,  que  por  lo  visto 
no  creía  ni  en  la  falsa  modestia  ni  la  cortés  per- 
suasión, enseguida  antagonizó  a muchos  médi- 
cos. El  13  de  agosto  los  doctores  Espaillat  y 
Nicolle,  licenciados  Uzeda  y Moreno  y el  prac- 
ticante Cotto  se  quejaron  al  Rey  de  que  011er 
estaba  “más  imbuido  de  ideas  de  venganza  con- 
tra los  que  representan  que  de  deseos  de  acierto 
y de  la  salubridad  pública.  Se  han  visto  preci- 
sados a contestar  los  oficios  que  les  ha  dirigido 
exigiéndoles  noticias  de  las  enfermedades  rei- 
nantes con  un  lenguaje  imperativo  y degradan- 
te...” (15)  Dudando  de  la  validez  de  los  títulos 
de  Profesor  de  Medicina  y de  Cirugía  que  os- 
tentaba 011er,  pues  mantenían  que  autorizó  a 
practicar  a meros  herbolarios  y hombres  ig- 
norantes, y no  sabiendo  cómo  había  podido 
011er  hacer  los  estudios  necesarios  sin  salir  de 
la  Isla  en  treinta  años,  mantenían  que  los  tales 
títulos  no  existían,  y para  probarlo  pedían  que 
el  Rey  ordenara  a 011er  los  presentara  al  Ayun- 
tamiento, ya  que  (decían  ellos)  011er  Se  había 
resistido  a hacerlo  (15).  Ya  se  ha  visto  el  ca- 
rácter irregular  aunque  legal  de  los  títulos  de 
011er.  Además  el  Ayuntamiento  sí  tenía  cons- 
tancia de  los  títulos  de  011er,  según  prueba  la 
certificación  del  Cabildo  en  1816  (18). 

El  1ro.  de  octubre  de  1819  (Circular 
Núm.  128)  Meléndez  Bruna  avisó  a los  alcaldes 
de  la  Isla  el  nombramiento  Real  de  011er  como 
Visitador  General  de  Sanidad  y su  próxima  vi- 
sita a los  pueblos.  011er  no  hizo  entonces  la 
Visita,  alegando  achaques  y estar  recargado 
de  ocupaciones  (18).  En  1820  terminó  la  go- 
bernación de  Meléndez.  El  mismo  año  volvió  a 
implantarse  la  Constitución  en  España  y en 
1822  se  separó  la  Capitanía  Militar  de  la  Isla 
del  Gobierno  Civil.  Esta  situación  solo  duró 
hasta  1823  cuando  Fernando  VII  volvió  a 
derogar  la  Constitución.  En  1822  y 1823  hay 
entonces  dos  gobernadores,  el  militar,  Miguel 
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de  la  Torre,  y el  civil,  Francisco  González  de 
Linares.  Oiler  escogió  este  momento,  malo  pa- 
ra él  por  ser  persona  de  notoria  filiación  e 
ideas  conservadoras,  para  hacer  su  Visita  Ge- 
neral de  Sanidad.  Al  pedir  autorización  a la 
Diputación  Provincial,  ésta  elevó  el  asunto  al 
Rey  el  30  de  diciembre  de  1822,  pero  al  mes 
volvió  011er  a solicitar  permiso,  esta  vez  del 
Gobernador  González  de  Linares  (18).  La  es- 
tratagema, que  funcionó  en  1792  durante  la 
pugna  sobre  la  inoculación,  ahora  fracasó. 
González  pasó  la  petición  a Espaillat  (al  que 
llama  protomédico)  y éste,  “metiéndose  a 
político”  como  dice  011er,  hizo  prohibir  la 
Visita  (18).  Adujo  Espaillat  que  la  Visita  era 
inconstitucional  (y  debía  abolirse,  como  la 
Inquisición)  pues  la  citada  R.O.  de  1819  nom- 
brando a 011er  Visitador  confligía  con  la  Cons- 
titución y con  el  decreto  de  Cortés  del  13  de 
junio  de  1813  que  hacía  a los  Ayuntamientos 
responsables  de  su  propia  sanidad,  supervisa- 
dos por  una  Junta  de  Sanidad  conectada  con 
la  Diputación  Provincial.  Espaillat  aconsejó 
esperar  la  decisión  que  ya  se  había  pedido  a 
Su  Majestad  y opinó  que,  para  propagar  la 
vacuna,  como  pretendía  011er,  el  viaje  era 
innecesario,  pues  ya  se  encargarían  de  eso 
los  Ayuntamientos;  y si  algo  había  que  re- 
formar a los  Profesores,  se  podía  esperar  a 
que  hubiera  Protomedicato.  Convencido  por 
estas  razones  el  Gobernador  negó  el  permiso 
que  pedía  011er  (18).  Aparte  de  las  manipula- 
ciones políticas  de  ambos  médicos,  sorprende 
la  inconsciencia  de  Espaillat  (o  peor,  si  la  había, 
su  tergiversación  de  los  hechos)  en  creer  que, 
sin  mayor  esfuerzo,  se  arreglaría  la  carencia 
de  vacuna  y los  abusos  de  los  “intrusos”.  Am- 
bos problemas  dieron  mucho  que  hacer  por 
largos  años.  Cuando  acabó  la  “funesta  época” 
constitucional  (como  la  llamó  011er)  el  Capi- 
tán General  Miguel  de  la  Torre  volvió  a anun- 
ciar a los  alcaldes  que  011er  haría  la  Visita  de 
Sanidad,  pero  (en  su  Circular  Núm.  32,  15  de 
marzo  de  1824)  añade  que,  dada  la  penuria 


pública,  el  vecindario  no  sufriría  ningún  gra- 
vamen por  esta  Visita.  Según  011er,  quien  no 
hizo  la  Visita  hasta  1828,  esta  cláusula  se  aña- 
dió sólo  por  darle  gusto  a Espaillat  (18).  011er 
no  contó  con  el  respaldo  de  Miguel  de  la  Torre 
como  tuvo  el  de  Meléndez  Bruna,  pero  envió 
petición  tras  petición  al  Gobierno  Central 
amparándose  en  sus  credenciales  de  “profesor 
muy  estimable,  . . . hombre  de  honor,  de  la 
más  arreglada  conducta,  buen  vecino,  excelen- 
te padre  de  crecida  y bien  educada  familia  y 
Español  amantísimo  del  Rey  nuestro  Señor 
y de  la  Patria”  (1).  En  1824,  indicando  sus  des- 
velos por  la  propagación  de  la  vacuna,  habiendo 
vacunado  a 29,700  personas  del  “casco  y arra- 
bales” de  San  Juan  desde  1803,  solicitó  una 
gratificación  anual.  Dijo  que  ahuyentó  un  conta- 
gio devorador  “pero  Señor,  ¿en  qué  tiempo?  A 
los  66  años  de  edad,  cuando  mis  achaques  y una 
numerosa  familia  han  concluido  con  mi  escasa 
fortuna”  (y  el  subrayado  es  de  011er).  Y aunque 
la  Junta  Superior  Gubernativa  de  Cirugía  respal- 
dó la  petición,  el  Gobierno  la  denegó,  por  no 
permitirlo  “los  apuros  de  las  cajas”.  (20)  De 
1824  al  26  pide  011er,  primero,  que  se  le  de 
nombramiento  Real  y sueldo  de  Protomédico, 
y luego  aunque  sea  sin  sueldo,  pero  se  le  niega. 
Pide  que  se  le  señalen  las  atribuciones  de  su 
empleo  de  Visitador  General  de  Sanidad,  que  se 
prevenga  al  Gobernador  no  le  impida  su  ejercicio 
y que  no  pueda  intervenir  Espaillat.  El  Consejo 
de  Indias,  obviamente  ajeno  a lo  que  pasó  entre 
011er,  Espaillat  y González  Linares,  contestó 
que  no  había  por  qué  designarle  las  atribuciones 
de  su  cargo  pues  ya  estaban  señaladas  en  la 
orden  de  su  nombramiento;  ignoró  la  referen- 
cia a Espaillat  por  no  tener  constancia  de  que 
éste  interfiriera  en  nada  y tildó  de  inoportuna 
e injusta  la  prevención  que  011er  pide  se  le  haga 
al  Gobernador  pues  éste  (aparentemente  refi- 
riéndose a de  la  Torre)  hasta  le  facilitó  dos  me- 
sadas de  60  pesos  cada  una  (por  cuenta  de  suel- 
dos atrasados)  para  subvenir  los  gastos  de  la  Vi- 
sita. En  último  lugar,  pidió  011er  se  le  repusiera 
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en  la  plaza  de  Cirujano  Visitador  de  Sanidad 
que,  a la  vez  que  la  de  Médico  desempeñaba 
“hasta  que  restablecido  el  sistema  revolucionario 
se  le  despojó  por  ser  notoria  su  adhesión  a la 
justa  causa  de  Vuestra  Majestad”.  Y respecto  a 
ésto  se  le  contestó  que  debía  hacer  su  petición 
a través  del  Gobernador  General  (21).  Tanto 
clamar  el  Visitador  de  algo  le  sirvió  pues  el  30 
de  julio  de  1826  la  Junta  Superior  Gubernativa 
de  Cirugía  le  nombró  su  Subdelegado  en  Puerto 
Rico  para  celar  que  no  se  ejerciera  cirugía  ni 
ninguno  de  sus  ramos  subalternos  por  personas 
sin  la  habilitación  competente  y los  títulos 
necesarios.  Esto  se  le  comunicó  y ordenó  a de 
la  Torre  en  julio  de  1827,  y éste  hizo  público 
el  nombramiento  en  octubre  de  ese  año  (21). 
En  1828  011er  hizo  por  fin,  y a su  costa,  la  Vi- 
sita General  de  Sanidad  con  agrado  de  las  au- 
toridades y los  vecinos  por  las  medidas  adopta- 
das (18).  El  informe  de  esa  Visita,  si  alguna  vez 
aparece,  debe  ser  un  tesoro  de  información  sobre 
las  condiciones  de  salud  e higiene  de  la  Isla. 
La  fortaleza  de  011er  es  admirable,  pues  el  re- 
corrido por  toda  la  Isla,  a sus  setenta  años  y 
en  las  condiciones  de  la  época,  debe  haber 
sido  una  odisea.  Puerto  Rico  tenía  más  de 
300,000  habitantes,  con  53  médicos  y 44 
practicantes  (en  1830)  (22).  En  1829  diri- 
gió 011er  al  Capitán  General  un  “Prospecto 
para  regularizar  a tasación  las  operaciones 
chirúrgicas  que  las  ciencias  médicas  traen  por 
necesarias  en  el  cuerpo  humano”.  (23)  Es 
una  lista  de  los  precios  razonables  que  debía 
cobrar  un  cirujano  por  distintas  operaciones 
y arreglo  de  dislocaciones  o fracturas,  medida 
típica  de  la  organización  médica  centralizada 
y paternalista  de  la  época.  También  escribió 
Oiler  ese  año  una  instancia  al  Rey  contra  la 
recomendación  de  Espaillat  hecha  a Su  Majes- 
tad por  el  gobernador  de  la  Torre  a cuenta  de 
lo  bien  que  Espaillat  desempeñaba  la  Cátedra 
de  Medicina.  011er  acusa  a Espaillat  de  intri- 
gante, adulador  e inescrupuloso  y dice  que  el 
Gobernador  es  fácil  a la  lisonja.  Y resume  sus 
acusaciones  contra  Espaillat:  que  no  había  tal 


cátedra,  que  hizo  prohibir  la  Visita  de  Sanidad 
en  1823  y que  forzó  a Oiler  a hacer  la  Visita 
a su  costa  (18). 

De  los  últimos  años  de  011er  hay  escasa 
información.  Su  casa  (la  que  está  al  lado  de  la 
Casa  Roja,  en  la  calle  Fortaleza  (24)  se  distin- 
guió por  la  iluminación  de  sus  balcones  y por 
el  baile  de  máscaras  que  ofreció  durante  las 
fiestas  públicas  por  la  boda  de  Fernando  VII 
y María  Cristina  de  Nápoles  en  febrero  de 
1830  (25).  Alejandro  Tapia,  en  su  cataloga- 
ción de  las  obras  del  pintor  Campeche  (1751- 
1809)  incluye  el  retrato  del  doctor  011er,  el 
de  su  hijo  Bernardo,  y un  Descendimiento 
(26).  En  algún  momento  se  le  condecoró  con 
la  cruz  de  la  Orden  de  Carlos  III  y la  de  la 
Real  Orden  de  Isabel  la  Católica  y murió,  a 
los  73  años  de  edad,  en  San  Juan,  en  1831  (27). 

El  estudio  de  la  vida  de  Francisco  011er 
Ferrer,  por  la  relativa  abundancia  de  detalles 
disponibles  que  011er  se  ocupó  de  dejar  en 
tantos  documentos,  da  una  idea  de  la  vida 
médica  de  su  época,  de  la  influencia  de  los 
cambios  políticos  en  esa  vida  y da  color  al 
panorama  en  que  se  desarrollaron  estos  even- 
tos. Se  ve  claramente  el  carácter  autoritario 
y centralizador  de  la  política,  que  se  aplica  a 
la  práctica  de  la  medicina.  Las  estructuras  so- 
ciales mantienen  una  asistencia  de  caridad 
a las  masas,  con  poca  atención  a la  calidad 
o a las  mejoras  posibles.  La  carga  recaía  sobre 
los  médicos,  con  una  obligación  de  servicio 
rígidamente  ordenada,  que  sólo  era  posible 
ejercer  por  lo  limitado  de  la  terapéutica  del 
momento.  De  manera  que  si  la  Medicina,  por 
el  estado  de  su  desarrollo  iba  a ser  de  poca 
ayuda  al  enfermo  indigente,  el  médico,  por 
estar  forzado  a atender  grandes  números,  no 
podía  darle  el  consuelo  necesario  al  paciente 
individual.  El  sueldo  nominal  de  los  cargos 
públicos  no  era  suficiente  para  sustentar  una 
familia  y hay  que  suponer  que  eran  las  visitas 
a los  pacientes  pudientes  las  que  alimentaban 
la  familia  de  Oiler.  De  estas  visitas  no  queda 
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el  menor  testimonio.  La  necesidad  de  obtener 
condecoraciones  y honores,  aparte  del  presti- 
gio puramente  social  que  éstas  traían,  quizás 
se  basaba  en  el  respeto  que  las  preeminencias 
infundaban  en  una  clientela  acomodada.  Y 
las  rencillas  entre  los  médicos  quizás  manifes- 
taban, aparte  de  las  diferentes  personalidades, 
la  competencia  por  acaparar  el  pequeño  núme- 
ro de  pacientes  pudientes  de  la  población. 
La  singularidad  de  011er  reside  en  haber  sido 
el  primer  médico  que  se  decidió  a establecer 
medidas  preventivas,  tradicionales  o innova- 
doras, pero  combatiendo  con  su  agresividad 
la  inercia  de  las  instituciones  gubernamentales 
en  la  isla  de  Puerto  Rico. 

Tras  someter  este  artículo  a publicación,  el  autor  ha  en- 
contrado documentos  que  iluminan  varios  puntos  de  este  estudio 
y se  piensan  incluir  en  una  biografía  detallada  del  Dr.  Oiler. 
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EDITORIAL 


FILOSOFIA  SOBRE  LOS  SERVICIOS  Y ENTRENAMIENTO  EN  PATOLOGIA 


Se  tiene  que  entender  bien  en  que  consiste  la  Anatomía  Patológica  para  poder  comprender 
su  función  dentro  de  un  hospital.  Debe  quedar  claro  desde  el  principio  que  la  Patología  Anatómica 
es  la  base,  el  fundamento  de  la  ciencia  médica.  Sin  la  patología  no  habría  una  evaluación  de  los  ser- 
vicios médicos.  El  patólogo  es  un  médico  que  debe  conocer  y conoce  todas  las  ramas  de  la  medicina 
y en  toda  la  extensión  de  esa  palabra:  diagnóstico,  tratamiento  y pronóstico. 

La  Anatomía  Patológica,  hoy  en  día,  en  nuestra  institución  se  divide  en  tres  (3)  secciones: 

I.  Autopsias  (Estudio  de) 

II.  Quirúrgicos  (Especímenes) 

III.  Citología 

I.  Se  tienen  que  entender  y aceptar  que  las  autopsias  se  lleven  a cabo  como  medio  de  enseñan- 
za, para  todas  las  especialidades  y no  sólo  para  la  patología.  La  autopsia  no  sólo  enseña  anatomía 
patológica,  sino  que  enseña  anatomía  normal.  ¿Dónde  mejor  puede  un  cirujano,  un  ginecólogo,  cual- 
quier médico,  aprender  su  anatomía  y procedimientos  quirúrgicos  que  en  una  autopsia?  ¿Dónde 
mejor  hacer  el  médico  internista,  el  pediatra,  el  generalista,  sus  correlaciones  clínico-patológicas? 

No  hay  mejor  auto-instrucción  que  uno  ver  los  resultados  de  su  pericia  médica  en  vida,  en  una 
autopsia.  Se  diría  que  abogo  porque  se  le  haga  autopsia  a toda  persona  que  muere  en  una  institu- 
ción. ¡Nada  más  lejos  de  la  verdad! 

Hacer  una  autopsia  cuesta  un  dinero  que  los  familiares  y ningún  plan  médico  paga;  y en  esta 
generación  “dolarizada”  nos  obligan  a hacer  cálculos  a base  de  razón  entre  moneda/enseñanza.  Por 
lo  tanto:  Se  deben  hacer  las  autopsias  que  sirvan  de  enseñanza  . ...  de  enseñanza  para  todos”. 

Un  verdadero  y completo  departamento  de  patología  debiera  contar  con  residentes  de  todas 
las  especialidades  haciendo  las  autopsias  que  le  conciernen.  También  tienen  que  haber  patólogos 
que  le  ayuden  a poner  esos  casos  en  forma  escrita  y correcta  para  uso  futuro. 

A falta  de  estos  dos  últimos  renglones,  no  tiene  uno  más  remedio  que  reglamentar  cuántas  y 
cuáles  autopsias  se  harán.  Esto  a la  larga  producirá  mejor  calidad  en  la  interpretación  de  lo  que  es 
la  vida  y la  muerte  histológica. 

No  sabemos  cual  es  el  número  mágico  de  autopsias  que  debe  hacer  un  residente  por  año,  pero 
habiendo  mucho  material  de  donde  se  puedan  escoger  los  casos  se  podría  decir  que  teniendo  cuatro 
residentes  haciendo  autopsias,  se  podría  hacer  ocho  a la  semana,  dos  por  cada  residente  para  aproxi- 
madamente 100  al  año  por  cada  residente,  dando  un  total  de  400  al  año. 

Es  difícil  no  ser  númericos  en  patología,  pues  todo  depende  del  número  de  residentes  y más 
importante  aún,  el  número  de  patólogos.  ¡La  opinión  de  ustedes,  los  lectores,  es  tan  buena  como 
la  mía!  Yo  acepto  el  número  de  autopsias  que  a final  de  año  se  hayan  estudiado  a cabalidad  y que 
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hayan  servido  de  verdadero  instrumento  de  enseñanza  para  el  residente  en  patología  y para  toda 
la  comunidad  médica  que  recibe  esos  servicios. 

Necesitamos  la  cooperación  de  los  departamentos  clínicos  en  escoger  los  casos  verdaderamen- 
te meritorios  para  ser  autopsiados.  ¿Qor  qué  no  preparar  criterios  para  hacer  autopsias? 

II.  Quirúrgicos: 

Estos  son  obligatorios.  Se  debe  examinar  toda  pieza  removida  en  el  momento  de  una  opera- 
ción. Más  aún,  se  debe  anotar  cuando  se  opera  si  no  se  remueve  nada.  Si  la  autopsia  puede  influir  en 
tratamiento  y pronóstico  de  otros  pacientes  vivos,  el  espécimen  quirúrgico  es  la  clave  para  el  diag- 
nóstico, tratamiento  y pronóstico  del  paciente  que  ha  sufrido  la  remoción  del  tejido  y también  para 
otros  pacientes  con  hallazgos  similares.  Esta  función,  ante  todo,  es  un  servicio  que  se  debe  dar  bien, 
y lo  más  pronto  posible.  La  enseñanza  aquí  es  secundaria. 

El  patólogo  debe  saber  mezclar  servicio  y enseñanza  en  esta  disciplina,  sin  perder  tiempo  que 
es  el  elemento  clave  conjuntamente  con  un  diagnóstico  certero.  El  diagnóstico  histopatológico  puede 
ser  inmediato  por  medio  del  proceso  de  congelación.  No  debe  echarse  más  de  tres  días  en  caso  de 
rutina,  y no  debe  haber  tinte  especial  que  se  eche  más  de  dos  días  adicionales. 

El  problema  secretarial  es  otra  cosa;  cuando  llegue  la  era  computerizada,  el  patólogo  dictará 
su  diagnóstico  al  record  del  paciente  e inmediatamente  el  clínico  puede  recobrarlo  en  su  terminal, 
en  su  oficina  o al  lado  de  la  cama  del  paciente.  No  estamos  en  esa  era  todavía  y menos  en  Puerto  Rico. 

Sin  embargo,  nosotros  debemos  tener  una  solución.  Los  patólogos  en  práctica  privada  lo  consi- 
guen, si  no  lo  hacen  rápido,  no  cobran.  ¿Por  qué  no  instituir  su  sistema?  Sólo  nos  resta  preguntarle 
a uno  de  ellos  que  nos  delineen  su  día  de  trabajo  e imitarlo! 

No  tenemos  problemas  con  hacer  los  diagnósticos,  nuestro  problema  es  el  factor  tiempo. 

III  - Citología: 

Esta  es  una  rama  que  en  los  últimos  años  ha  ido  floreciendo,  o mejor  aún,  cultivándose. 

Aquí  el  proceso  es  muy  similar  a la  relación  patólogo-residente  en  los  especímenes  quirúrgicos. 

Las  muestras  son  preparadas  y vistas  microscópicamente  por  un  técnico  altamente  especializado 
(en  eso  le  lleva  la  ventaja  al  residente)  que  hace  diagnósticos  y confirma  con  el  citopatólogo  un  mí- 
nimo de  éstos. 

Esto  es  también  servicio  sobre  todo;  la  ligereza  y la  exactitud  con  que  se  haga  este  procedimien- 
to es  importante  para  el  paciente  y el  médico. 

La  enseñanza  siempre  tiene  su  lugar,  pero  ésta  se  puede  dirigir  a gusto  o a tenor  con  las  necesi- 
dades. 

Enfatizo:  la  enseñanza  en  estos  dos  últimos  renglones  debe  ser  secundaria  y no  debe  interferir 
con  el  proceso  de  diagnóstico.  Nuestro  dilema  mayor  es  pertenecer  a una  facultad  médica  dentro  de 
un  Recinto  de  Ciencias  Médicas.  Esto  implica  función  directa  de  enseñanza  a estudiantes  en  salones 
de  clase  y laboratorios.  El  laboratorio  de  Anatomía  Patológica  puede  y debe  ser  una  labor  más  de  la 
EscueUi,  pero  en  la  medida  que  no  interfiera  con  los  servicios  de  la  División  o del  Departamento  de 
Anatomía  Patológica. 

Los  patólogos  de  este  Departamento  se  deben  primero  a sus  funciones  principales:  quirúrgicos, 
citología  y autopsias.  La  enseñanza  en  la  Escuela  debe  ser  programada  por  adelantado  para  ver  como 
los  patólogos  de  Anatomía  Patológica  pueden  ayudar  en  ese  programa.  La  Escuela  debe  contar  con 
una  facultad  a tiempo  completo  para  enseñanza  que  brinde  ayuda  a Anatomía  Patológica  no  en  su  ¡xtr- 
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te  (le  servicio,  sino  de  enseñanza  también. 

Esa  facultad  es  la  responsable  de  las  autopsias  con  los  estudiantes.  Por  lo  tanto,  debe  ser  ese  facul- 
tativo (¡uien  haga  la  autopsia  y no  un  residente,  porque  en  ocasiones  encontramos  a un  ciego  guiando 
a otro  ciego.  Nuestro  dilema  es  tan  sencillo  que  es  absurdamente  complejo.  Hay  una  ley  de  física  que 
dice  que  dos  masas  no  pueden  ocupar  el  mismo  espacio  al  mismo  tiempo,  sin  embargo,  se  acepta  que 
una  cabeza  lleve  dos  o más  sombreros.  Lo  que  nunca  he  descifrado,  ni  tan  siquiera  se  discute  es:  Si 
los  dos  sombreros  se  llevan  a la  vez,  uno  de  los  dos  no  se  va  a lucir.  Si  se  llevan  por  separado  en  su 
momento,  uno  de  los  sombreros  tampoco  se  lucirá.  Aún  más,  el  sombrero  que  se  lleve  en  un  momento 
y sitio  dado  puede  no  ser  el  correcto  de  los  dos  y entonces  no  es  sólo  el  sombrero  que  no  se  luce,  sino 
que  la  persona  que  lo  lleve  se  puede  enlodar.  Es  tiempo  ya  que  meditemos  sobre  nuestra  función 
primordúd  en  nuestra  tarea  diaria,  nuestro  trabajo  (que  no  vendría  mal  hacerlo  filosofía  de  vida,  no  de 
trabajo  nada  más). 

Cada  cual  debe  y puede  hacer  una  tarea  bien.  No  querremos,  ni  permitamos  que  nos  impongan 
hacer  más  de  una  tarea  a la  vez. 

Si  haciendo  una  sola  tarea  no  damos  el  100  por  ciento  (porque  nadie  es  perfecto),  ¿qué  se  puede 
esperar  al  tratar  de  hacer  dos? 

El  Departamento  de  Patología  de  la  Escuela  de  Medicina  debe  definir  cuántos  patólogos  nece- 
sita para  la  enseñanza  e investigación.  Su  aportación  a la  División  de  Anatomía  Patológica  debe  ser 
un  mínimo  máximo  en  renglón  de  enseñanza.  La  División  de  Anatomía  Patológica  necesita  no  menos 
de  siete  patólogos  a tiempo  completo  que  se  comprometerían  a dar  servicio  y enseñanza  a los  resi- 
dentes. Su  aportación  a la  enseñanza  a nivel  de  Escuela  podría  ser  a base  ad-honorem  donde  se  en- 
tendiese que  no  influirá  con  sus  servicios  en  la  División.  Esto  podría  ser  un  máximo  de  tres  confe- 
rencias al  año  a los  estudiantes  en  el  campo  de  su  preferencia,  si  es  que  tienen  preferencia  alguna. 

Es  tiempo  ya  de  tratar  de  ser  honestos,  y decirnos  la  verdad  cara  a cara  sin  que  nadie  se  ofenda, 
y si  en  este  diálogo  se  ve  que  ciertas  actividades  deben  suspenderse  o eliminarse,  también  debemos 
tener  esa  fortitud  de  homo-sapiens  para  hacerlo  o exigirlo. 
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COLACE  prevents  hard,  dry  stools  common  to  constipation  . . . 
and  does  it  without  laxative  stimulation.  COLACE  assists 
peristalsis  by  simply  letting  intestinal  water  permeate  stools. 

COLACE  helps  to  prevent  painful  straining  at  stool  — particularly 
important  in  patients  with  delicate  anorectal  disorders. 

Safe  and  non-habit  forming  . . . COLACE,  the  simple  water  way 
to  ease  constipation  from  infancy  to  old  age. 

Simple  drops  of  water 
help  make  COLACE' 

the  most  widdy  used 
stool  softenggj^ 


GoiAcr 

dioctyl  sodium  sulfosuccinate 


PHARMACEUTICAL  DIVISION 


lext  hrealli... 

he's  active 
he's  effectively 
maintained  on 

QUIBRON* 

Each  capsule  or  foblespoonful  (15  ml)  elixir  coritoins 
theophylline  (onhydrous)  150  mg  ond  glyceryl  guoiocolote 
(guaifenesin)  90  mg.  Elixir:  olcohol  15% 


high  theophylline  for  effective 
oround-tne-clock  theropy 

(Duibron  moy  give  the  osthmotic  up  to  eight  hours  of 
bronchodilotion  with  eoch  dose  ond  provides  the 
highdosoges  of  theophylline  which  ore  now  believed 
necessory  to  keep  potients  free  of  ocute  ottociss  ond 
chronic  wheezing. 

100%  free  theophylline 

Quibron  helps  ochieve  high  serum  theophylline  levels 
with  minimol  dosoge  volume... delivers  100% free 
theophylline  in  comparison  to  many  other  conn- 
pounds  which  contoin  from  47%  to  91%  effective 
theophylline. 

individuolized  theophylline 
dosoge  schedule 

Todoy's  more  efficient  usage  of  theophylline  includes 
individualizing  dosoge  ond  monitoring  serum  theo- 
phylline levels.  The  usual  recommend^  dosoges  of 
Quibron  ore:  Adults  — 1 to  2 copsules  or  toblespoon- 
fuls  every  6 to  8 hours,  dosoge  moy  be  coutiously 
odjusted  upward  when  necessary  to  o nnoximum  of 
2000  mg  theophylline  per  24  hours.  Children  under 
12—4  to  6 mg  theophylline  per  Isg/body  weight 
every  6 to  8 hours,  dosoge  moy  be  coutiously  od- 
justed up  to  9 or  10  mg/kg  every  6 hours. 


Now,  for  the  asthmatic 
who  requires 
high-dose  theophylline 
therapy  for  therapeutic 
serum  concentrations 


Mead  Johnson 
Phormoceuticol  Division 
announces 

QUIBRON-300 

Each  capsule  conroins  300  mg  rheophylline 
(onhydrous)  ond  1 80  mg  glyceryl 
guoiocolote  (guaifenesin) 

For  Drief  Summary, 
please  see  the  lost  page 
of  this  advertisement. 


Quibron-300 

Each  copsule  contoins  300  mg  theophylline  (onhydrous) 
and  ISO  mg  glyceryl  guoiocolote  (guoifenesin) 

The  new  high-dose  theophylline  capsule... 
for  dependable  theophylline  therapy 
when  praducts  of  lower  dosage  do  not 
adequately  cantrol  asthma  symptoms. 


Specially  farmulated 

...for  optimal  efficacy 

Quibron-300  is  appropriate  theropy  for  osthmo 
potients  whose  symptoms  ore  not  odequotely  con- 
trolled on  lower  doses  of  theophylline,  portic- 
ulorly  for  potients  whose  theophylline  dosage  has 
been  odjusted  upword  to  ochieve  theropeutic 
serum  levels.  In  one  study'  on  overoge  peoK  in- 
creose  in  FEV,  of  35%  wos  demonstrated  after  o 
single  dose  equivolent  to  one  Quibron-300  cap- 
sule, ond  significont  improvement  in  this  pul- 
monary function  lasted  for  neorly  eight  hours  ofter 
odministrotion. 

...for  optimal  predictability 

Qne  Quibron-300  copsule  q6-8h  yields  theropeutic 
serum  levels  (10-20  mcg/ml)  in  mony  odults. 

With  Q single  dose,  more  thon  75%  of  potients 
ochieved  serum  levels  potentiolly  providing  clinicol 
benefit  (5-15  mcg/ml).  Half-life  of  theophylline 
vories  widely  from  potient  to  potient,  making 
monitoring  of  theophylline  therapy  important. 
Potient  response  moy  be  monitored  clinicolly  if 
blood  levels  ore  not  ovoiloble  os  long  os  dosoge 
does  not  exceed  1200  mg  in  24  hours  for  odults. 


...for  optimal  dosoge  convenience 

The  simple,  convenient  dosoge  of  new 
G)uibron-300  —one  copsule  every  six  to  eight 
hours —mokes  it  eosy  for  potients  to  comply  with 
high-dose  regimens  often  required  to  ochieve 
theropeutic  serum  levels.  (Quibron-300  copsules 
may  provide  moximum  theropeutic  volue  with 
moximum  convenience.  In  fact,  the  switch  from  a 
low-dose  to  Q high-dose  regimen  moy  be  occom- 
plished  by  merely  switching  copsules,  by  stepping 
up  to  (Quibron-300  copsules. 

...for  minimal  theophylline 
side  effects 

Adverse  reoctions  to  theophylline  ore  reloted  to 
serum  levels  and  ore  usuolly  not  o problem  at 
concentrotions  below  20  mcg/ml.  Of  45  potients 
studied'  after  o single  dose,  only  seven  reported 
odverse  reoctions.  The  most  common  reoction  wos 
o feeling  of  lightheodedness  by  three  of  these 
seven  potients. 

Reference  1 Doto  on  file  Meod  Johnson  PhonrxDceuricol  Division. 


Indications;  For  the  symptomotic  treatment  of  bronchospostic  conditions 
such  os  bronchial  osthmo,  asthmatic  bronchitis,  chronic  bronchitis,  and 
pulmonary  emphysema. 

Dosage:  Quibron— Adults;  1-2  copsules  or  1-2  toblespoonfuls  elixir  every 
6-8  hours.  Children  under  12:  4-6  mg  theophylline/kg  body  weight 
every  6-8  hours. 

Quibron-300—  Aduits:  1 copsule  every  6-8  hours. 

Theophylline  dosoge  may  be  cautiously  increased  to  2000  mg/24  hour 
in  odults  ond  9 or  10  mg/kg  every  6 hours  in  children.  Monitoring  of 
serum  theophylline  levels  of  higher  dosages  is  recommended. 
Precautions;  Do  not  odminisfer  more  frequently  thon  every  6 hours,  or 
within  12  hours  ofter  rectol  dose  of  ony  preparation  containing  theo- 


phylline or  omlnophylline.  Do  not  give  other  xanthine  derivotives  con- 
currently. Use  in  cose  of  pregnoncy  only  when  cleorly  needed. 

Adverse  Reactions:  Theophylline  may  exert  some  stimuloting  effect  on 
the  central  nervous  system.  Its  odministrotion  may  couse  local  irritotion  of 
the  gostric  mucoso,  with  possible  gostric  discomfort,  nouseo,  ond  vomit- 
ing. The  frequency  of  adverse  reoctions  is  reloted  to  the  serum  theo- 
phylline level  and  is  not  usually  o problem  ot  serum  theophylline  levels 
below  20fig/ml. 

How  Supplied;  Quibron  Elixir:  Dottles  of  I pint  and  1 golion.  Quibron 
Capsules:  Dottles  of  100  and  1000  and  unit-dose  pociss  of  100. 
Quibron-300  Capsules:  Dottles  of  100. 
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GRAPHICS 


Figure  1: 

A 21-year  old  male  patient  complaining  of  palpitations 
and  with  documented  atrial  tachycardia.  Physical  exami- 
nation is  negative.  The  echocardiogram  shows: 

a.  Idiopathic  Hypertrophic  Subaortic  Stenosis 

b.  Left  atrial  myxoma 

c.  Normal  echo 

d.  Prolapsing  mitral  valve 
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Figure  2: 

A 33-year  old  female  patient  complaining  of  palpi- 
tations and  anxiety.  Physical  examination  reveals  a mid- 
systolic  click  and  late  systolic  murmur. 

The  echocardiogram  shows: 

a.  Idiopathic  Hypertrophic  Subaortic  Stenosis 

b.  Left  atrial  myxoma 

c.  Normal  echo 

d.  Prolapsing  mitral  valve 


BoL  Asoc.  Méd.  P.  Rico 
Abril  1978 


Graphics 


136 


Answer  to  Question  1 


The  correct  answer  is  c (normal  echo).  The  figure 
shows  the  anterior  mitral  valve  leaflet  (AMV)  with  its  char- 
acteristic “M”  shaped  motion  in  diastole.  The  posterior 
leaflet  (PMV)  motion  is  a mirror  image  of  the  AMV  but  with 
lesser  amplitude.  In  systole  (mitral  valve  closed),  only  a 
single  linear  echo  is  identified  moving  slowly  anteriorly 
until  next  diastole.  Evaluation  of  the  MV  is  one  of  the  most 
widely  used  applications  of  echo-cardiography. 


Answer  to  Question  2 


The  correct  answer  is  d (prolapsing  mitral  valve).  This 
echo  shows  the  typical  findings  associated  with  this  entity. 
In  diastole  the  mitral  valve  (MV)  motion  is  usually  normal 
although,  as  in  this  case,  the  excursion  may  be  increased. 
In  systole,  however,  there  is  an  abrupt  posterior  displace- 
ment (arrow)  of  the  MV  echoes  that  lasts  for  the  rest  of 
systole.  This  systolic  posterior  motion  is  coincident  with 
the  click  heard  at  auscultation.  Other  abnormalities,  like 
pan-systolic  prolapse  (“hammocking”)  have  been  described. 
The  echo  may  be  of  help  also  in  the  diagnosis  of  the  com- 
plications of  Mitral  Valve  Prolapse  (i.e.,  ruptured  chordae, 
endocarditis,  etc.). 


Edgardo  Hernández,  MD 
Migdalia  González,  MD 
Cardiology  Section 
Vet.  Adm.  Hospital 
San  Juan,  P.  R. 


SOME  WORDS  OF  ADVICE  TO  NEW  PHYSICIANS 


Truman  G.  Schnabel,  MACP 


My  grandfather,  my  father  and  myself 
were  taught  our  medicine  at  Blockley  (former 
building  of  the  Hospital  of  the  University  of 
Pennsylvania).  Antibodies,  chemotherapy,  iso- 
topes and  computers  did  not  exist.  The  science 
of  medicine  was  short,  the  art  long.  Health 
was  not  a right  which  belonged  to  all.  It  was 
bought  or  given  free  to  the  needy.  Medicare, 
Medicaid  and  National  Health  Insurance  weren’t 
even  a dream.  My  grandfather  was  a general 
practitioner,  a jack  of  all  trades;  my  father  a 
broad  internist  and  a primary  care  physician, 
and  I planned  a similar  career  when  I began  my 
rotating  internship  at  the  Hospital  of  the  Uni- 
versity of  Pennsylvania. 

While  world  events  in  the  form  of  two  wars 
faced  by  my  father  and  myself  disrupted  our 
medical  lives  temporarily,  they  had  little  lasting 
effect,  for  like  my  grandfather,  we  were  taught 
to  focus  on  the  whole  person,  not  just  a parti- 
cular disease  or  a diseased  organ.  We  were 
people-oriented,  not  program-oriented,  to  lift 
a phrase  coined  by  David  Rogers  of  the  Johnson 
Foundation. 

The  world  you  graduate  into  is  a far  dif- 
ferent one  than  any  of  the  worlds  the  three 
Schnabels  entered  upon  leaving  medical  school. 


Truman  G.  Schnabel,  MACP,  is  the  C.  Mahlon  Kline 
Professor  of  Medicine  at  the  University  of  Pennsylvania  School 
of  Medicine  and  a former  President  of  the  American  College 
of  Physicians.  This  article  is  extracted  from  Dr.  Schnabel's 
1977  commencement  address  to  the  graduating  medical  class. 

Reproduced  from  the  College  of  Physicians  News  Bui- 
leting,  with  authorization  to  reprint  from  Dr.  Truman  G. 
Schnabel. 


The  environment  is  threatened;  our  sources 
of  energy  rapidly  being  depleted.  The  moral 
codes  by  which  we  live  drastically  changed.  In 
medicine  hearts  are  transplanted  — dead  people 
made  to  live  and  the  possibility  exists  for  med- 
dling with  our  very  own  genes.  In  brief,  our 
science  and  technology  are  no  longer  short  — 
indeed  they  are  long,  maybe  too  long  for  our 
own  good  and  that  of  our  patients.  I do  not 
wish  to  imply,  however,  that  we  should  de- 
crease our  efforts  to  understand  life  one  whit 
nor  that  we  should  cease  to  apply  the  know- 
ledge we  acquire  as  rapidly  as  possible.  Rather 
I am  suggesting  that  the  pendulum  has  swung 
a bit  far  and  that  perhaps  we  have  lost  sight 
of  our  patients  total  needs  as  we  enthusiasti- 
cally embrace  medicine’s  burgeoning  techno- 
logy. Eugene  Stead  recently  wrote,  “as  the 
doctor  becomes  more  specialized  he  concen- 
trates more  on  the  care  of  illness  and  less  on 
the  care  of  the  patient.  Patients  want  doctors 
to  care  for  them  as  well  as  treat  a variety  of 
diseases  — knowledge  about  disease  — compe- 
tence to  use  the  knowledge  and  an  excellent 
performance  in  the  actual  treatment  of  the 
disease  may  not  satisfy  the  needs  of  the  pa- 
tient.” 

The  greatest  challenge  you  face  as  you 
begin  to  practice  is  the  blending  of  medicine’s 
science  with  its  art.  How  well  you  succeed 
will  depend  on  the  use  that  you  make  of  the 
extraordinary  powers  made  available  to  you 
by  science  over  the  past  thirty  years.  Wisely 
used,  your  scientific  medical  power  can  be 
a great  force  for  good;  used  indiscriminately, 
it  can  only  lead  to  evil.  No  longer  can  you  do 
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all  things  or  have  everything.  Choices  have 
to  be  made. 

Should  you  doubt  what  I say,  look  at 
New  York.  In  our  greatest  city  and  most  po- 
pulous state,  a limit  to  the  cost  of  living  has 
been  reached.  The  pot  is  dry  and  hard  deci- 
sions have  to  be  made  — decisions  which  in- 
clude the  manner  in  which  medical  care  is 
delivered.  All  hospitals  cannot  be  bigger  and 
better.  Doctors  cannot  order  an  endless  array 
of  tests  on  the  chance  that  something  useful 

might  turn  up. 

Physicians  are  accountable  to  their  pa- 
tients for  their  actions  and  to  the  state  for 
the  costs  of  health  care.  The  fiscal  controls 
established  in  New  York  several  years  ago 
are  about  to  be  instituted  throughout  the 
country.  Without  them  national  health  in- 
surance would  be  impossible;  the  country 
like  New  York  would  become  bankrupt. 

What’s  caused  this  fantastic  increase 
in  the  cost  of  medical  care  — costs  that  are 
increasing  at  a rate  far  greater  than  the  costs 
in  any  other  segment  of  our  economy.  Most 
would  agree  that  the  prime  culprit  is  our  me- 
dical technology. 

As  it  grows  and  the  cost  of  medical  care 
further  increases  so  also  will  the  practice  of 
medicine  continues  to  change.  Already  the 
computer  takes  histories,  stores  information 


Words  A dvice  New  Physicians 

from  physical  examinations,  reads  electro- 
cardiograms, scans  all  organs  in  the  body,  eva- 
luates laboratory  data  acquired  in  an  auto- 
mated fashion,  and  spews  out  the  most  likely 
diagnosis  and  form  of  therapy. 

How  will  your  roles  as  physicians  change? 
Are  you  likely  to  become  tradesmen  rather 
than  the  revered  members  of  our  society  that 
physicians  have  always  been? 

Recently  an  amendment  to  a bill  that 
was  introduced  into  the  House  of  Representa- 
tives categorized  interns  and  residents  as  em- 
ployees rather  than  students.  The  amendment 
was  supported  by  the  American  Medical  Asso- 
ciation. Should  it  pass  you  may  find  yourself 
in  the  very  near  future  a member  of  a physi- 
cians union  with  righrs  to  strike,  should  your 
desires  — whatever  they  may  be  — not  be  sa- 
tisfied through  collective  bargaining. 

Should  this  come  to  pass  and  I for  one 
sincerely  pray  that  it  won’t  — will  you  be  like 
those  in  other  trades,  teamsters,  auto  workers, 
miners  — each  with  their  own  union  — each 
performing  a service  as  they  operate  their 
complex  and  powerful  tools  and  machines. 

In  1943  when  I graduated,  each  mem- 
ber of  our  class  received  a book  with  the  en- 
closed note  from  Eli  Lilly,  President  of  the 
Eli  Lilly  Company. 


NOTICIAS 


AMA  NEWS: 

KIDNEY  TRANSPLANT  PATIENTS  NEED  FLU 
VACCINATION,  DOCTORS  REPORT 

CHICAGO  — Kidney  transplant  patients  have  an 
extra  need  to  be  vaccinated  against  influenza,  a trio  of 
University  of  Miami  researchers  report. 

Resistance  among  these  patients  to  influenza 
and  other  viral  infections  tends  to  be  very  low,  the 
researchers  explain  in  the  current  issue  (February  27) 
of  the  Journal  of  the  American  Medical  Association. 
In  addition  to  major  pulmonary  complications,  influen- 
za virus  infection  in  these  patients  could  lead  to  direct 
kidney  damage  or  even  rejection  of  the  transplanted 
kidney. 

The  researchers,  Sarbjeet  S.  Kumar,  M.  D.,  Ar- 
noldo  K.  Ventura,  Ph  D.,  and  Ben  Vanderwerf,  M.  D., 
Ph.  D.,  in  a project  involving  20  transplant  patients, 
found  that  vaccination  against  swine  flu  raised  the 
body’s  resistance  to  the  disease  to  satisfactory  levels 
in  60  percent  of  the  patients.  A less  than  satisfactory 
increase  was  found  in  15  percent  of  those  tested,  and 
no  improvement  was  found  in  25  percent  of  the  pa- 
tients. 

In  a group  of  control  subjects,  the  vaccination 
raised  body  immunization  to  satisfactory  levels  in 
100  percent  of  the  cases. 

Experience  has  shown  that  kidney  transplant 
patients  who,  having  contracted  an  influenza  virus, 
receiving  antibiotic  therapy,  may  become  seriously 
ill,  or  may  even  die,  as  a consequence  of  the  therapy, 
the  researchers  said.  In  contrast,  vaccination  before 
the  patient  can  contract  influenza  appears  to  be  a 
safe  approach. 

No  major  side  effects  were  noted  in  either  the 
study  group  of  transplant  patients  or  the  control  group. 


RADIATION  TREATMENT  FOR  ACNE  BLAMED 
IN  THYROID  CANCER 

CHICAGO  — Improperly  administered  radiation 
treatment  for  acne  might  cause  thyroid  cancer  many 
years  later,  says  a report  in  the  current  issue  of  Archives 
of  Dermatology,  a scientific  journal  of  the  American 
Medical  Association. 

Two  Chicago  physicians  report  that  of  their 
patients  who  had  been  treated  with  radiation  for 
acne,  60  percent  later  developed  thyroid  cancers.  In- 
terval between  the  radiationtreatment  and  develop- 
ment of  the  cancer  ranged  from  9 to  41  years. 

Drs.  Edward  Paloyan  and  A.  M.  Lawrence  of 
Loyola  University  Stritch  School  of  Medicine  and 
the  Veterans  Administration  Hospital  at  Hines,  111., 
stress  that  radiation  therapy  for  acne,  properly  hand- 
led, is  safe. 

Radiation  therapy  is  usually  administered  in 
small,  carefully  controlled  doses,  and  has  been  regarded 
as  an  effective,  safe,  and  justifiable  treatment  in  se- 
lected cases,  such  as  in  potentially  disfiguring  and  emo- 
tionally disabling  severe  cases  of  acne  among  adoles- 
cents and  young  adults.  The  patients  are  selected  care- 
fully for  the  treatment,  which  is  administered  by  fully 
qualified  dermatologists. 

“Unfortunately,  many  patients  were  treated  in 
‘institutes’  and  not  under  the  supervision  of  a qualified 
dermatologist.  As  a result,  there  is  no  information  in 
many  instances  regarding  the  administered  dose,  the 
energy  and  penetrance  of  the  x-rays,  the  calibration  of 
the  equipment,  and  the  shielding  of  other  parts  of  the 
body,”  say  Drs.  Paloyan  and  Lawrence. 

Unofficial  estimates  are  that  more  than  a million 
adolescents  have  been  exposed  to  radiation  for  the 
treatment  of  acne,  they  say. 

Fortunately,  thyroid  cancer  is  highly  treatable 
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and  is  seldom  fatal.  The  thyroid  gland,  when  cancerous, 
is  removed  by  surgery.  The  patient  then  takes  a regular 
thyroid  supplement  to  replace  the  product  of  the 
missing  gland. 

It  is  possible  that  the  association  of  thyroid  can- 
cer with  previous  radiation  treatment  for  acne  is  pure- 
ly eoincidental,  the  doctors  point  out.  But  the  60  per- 
cent incidence  of  cancer  in  this  group  is  commensurate 
with  the  incidence  in  patients  who  received  radiation 
for  the  treatment  of  tonsillitis. 


ACUPUNCTURE  CALLED  FAILURE  SURGERY 
ANESTHESIA 

CHICAGO  — Acupuncture  as  anesthesia  for 
surgery  has  been  tried  and  found  wanting,  says  an 
editorial  in  the  June  6 Journal  of  the  American  Me- 
dical Association. 

American  study  teams  in  China  found  that  even 
in  its  native  country  acupuncture  to  produce  a dimi- 
nished sense  of  pain  provides  control  in  only  15  per- 
cent of  surgical  patients  at  most,  says  the  editorial. 

Hopes  were  raised  among  American  physicians 
by  tbe  reports  from  China  that  operations  were  being 
done  with  only  acupuncture  to  control  pain.  But  Amer- 
ican study  groups  visiting  China  found  that  acupuncture 
does  not  abolish  pain  totally,  nor  does  it  alter  cons- 
ciousness. Abdominal  operations  were  especially  not 
successful  under  acupuncture,  and  lack  of  muscle  re- 
laxation impeded  tbe  surgeon  in  his  work. 

Even  of  the  15  percent  who  successfully  under- 
went operations  with  acupuncture  to  relieve  pain,  only 
two-thirds  had  truly  acceptable  pain  relief.  The  others 
merely  bore  the  pain  stoically. 

American  doctors  still  hope  that  further  refine- 
ments in  acupuncture  may  produce  a simple  and  safe 
method  of  relieving  pain  without  use  of  drugs.  This 
would  be  of  particular  value  in  child  birth,  the  edi- 
torial points  out. 
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But  at  present  surgery  with  only  acupuncture  is 
not  practical  in  American  medical  care. 

The  editorial  is  by  JAMA  Senior  Editor  Rudolph 
H.  Dejong,  M.  D. 


“SUPERWOMAN”  PHYSICIANS  HANDLE  PATIENTS, 
FAMILY 

CHICAGO  — “Superwoman”  is  the  name  for  the 
woman  physician  who  cares  for  her  patients  while  also 
playing  the  traditional  roles  of  wife  and  mother,  says  a 
report  in  the  June  6 Journal  of  the  American  Medical 
Association. 

Marilyn  Heins,  M.  D.,  of  Wayne  State  University 
School  of  Medicine,  Detroit,  reports  on  a continuation 
of  her  studies  in  productivity  of  women  and  men  physi- 
cians. 

Dr.  Heins  concludes  that  there  has  been  an  increa- 
se in  productivity  of  women  physicians  in  the  past  10 
to  20  years,  at  the  same  time  more  of  the  women  in 
medicine  married  and  had  children. 

“Increased  productivity  in  the  face  of  greater 
family  responsibilities  seems  to  illustrate  the  ‘super- 
woman’  role  that  many  women  physicians  play,”  says 
Dr.  Heins. 

Dr.  Heins  studied  the  working  habits  of  groups 
of  men  and  women  doctors,  and  determined  that  women 
physicians  work  nearly  90  percent  as  much  as  do  men 
physicians.  And  the  difference  is  largely  due  to  time 
out  for  child  bearing  and  child  rearing  by  the  women 
doctors,  she  says. 

At  the  time  of  the  survey  96  percent  of  the  men 
and  84  percent  of  the  women  were  working  at  the 
practice  of  medicine.  Most  of  those  of  both  sexes  not 
working  were  ill  or  retired.  Only  7 percent  of  the  non- 
working women  physicians  were  not  working  for  rea- 
sons related  to  the  traditional  female  role:  marriage, 
child  birth,  or  child  rearing. 

IN  AS 


Se  alquila  oficinas  para  médicos;  ideal  para  práctica 
en  grupo.  Calle  McLeary,  en  Santurce.  Estacionamien- 
to en  abundancia;  Teléfono  funcionando.  Informes; 
726-4098  - 727-5342. 


PARA  LA  VENTA 


Solar  906  metros  en  Monte  Olimpo.  Area  residencial, 
exclusiva,  céntrica  con  vista  panorámica.  Planos  apro- 
bados y financiamiento  disponible.  Inf.;  N.  J.  Arbona, 
tel.  783-8769. 


Se  alquila  primer  piso.  Parada  20,  Calle  Feria  1399, 
frente  al  Doctors  Hospital.  Favor  llamar  al  teléfono 
722-5135. 


Se  alquila  ofícina  médica  en  el  Condominio  Ponciana, 
7mo.  piso.  Calle  Marina  Núm.  16,  frente  a la  Clínica 
Dr.  Pila  en  Ponce.  Dos  cuartos  de  exámenes.  Aires 
acondicionados  incluidos.  Renta  $350.00  mensuales. 
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^ Each  capsule  contains 
5 mg  chiordiazepoxide  HCl  and 
k 2.5  mg  clidinium  Br 


MBMpilications  in  providing 
Librium®  (chlordiaz- 
pótent  antisecretory  and 
Qyarzan®  (clidinium  Br)  for 
^!^¿le.bowel  syndrome*  and 


Librax® 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br 

Please  consult  complete  prescribing  Informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — 

National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications 
as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome  (ir- 
ritable colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 

Contraindications:  Glaucoma:  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction;  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or 
clidinium  Br. 

Warnings:  Caution  patients  about  possible  com 
bined  effects  with  alcohol  and  other  CNS  depr^-s- 
sants,  and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e  g.,  operating 
machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
(chlordiazepoxide  HCI)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug. 

Usage  In  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  In  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially:  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protéctive  measures, 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  not 
established 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax  When  chlordiazepoxide  HCI  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances. 

Also  encountered:  isolated  instances  of  skin  erup- 
tions. edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms. increased  and  decreased  libido — all  infre- 
quent, generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment,  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  / e . dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation. 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytcs  and/or  low  residue  diets 
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What’s  a good 
doctor  doing  in 
a place  like  this? 


Plenty! 

He’s  using  his  professional  knowledge  and  skills  to  best 
advantage  in  a busy  and  varied  practice. 

And  he’s  able  to  concentrate  on  his  practice  because  all 
the  personnel  and  logistical  support  he  needs  to  do  his 
best  are  provided,  with  the  finest  in  facilities  and  sophis- 
ticated equipment. 

He  may  be  specializing  in  a medical  field  of  his  choice — 
and  getting  the  additional  training  and  experience  he 
needs  to  do  it. 

And  he’s  enjoying  incentive  pay  bonuses,  professional 
liability  protection,  30  days  paid  vacation  a year  and 
many  other  privileges  and  family  benefits. 

He’s  a Navy  doctor. 

Maybe  you  should  be,  too! 

A place  like  this  offers  the  challenge— and  the  rewards! 

Call  now  for  information  (toll-free)  at  800-841-8000. 

(In  Georgia— 800-342-5855.) 
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Breast 

self-mmination 

KEY  ROLE 
OF  THE  PHYSICIAN 


Item; 

Breast  cancer  is  a major  concern  of  American  women, 
according  to  a recent  Gallup  study  conducted  for  the  Ameri- 
can Cancer  Society. 

item; 

Aithough  aware  that  early  discovery  improves  the  chances  of 
cure,  and  that  BSE  can  lead  to  early  discovery,  fewer  than 

1 in  5 women  practice  BSE,  and  only  half  have  an  annual 
breast  examination  by  a physician. 

item: 

Only  35%  of  all  women  polled  reported  that  a physician  had 
ever  raised  the  subject  of  breast  self-examination,  and  only 
24%  had  received  instruction  from  the  physician  on  how  to 
do  it.  Even  among  women  who  regularly  see  a gynecoiogist, 
only  34%  had  been  instructed  on  BSE. 

item: 

But,  among  women  who  received  personal  instruction  from 
their  physicians,  the  overwhelming  majority  (92%)  practiced 
BSE  during  the  preceding  year. 

The  Gallup  study  revealed  that,  far 
more  important  than  increasing 
awareness  of  breast  self-examina- 
tion, is  the  problem  of  inducing 
women  to  practice  it  regularly.  The 
physician  plays  a key  role  in  this— 
by  teaching  women  the  correct 
technique,  and  instilling  in  them  the 
confidence  that  will  assure  their 
continued  practice  of  BSE. 

The  American  Cancer  Society  gives 


major  emphasis  to  breast  cancer 
through  research  and  a vast  array 
of  public  educational  materials,  de- 
signed to  give  women  life-saving 
information  about  the  disease.  Our 
latest  approach  is  via  a pioneering 
television  film  starring  Jennifer 
O’Neill,  “Breast  Cancer:  Where  We 
Are.”  Where  we  will  be  in  a few 
years  will  certainly  hinge  on  our 
joint  efforts. 


American  Cancer  Society^  ^ 


OLETIN 


ASOCIACION  MEDICA  DE  PUERTO  RICO 


Organo  Oficial  Fundado  en  1903 


JUNTA  EDITORA 

José  L.  Cangiano,  Presidente;  Juan  M. 
Aranda:  Ramón  H.  Bermudez;  José  Jdan 
Corcino;  Herman  J.  Flax;  F.  Hernández 
Morales;  Norman ' I.  Maldonado;  Manuel 
Martínez  Maldonado;  Francisco  Olazábal; 
Osvaldo  Ramírez  Muxó;  Carlos  H.  Ramírez 
Ronda;  Nathan  Rifkinson;  Jesús  Ai. 
Vázquez;  Rafael  Villauicencio  Jiméngz. 


SECRETARIO  DE  REDACCION 


Sr.  Gregorio  Díaz 


Oficina  Administrativa: 

Edificio  de  la  Asociación  Médica  de  Puerto 
Rico,  Ave.  Fernández  Juncos  Núm.  1305, 
Apartado  de  Correos  9387,  Santurce,  Puerto 
Rico  00908.  Tel.  725-6969. 


Anuncios,  Suscripciones  y Reimpresos: 

El  Boletín  se  publica  mensualmente.  El  pre- 
cio de  suscripción  es  de  $10.00  al  año.  Todo 
material  de  anuncio  está  sujeto  a aprobación 
por  la  Junta  Editora.  La  tarifa  de  precios 
para  anuncios  será  suministrada  a solicitud. 
Copia  del  anuncio  debe  ser  recibida  el  día 
primero  del  mes  que  precede  al  mes  de  pu- 
blicación. Representante  de  anuncios  nacio- 
nales es  la  State  Medical  Journal  Advt.  Bu- 
reau. 711  South  Blvd.,  Oak  Park,  Illinois 
60302. 

Podrán  ordenarse  reimpresos  de  los  artículos 
a publicarse  cuando  se  reciba  notificación 
de  su  aceptación. 

Trabajos  Científicas: 


Volumen  70 


Mayo  1978 


Número  5 


CONTENIDO 


Fecal  Leukocytes  ¡n  Tropical  Sprue:  A Clinical 
Study 


141 


.Jorjfo  L.  Carreras,  MD,  Ramón  H.  Bertnúdoz, 


MD,  F. A CP  and  .José  .J.  Corcino,  MI) 


Musicogenic  Epilepsy 14c 

Luis  Rivera  Reyes,  MI) 


Introducción  a la  Genética  Médica  Moderna 146 

Adolfo  Pérez  Comas,  MI),  PhD 


El  Valor  de  la  Electromiografía  en  el  Diagnóstico  | 

y Tratamiento  de  las  Lesiones  Nerviosas  | 

Periféricas 1^^  ; 

Herman  .1.  Flax,  MD,  FACP  | 


Graphics 

.Juan  M.  Aranda,  MD 

Cartas  al  Editor  

Ceorge  V.  Hillyer,  MD  y William  R. 
Johin,  ScD 


158 

160 


u,  A ' Noticias 

El  Boletín  acepta  para  su  publtcaciOn  arti- 
culas relativos  a medicina  y cirugía  y las  i 
ciencias  afines.  Igualmente  acepta  artículos  ' 

especiales  y correspondencia  que  pudiera  . 

ser  de  interés  general  para  la  profesión  mé-  | 
dica.  El  artículo,  si  se  aceptara,  será  con  la 
condición  de  que  se  publicará  únicamente  1 
en  esta  revista.  La  AMPR  no  se  hace  respon- 
sable de  las  opiniones  y declaraciones  ver-  | 
tidas  por  los  autores  y sus  puntos  de  vista 
no  necesariamente  representan  aquellos  de  I 

la  AMPR,  cualquier  relación  con  la  política 
oficial  es  coincidencia.  | 


Second  Class  postage  paid  at  San  Juan.  P.  R. 


Announcing 

The  low-dose  alternative 
for  step-2  therapy  that 
meets  the  Joint  National 
Committee  guidelines^ 

1 . Effectively  lowers  blood  pressure 

2.  Reduces  potential  for  dose-related 
side  effects 

3.  Enhances  patient  compliance 

4.  Simplifies  drug  administration 

New 

Demi-Resrotori'  % 

Each  tablet  provides: 

chlorthalidone  USP  25  mg.,  reserpine  USP  0.125  mg. 

Simple,  sensible  step-2  therapy 


Regroton" 

Each  tablet  provides: 

Chlorthalidone  USP  50  mg. 

Reserpine  USP  0.25  mg. 

DEMI-REGROTON'" 

Each  tablet  provides  . 

Chlorthalidone  USP  25  mg. 

Reserpine  USP  0. 1 25  mg. 

Brief  Summary 

Indication:  Hypertension.  (See  box  warning.) 
Contraindications:  Mental  depression, 
hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warnings: 

These  fixed  combination  drugs  are  not  indicated 
for  initial  therapy  of  hypertension.  Hypertension 
requires  therapy  titrated  to  the  individual  patient. 

’ If  the  fixed  combination  represents  the  dosage  so 
, determined,  its  use  may  be  more  convenient  in 
j patient  management.  The  treatment  of 
¡ hypertension  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 

I warrant. 

Use  with  caution  in  patients  with  severe  renal  disease, 
impaired  hepatic  function  or  progressive  liver  disease. 
Regroton  or  Demi-Regroton  may  potentiate  action  of 
other  antihypertensive,  ganglionic  and  peripheral 
j adrenergic-blocking  drugs.  Sensitivity  reactions  may 
1 occur  in  allergic  and  asthmatic  patients.  Discontinue 
} one  week  before  electroshock  therapy,  and  if 
1 depression  or  peptic  ulcer  occurs.  Use  in  pregnancy: 

■ Thiazides  cross  the  placental  barrier  and  appear  in  cord 
' blood  The  use  of  chlorthalidone  and  related  drugs  in 

¡pregnant  women  requires  that  the  anticipated  benefits 
of  the  drug  be  weighed  against  possible  hazards  to  the 
\ fetus.  These  hazards  include  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse 
i reactions  which  have  occurred  in  the  adult.  Use  with 
1 care  in  nursing  mothers  since  thiazides  and  reserpine 
' cross  the  placental  barrier  and  appear  in  cord  blood  and 
breast  milk  Increased  respiratory  secretions,  nasal 
' congestion,  cyanosis  and  anorexia  may  occur  in  infants 


born  to  reserpine-treated  mothers.  If  use  of  the  drug  is 
essential,  the  patient  should  stop  nursing. 

Precautions:  Antihypertensive  therapy  with  these 
drugs  should  always  be  initiated  cautiously  in 
postsympathectomy  patients  and  in  patients  receiving 
ganglionic  blocking  agents,  other  potent 
antihypertensive  drugs  or  curare.  Reduce  dosage  of 
concomitant  antihypertensive  agents  by  at  least  one- 
half.  To  avoid  hypotension  during  surgery,  discontinue 
therapy  with  these  agents  two  weeks  prior  to  elective 
surgical  procedures.  In  emergency  surgery,  use 
anticholinergic  or  adrenergic  drugs  or  other  supportive 
measures  if  needed.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic  kidney  function 
tests  are  indicated.  Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated  (hepatic  coma  may  be 
precipitated).  Patients  receiving  chlorthalidone  should 
have  periodic  determination  of  serum  electrolytes  and 
should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance  (hyponatremia,  hypochloremic 
alkalosis  and  hypokalemia),  particularly  if  they  are 
receiving  digitalis,  parenteral  fluids,  or  are  vomiting 
excessively.  Hypokalemia  may  develop  with 
chlorthalidone  as  with  any  other  potent  diuretic, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or 
ACTH.  Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia.  Digitalis 
therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial 
activity  Any  chloride  deficit  is  generally  mild  and  usually 
does  not  require  specific  treatment  except  under 
extraordinary  circumstances  (as  in  liver  disease  or 
renal  disease).  Dilutional  hyponatremia  may  occur  in 
edematous  patients  in  hot  weather.  Hyperuricemia  may 
occur  or  gout  be  precipitated  in  certain  patients.  Insulin 
requirements  in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged  and  latent  diabetes  meliitus 
may  become  manifest.  Chlorthalidone  and  related 
drugs  may  decrease  arterial  responsiveness  to 
norepinephrine.  Chlorthalidone  and  related  drugs  may 
decrease  serum  PBI  levels  without  signs  of  thyroid 
disturbance.  Use  cautiously  in  patients  with  ulcerative 
colitis  or  gallstones  (biliary  colic  may  be  precipitated) 
Bronchial  asthma  may  occur  in  susceptible  patients 


Adverse  Reactions:  These  drugs  are  generally  well 
tolerated.  The  most  frequent  adverse  reactions  are 
anorexia,  nausea,  vomiting,  gastric  irritation,  diarrhea, 
constipation,  headache,  dizziness,  weakness,  muscle 
cramps,  nasal  congestion,  drowsiness  and  mental 
depression.  Other  potential  side  effects  include  skin 
rash,  urticaria,  ecchymosis;  hyperglycemia  and 
glycosuria  (diabetics  should  be  checked  regularly), 
hyperuricemia  and  acute  gout,  and  impotence.  With 
chlorthalidone:  restlessness,  transient  myopia:  dysuria, 
orthostatic  hypotension  (may  be  potentiateci  by  alcohol, 
barbiturates  or  narcotics),  rare  idiosyncratic  reactions 
such  as  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  purpura, 
necrotizing  angiitis  and  Lyell  s syndrome  (toxic 
epidermal  necrolysis);  pancreatitis  when  epigastric  pain 
or  unexplained  G.l.  symptoms  develop  after  prolonged 
administration;  other  reactions  reported  with  this  class 
of  compounds  include  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization.  With  reserpine: 
angina  pectoris,  bradycardia,  ectopic  cardiac  rhythms 
(especially  with  digitalis) ; blurred  vision,  conjunctival 
injection,  uveitis,  optic  atrophy,  glaucoma,  deafness, 
increased  gastric  secretions,  dull  sensorium, 
paradoxical  anxiety,  nightmares,  reversible  paralysis 
agitans  syndrome,  dyspnea,  weight  gain,  dryness  of 
mouth,  increased  susceptibility  to  colds,  decreased 
libido,  skin  flushing  and  pruritus  Dosage:  Should  be 
determined  by  individual  titration.  (See  box  warning.) 
Dosage  of  either  Regroton  or  Demi-Regroton  for  most 
patients  is  one  tablet  once  a day. 

How  Supplied:  Regroton  as  pink,  round,  single-scored 
tablets  in  bottles  of  100  and  1000:  Demi-Regroton  as 
white,  round  tablets,  bottles  of  100. 

Reference: 

1 Report  of  the  Joint  National  Committee  on  Detection. 

Evaluation,  and  Treatment  of  High  Blood  Pressure:  A 

CooperativeStudy.  JAMA  237  255.  January  17. 1977 
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All  clear  in 
Malibu 


Ordinary  topical  cortico- 
I steroids  are  generally  not 
I recommended  when  infection 
complicates  dermatoses  * 
That’s  why  your  patients  need 
i Vioform®-Hydrocortisone. 

Because  Vioform  pro- 
vides four- way  action  in  just 
one  preparation. 

Your  patients  can  be  all 
clear  in  Malibu... or  on  any 
beach. ..with  Vioform- 
Hydrocortisone. 

This  drug  has  been  evaluated  as  possibly 
effective  for  these  indications. 

Please  see  brief  prescribing  information. 

Yloform- Hydrocortisone 

(iodochlortiydroxyquin  and  hydrocortisone) 
INDICATIONS 

Based  on  a review  of  this  drug  by  the  Na- 
tional Academy  of  Sciences-National  Re- 
search Council  and/or  other  information, 

FDA  has  classified  the  indications  as 
follows 

“Possibly"  effective:  Contact  or  atopic 
dermatitis,  impetiginized  eczema;  nummular 
eczema:  infantile  eczema;  endogenous 
chronic  infectious  dermatitis;  stasis  der- 
matitis; pyoderma;  nuchal  eczema  and 
chronic  eczematoid  otitis  externa;  acne  ur- 
ticata;  localized  or  disseminated  neuroder- 
matitis; lichen  simplex  chronicus;  anogenital 
pruritus  (vulvae,  scroti,  ani);  folliculitis: 
bacterial  dermatoses:  mycotic  dermatoses 
such  as  tinea  (capitis,  cruris,  corporis, 
pedis);  moniliasis;  intertrigo 
Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 


CONTRAINDICATIONS 

Hypersensitivity  to  Vioform-Hydrocortisone,  or 
any  of  its  ingredients  or  related  compounds;  le- 
sions of  the  eye;  tuberculosis  of  the  skin;  most 
viral  skin  lesions  (including  herpes  simplex, 
vaccinia,  and  varicella). 

WARNINGS 

This  product  is  not  for  ophthalmic  use. 

In  the  presence  of  systemic  infections,  appro- 
priate systemic  antibiotics  should  be  used. 

Usage  in  Pregnancy 

Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  pregnancy, 
the  safety  of  their  use  in  pregnant  females  has 
not  been  established.  Therefore,  they  should  not 
be  used  extensively  on  pregnant  patients  in 
large  amounts  or  for  prolonged  periods  of  time. 
PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare 
cases.  If  this  occurs,  discontinue  therapy.  May 
stain. 

If  used  under  occlusive  dressings  or  for  a pro- 
longed period,  watch  for  signs  of  pituitary- 
adrenal  axis  suppression. 

May  interfere  with  thyroid  function  tests.  Wait  at 
least  one  month  after  discontinuance  of  therapy 
before  performing  these  tests.  The  ferric 
chloride  test  for  phenylketonuria  (PKU)  can 
yield  a false-positive  result  If  Vioform  is  present 
in  the  diaper  or  urine. 

Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  requiring  appropriate 
therapy. 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burn- 
ing, irritation,  pruritus.  Discontinue  if  untoward 
reaction  occurs.  Rarely,  topical  corticosteroids 
may  cause  striae  at  site  of  application  when 
used  for  long  periods  in  intertriginous  areas. 


DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times 
daily. 

HOW  SUPPLIED 

Cream,  3%  iodochlorhydroxyquin  and  1 % 
hydrocortisone  in  a water-washable  base  con- 
taining steryl  alcohol,  cetyl  alcohol,  stearic  acid, 
petrolatum,  sodium  lauryl  sulfate,  and  .glycerin 
in  water;  tubes  of  5 and  20  Gm.  Ointment,  3% 
iodochlorhydroxyquin  and  1 % hydrocortisone  in 
a petrolatum  base;  tubes  of  20  Gm.  Lotion,  3% 
iodochlorhydroxyquin  and  1%  hydrocortisone  in 
a water-washable  base  containing  stearic  acid, 
cetyl  alcohol,  lanolin,  propylene  glycol,  sorbitan 
trioleate,  polysorbate  60,  triethanolamine, 
methylparaben,  propylparaben,  and  perfume 
Flora  in  water;  plastic  squeeze  bottles  of  15  ml. 
Mild  Cream,  3%  iodochlorhydroxyquin  and 
0.5%  hydrocortisone  in  a water-washable  base 
containing  stearyl  alcohol,  cetyl  alcohol,  stearic 
acid,  petrolatum,  sodium  lauryl  sulfate,  and 
glycerin  in  water;  tubes  of  Vz  and  1 ounce.  Mild 
Ointment,  3%  iodochlorhydroxyquin  and  0.5% 
hydrocortisone  in  a petrolatum  base;  tubes 
of  1 ounce.  C75-38  Rev.  7/75 

Consult  complete  product  literature  before  pre- 
scribing. 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 
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Vioform- 

Hydrocortisone 

(iodochlorhydroxyquin 
and  hydrocortisone)  « 


The  most  widely 
prescribed  form... 
20-Gm  Cream 


CIBA 


start  relief  of  sore  throat  pain- 
right  in  your  office. 


Whenever  you  see  sore  throat  in  your 
examining  room,  put  relief  right  at  the  site  of 
fhe  pain.  A few  sprays  wifh  Chloraseptie— 
followed  by  your  recommendation  for  home 
use— is  ail  if  fakes.  Of  all  the  sprays,  gargles 
and  lozenges  for  femporary  relief  of  minor 


sore  throaf  pain,  Chlorasepfic  is  fhe  one 
physicians  recommend  mosf. 

No  matter  how  you  treaf  fhe  sore  fhroaf 
pathogen,  give  Chloraseptie  for  the  pain— it 
warks  within  minutes. 

Available  in  original  and  Cherry  flavor 


Send  her  home  feeling  better 

vii  iorciS0p T 1C 

anesthetic/antiseptic  ■ 


The  Sore  Throat  Specific 
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FECAL  LEUKOCYTES  IN  TROPICAL  SPRUE 
A CLINICAL  STUDY 

Jorge  L.  Carreras,  MD,  Ramón  H.  Bermudez,  MD,  FACP 
and  José  J.  Corcino,  MD 


Abstract:  No  leukocytes  were  found  when 

stools  and  jejunal  aspirates  from  12  patients 
with  tropical  sprue  were  examined  microsco- 
pically, using  methylene  blue  stain.  This  is 
consistent  with  recent  evidence  that  suggests 
that  there  is  no  invasion  of  the  small  intesti- 
nal mucosa  by  the  bacteria  found  present  in 
the  jejunum  of  patients  with  this  syndrome. 

Tropical  sprue  is  a syndrome  of  unknown 
etiology  that  occurs  in  tropical  and  subtropical 
areas  (1).  One  of  the  most  striking  clinical 
features  of  tropical  sprue  is  diarrhea.  Although 
the  cause  of  this  syndrome  remains  undeter- 
mined, there  is  circumstantial  evidence  that 
suggests  that  it  may  result  from  an  infectious 
process  (2). 

The  microscopic  examination  of  stools 
for  the  presence  of  leukocytes  is  a rapid  and 
reliable  procedure  of  the  early  diagnosis  and 
clarification  of  the  etiology  of  acute  diarrheal 
illnesses  (3).  In  the  present  communication 
we  report  the  absence  of  leukocytes  in  both, 
the  feces  and  jejunal  aspirates,  of  12  patients 
with  tropical  sprue. 


From  the  Infectious  Disease  Section,  Medical  Service, 
San  Juan  Veterans  Administration  Hospital  and  the  Tropical 
Malabsorption  Unit,  General  Clinical  Research  Center,  Univer- 
sity of  Puerto  Rico  School  of  Medicine,  San  Juan,  Puerto  Rico. 

Reprint  requests  to:  Ramón  H.  Bermudez,  MD,  Infec- 
tious Disease  Section,  Medical  Research  Laboratory  (151),  Ve- 
terans Administration  Hospital,  GPO  Box  4867,  San  Juan, 
Puerto  Rico  00936. 


Materials  and  Methods 

Twelve  adults  with  untreated  tropical  sprue 
were  studied.  The  duration  of  diarrhea  among  these 
patients  ranged  between  one  and  three  months. 

Nutritional  status,  intestinal  function  and  je- 
junal mucosal  morpholog}'  were  evaluated  in  all  the 
untreated  tropical  sprue  patients  following  techni- 
ques previously  described  from  this  laboratory  (4). 

Fecal  specimens  were  obtained  from  all  sub- 
jects and,  in  addition,  mid-jejunal  aspirates  were  ob- 
tained from  six  of  twelve  patients  with  untreated  tro- 
pical sprue. 

Fecal  and  jejunal  specimens  were  processed  for 
microscopic  examination  by  the  method  of  Harris 
and  co-workers  (3).  Briefly,  a small  amount  of  stool, 
mucus,  or  jejunal  aspirate  was  placed  on  a clean  slide 
and  mixed  thoroughly  with  two  or  three  drops  of 
Loeffler’s  methylene  blue  (5).  The  sample  was  fixed 
with  a cover-slip  and  after  waiting  two  or  three  mi- 
nutes for  good  nuclear  staining,  was  examined  mi- 
croscopically. The  slides  were  scanned  under  low  power 
(lOx);  and  when  leukocytes  were  seen,  a differential 
count  was  performed  under  high  power  (40x)  counting 
100  or  200  cells.  Permanent  smears  were  also  prepared 
hy  the  Masson’s  trichrome  method  with  omission  of 
the  iron  hematoxylin  stain  (6). 

Stool  cultures  were  performed  in  all  the  patients 
with  untreated  tropical  sprue.  Salmonella  or  shigella 
organisms  were  not  cultured. 

Results 

All  patients  with  tropical  sprue  presented 
with  diarrhea,  anorexia  and  weight  loss.  All 
were  anemic  and  had  low  serum  folate,  8^2 
levels,  malabsorption  of  d-xylose,  fat,  and 
intrinsic  factor-bound  ^'^Co  Bj^2-  Jejunal  mor- 
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phology  was  abnormal  in  all  the  patients  stu- 
died. 

Microscopic  examinations  of  the  feces 
and  jejunal  aspirates  of  the  patients  with  un- 
treated tropical  sprue  failed  to  show  leuko- 
cytes. 

Discussion 

Microscopic  examination  of  stool  has  long 
been  recognized  as  an  important  part  of  the 
diagnostic  study  of  patient  with  acute  diarrheal 
illnesses.  Harris  and  co-workers  (3)  have  repor- 
ted their  results  of  leukocyte  counts  in  stools 
from  169  patients  with  acute  diarrhea.  Fecal 
leukocytes  were  found  in  patients  with  Shige- 
llosis, Salmonella  enteritis,  typhoid  fever,  in- 
vasive E.  coli  colitis,  and  idiopathic  ulcerative 
colitis.  The  exudates  of  Shigellosis,  Salmonello- 
sis, invasive  E.  coli  colitis  were  primarily  poly- 
morphonuclear, whereas  that  of  typhoid  was 
mononuclear.  There  were  no  leukocytes  in 
stools  of  patients  with  cholera,  viral  diarrhea, 
non-invasive  toxigenic  E.  coli  diarrhea,  and 
naturally  acquired  “non-specific”  diarrhea. 

The  cause  of  tropical  sprue  remains  un- 
determined. When  a diarrheal  illness  is  caused 
by  a bacterial  agent  that  invades  and  penetrates 
the  intestinal  mucosa,  there  is  exudation  of 
leukocytes  which  appear  in  stools.  If  a diarrheal 
illness  is  caused  by  a bacterial  agent  that  does 
not  invade  or  penetrate  the  intestinal  mucosal, 
no  leukocytes  are  found  in  the  stools.  Recent 
studies  have  shown  bacterial  coliform  over- 
growth in  the  mid  jejunum  of  patients  with 
tropical  sprue  (7).  The  predominant  coliforms 
found  present,  Klebsiella  pneumoniae  and 
Enterobacter  cloacae,  have  been  shown  to  syn- 
thesize (produce),  enterotoxins  (7).  The  me- 
chanism of  diarrhea  due  to  bacterial  agents 
that  does  not  invade  or  penetrate  the  intes- 
tinal mucosa  has  been  attributed  and  experi- 
mentally shown  to  be  due  to  enterotoxin 
production  as  encountered  clinically  in  cholera 
and  toxigenic  E.  coli  diarrhea.  The  entero- 


toxins synthesized  by  randomly  selected  strains 
of  three  serotypes  of  K.  pneumoniae  and  one 
strain  of  E.  cloacae  found  in  the  mid  jejunum 
of  patients  with  tropical  sprue  produced  struc- 
tural and  functional  changes  in  the  intestinal 
mucosae  of  rabbits  which  resemble  those  seen 
in  mucosal  biopsies  of  humans  with  tropical 
sprue  (8).  Mucosal  invasion  by  these  bacteriae 
was  undetectable  by  immunofluorescent  tech- 
niques. It  is  postulated,  on  the  basis  of  our 
findings,  that  if  tropical  sprue  is  caused  by  a 
bacterial  agent,  such  agent  does  not  invade  or 
penetrate  the  intestinal  mucosa.  The  mecha- 
nism of  diarrhea  in  tropical  sprue  seems  to  be 
mediated  principally  by  enterotoxin-producing 
bacterial  agents  or  by  other  unknown  mecha- 
nism. This  is  supported  by  the  finding  of  the 
present  study  of  the  absence  of  leukocytes  in 
the  stools  of  patients  with  tropical  sprue  dur- 
ing the  early  period  of  illness. 
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Unlock  arthritis  pain 
and  inflammation  with 
the  ri^t  combination! 


Arthritic  Doses 


* Aspirin  325  mg. 

Still  the  rheumatologist’s 
anti-inflammatory  analgesic  drug 
of  choice  for  the  control  of  arthritis. 

Maalox  300 mg. 
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Avoids  many  troublesome  side 
effects  that  limit  daily  activities 

Added  to  your  usual  diuretic,  ^ 

Apresoline  helps  lower  blood  pressure  " 
without  many  of  the  problems  asso- 
ciated with  adrenergic  inhibitors  or 
beta  blockers:  sexual  dysfunction, 
drowsiness,  lethargy,  and  sedation  are 
unlikely  to  occur.  Postural  hypoten- 
sion is  rare. 

Acts  on  main  hemody- 
namic abnormality 

TTirough  direct  relaxation  of  arte- 
riolar sm(x)th  muscle,  Apresoline  works  by 
lowering  excessive  peripheral  resistance  — the 
main  hemcxlynamic  disturbance  in  most 
hypertension. 


internal  elastic  membrane 
endothelial  cell 


Compatible  with 
a diuretic  and  virtually  all 
antihypertensive  regimens 

Differing  in  action  from  most  other  oral 
antihypertensives,  Apresoline  often  enhances 
and  complements  their  effectiveness  — thus 
permitting  lower  individual  dnig  dosages. 
Accompanying  a fall  in  blood  pressure 
from  Apresoline  is  an  increase  in  cardiac 
rate  and  output.  As  with  any  antihypertensive 
agent,  use  with  caution  in  patients  with  ad- 
vanced renal  damage.  Contraindicated  in 
coronary  artery  disease. 
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TABLETS 

INDICATIONS 

Essential  hypertension,  alone  or  as  an  adjunct. 

CONTRAINDICATIONS 

Hypersensitivity;  coronary  artery  disease;  mitral  val- 
vular rheumatic  heart  disease. 

WARNINGS 

Hydralazine  may  produce  in  a few  patients  a clini- 
cal picture  simulating  systemic  lupus  erythematosus. 
In  such  patients  hydralazine  should  be  discontinued 
unless  the  benefit  to  risk  determination  requires 
continued  antihypertensive  therapy  with  this  drug. 
Symptoms  and  signs  usually  regress  when  the  drug 
IS  discontinued  but  residua  have  been  detected 
many  years  later.  Long-term  treatment  with  steroids 
may  be  necessary. 

Complete  blood  counts,  L.E.  cell  preparations  and 
antinuclear  antibody  titer  determinations  are  indi- 
cated before  and  periodically  during  prolonged 
therapy  even  though  patient  is  asymptomatic. 

These  studies  are  also  indicated  in  the  presence  of 
any  unexplained  symptoms. 

A positive  antinuclear  antibody  titer  and/or  positive 
L E.  cell  reaction  requires  that  the  physician  care- 
fully weigh  the  implications  of  the  test  results 
against  the  benefits  to  be  derived  from  antihyper- 
tensive therapy  with  hydralazine. 

Use  MAO  inhibitors  with  caution. 

Usage  in  Pregnancy 

Animal  studies  indicate  that  high  doses  of  hydral- 
azine are  teratogenic  in  mice,  possibly  in  rabbits, 
and  not  in  rats.  Although  clinical  experience  does 
not  include  any  positive  evidence  of  adverse  effects 
on  the  human  fetus,  hydralazine  should  be  used 
during  pregnancy  only  if  the  benefit  clearly  justifies 
the  potential  risk  to  the  fetus. 


PRECAUTIONS 

Use  cautiously  in  suspected  coronary  artery  or 
other  cardiovascular  diseases,  cerebral  vascular 
accidents,  and  advanced  renal  damage.  Postural 
hypotension  may  occur,  and  the  pressor  response 
to  epinephrine  may  be  reduced. 

Peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling,  has  been  observed. 
Published  evidence  suggests  an  antipyridoxine 
effect  and  addition  of  pyridoxine  to  the  regimen  if 
symptoms  develop. 

Blood  dyscrasias,  consisting  of  reduction  in  hemo- 
globin and  red  cell  count,  leukopenia,  agranulocy- 
tosis, and  purpura,  have  been  reported  rarely. 

If  such  abnormalities  develop,  discontinue  therapy. 
Periodic  blood  counts  are  advised  during  pro- 
longed therapy. 

ADVERSE  REACTIONS 
Common:  Headache;  palpitations;  anorexia; 
nausea;  vomiting;  diarrhea;  tachycardia;  angina 
pectoris.  Less  frequent:  Nasal  congestion;  flushing; 
lacrimation;  conjunctivitis;  peripheral  neuritis,  evi- 
denced by  paresthesias,  numbness,  and  tin- 
gling; edema;  dizziness;  tremors;  muscle  cramps; 
psychotic  reactions  characterized  by  depression, 
disorientation,  or  anxiety;  hypersensitivity  (including 
rash,  urticaria,  pruritus,  fever,  chills,  arthralgia, 
eosinophilia,  and,  rarely,  hepatitis);  constipation;  dif- 
ficulty in  micturition;  dyspnea;  paralytic  ileus;  lymph- 
adenopathy;  splenomegaly;  blood  dyscrasias,  con- 
sisting of  reduction  in  hemoglobin  and  red  cell 
count,  leukopenia,  agranulocytosis,  and  purpura; 
hypotension;  paradoxical  pressor  response. 
DOSAGE 

Initiate  therapy  in  gradually  increasing  dosages;  ad- 
just according  to  individual  response.  Start  with  10 
mg  4 times  daily  for  the  first  2 to  4 days,  increase  to 
25  mg  4 times  daily  for  balance  of  first  week.  For 
second  and  subsequent  weeks,  increase  dosage  to 
50  mg  4 times  daily.  For  maintenance,  adjust  dosage 
to  lowest  effective  level. 
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cell  syndrome,  is  high  in  the  group  of  patients  re- 
ceiving large  doses  of  Apresoline.  ( 

In  a few  resistant  patients,  up  to  300  mg  Apresoline  } 
daily  may  be  required  for  a significant  antihyper-  ■ 
tensive  effect.  In  such  cases,  a lower  dosage  I 

of  Apresoline  combined  with  a thiazide,  reserpine, 
or  both  may  be  considered.  However,  when  j 

combining  therapy,  individual  titration  is  essential 
to  insure  the  lowest  possible  therapeutic  dose  of 
each  drug. 
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MUSICOGENIC  EPILEPSY 


Luis  Rivera  Reyes,  MD 


Patients  with  reflex  or  sensory  evoked 
epilepsy  (1)  are  a unique  group.  Stimuli  which 
under  normal  circumstances  would  not  produ- 
ce seizures  lead  to  convulsions  in  this  parti- 
cular group  of  patients.  Among  such  stimuli 
to  seizures  are:  light,  eye  closure,  color  tac- 
tile stimuli  to  a particular  part  of  the  body; 
reading,  eating,  voice  and  music.  This  case 
report  deals  with  a patient  having  seizures 
induced  by  “salsa”  music.  It  is  the  first  case 
of  musicogenic  epilepsy  reported  in  the  Puerto 
Rican  literature  and  the  first  in  the  neurological 
literature  of  seizures  produced  by  this  group  of 
music. 

Case  Report 

A 12-year  old  girl  was  referred  to  the  Pediatric 
Neurology  Clinic  of  San  Juan  City  Hospital  because 
she  was  “nervous”. 

Her  father  is  38  years  old;  her  mother  39  and  both 
are  in  good  health.  Other  siblings  aged  15,  14,  13,  9 
and  7 years  are  all  healthy.  A maternal  uncle  has  sei- 
zures. There  is  no  family  history  of  consanguinity,  men- 
tal retardation,  febrile  seizures  or  birthmarks.  All  fa- 
mily members  were  born  in  Puerto  Rico.  They  live  in 
a semi-rural  low  income  area. 

The  patient  is  the  product  of  an  uncomplicated 
9 month  pregnancy  and  delivery.  She  weighed  7 pounds, 
and  reached  psychomotor  parameters  at  a normal  age. 
She  crawled  at  5 months;  walked  at  8 and  talked  at 


From  the  Department  of  Pediatrics,  Division  of  Pediatric 
Neurology,  San  Juan  City  Hospital  and  the  Division  of  Neuro- 
logy, University  of  Puerto  Rico  Medical  School,  San  Juan,  P.  R. 


1 1/2  years.  She  attends  the  seventh  grade  at  a local 
school  and  is  considered  to  be  somewhat  shy,  but  a 
good  student.  She  has  been  hospitalized  twice  one  for 
german  measles  and  once  for  bronchopneumonia. 

A year  prior  to  her  first  clinic  visit  she  had  ex- 
perienced episodes  of  “ill-defined  nervousness”  in 
which  she  felt  that  she  was  not  totally  aware  of  the 
surroundings.  She  suffered  4 such  episodes  per  day. 

An  initial  neurological  examination  yielded  no 
abnormalities  of  general  cerebral  functions,  motor  or 
sensory  system;  cranial  nerves,  reflexes  or  skin. 

An  awake  EEC  as  well  as  a brain  scan  with  blood 
flow,  skull  x-rays,  and  routine  laboratory  work  was  nor- 
mal. 

The  diagnosis  of  temporal  lobe  epilepsy  was 
entertined  and  she  was  placed  on  phenobarbital  60 
mg.  at  bedtime. 

On  subsequent  visits  her  seizures  continued  des- 
pite raising  phenobarbital  to  90  mg.  On  one  of  them 
she  had  masticatory  and  swallowing  movements,  and 
two  tonic  seizures  lasting  two  minutes.  A passing  re- 
mark by  her  father,  that  the  patient  would  get  “ner- 
vous” when  “salsa”  music  was  played,  led  us  to  ob- 
tain an  EEC  during  which  “salsa”  music  was  played. 
On  the  EEC  (Fig.  1)  an  irregular  slowing  on  the  left 
anterior  and  mid-temporal  areas,  that  increased  in 
voltage  and  extended  to  posterior  temporal  areas  with 
slower  frequencies  when  “salsa”  music  was  played 
was  recorded.  Immediately  a generalized  “tonic-clonic” 
seizure  pattern  appeared  manifested  clinically  in  the 
EEC  by  muscle  artifacts  and  generalized  slowing  in 
the  delta  range  3-4  H^.  The  seizure  was  more  promi- 
nent on  the  left  hemisphere  and  it  lasted  2 1/2  mi- 
nutes. A few  isolated  spikes  were  also  seen  on  the 
left  temporal  and  parieto-occipital  areas.  Further  at- 
tempts to  precipitate  seizures  utilizing  classical,  semi- 
classical,  rock,  soul,  “boleros”  and  “rnenmgues”  failed 
to  induce  a seizure.  It  was  only  the  fast  moving  “salsa” 
music  (“guaguanco”)  that  could  reproduce  it.  Diag- 
nosis of  musicogenic  epilepsy  was  then  made. 
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Figure  1 


Since,  she  has  hiíen  ¡)laced  on  phenoharhital 
120  mo^  at  bedtime  with  some  decrease  in  seizure 

IT 

fre(|uencv.  An  evaluation  hy  a psychiatrist  has  shown 
her  to  l)e  a normal  though  mildly  anxious  adolescent. 

Discussion 

The  term  reflex  epilepsy  applies  to  seizures 
induced  by  particular  stimuli  or  mental  activities 
and  occurring  in  some  1-6  percent  of  patients 
with  epilepsy  (2,  3,  4). 

The  most  common  form  of  sensory  preci- 
pitation is  visual:  2-40  percent  of  epileptics 
show  abnormal  electroencephalograms  to  fli- 
ckering light  (5,  6)  and  in  2 to  4 percent  sei- 
zures can  be  induced  by  a laboratory  strobos- 
cope or  in  daily  living  by  activities  such  as  T.V., 
lights  in  discoteques  and  other.  Other  rare  forms 
of  sensory  precipitation  include  seizures  trig- 
gered by  reading  (7)  writing  (4,  8),  mathematical 
calculation  (9)  and  music. 

Musicogenic  epilepsy,  has  been  reported 


various  times  in  the  literature  (10,  11,  12,  13). 
In  two  of  the  cases  published  by  Critchley  (10) 
classical  and  old  time  songs  could  precipitate 
seizures.  On  1962,  Poskanzer  (13)  published  a 
case  where  seizures  were  precipitated  by  a dis- 
crete frequency  band  of  church  bells. 

It  bas  been  previously  noted  that  music 
leading  to  seizures  is  usually  that  which  is  wi- 
thin the  patient’s  environment.  In  this  case 
our  patient  comes  from  a socio-economic  group 
where  “salsa”  music  is  prevalent.  Our  patient 
had  seizures  precipitated  by  “salsa”  music  (15) 
a fast  moving  Afro-Latin  rhythm.  Other  types 
of  music  have  been  implicated.  It  is  the  first 
time  in  the  Puerto  Rican  and  neurological  li- 
terature where  seizures  have  been  precipitated 
by  “salsa”  music. 

“Salsa”  as  defined  by  Roberts,  in  Stereo 
Review  (15),  means  sauce  or  figuratively  speak- 
ing “with  spirit”.  It  is  an  Afro-Latin  rhythm 
where  the  vocal  and  instrumental  elements  are 
just  about  equal  in  importance.  Its  main  inspi- 
ration is  from  the  Cuban  dance  music  of  the 
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forties  and  fifties.  It  has  received  contributions 
from  the  Dominican  Republic  “merengue”, 
and  the  Puerto  Rican  “bomba  and  plena”. 
The  major  Puerto  Rican  contribution  has  come 
from  New  York  based  Puerto  Rican  musicians 
who  infused  into  this  music  a major  jazz  input. 
It  is  a popular  music  style  heard  over  the  radio 
and  dance  halls  of  the  United  States,  Puerto 
Rico,  Latin-America  and  various  other  coun- 
tries. 

Poskanzer  et  al  (13)  have  noted  that  most 
of  the  cases  of  musicogenic  epilepsy  reported 
in  the  literature  had  a temporal  lobe  focus. 
Our  patient  had  a left  temporal  lobe  focus. 

Anticonvulsants  have  been  used  in  the 
treatment  of  musicogenic  and  other  reflex 
epilepsies  but  they  have  not  been  sufficient 
to  control  the  seizures  and  that  was  the  reason 
for  referral  to  research  Centers  (1). 

Foster  has  written  amply  on  the  subject 
of  reflex  epilepsy  (1,  16,  17,  18,  19)  and  states 
that  it  is  a conditioned  reflex  though  not  in 
the  true  Pavlovian  conditioning.  Recondition- 
ing can  help  these  patients.  This  is  done  by 
replaying  the  same  musical  number  (noxious 
stimulus)  that  causes  a clinical  seizure  until 
the  seizure  is  over  and  the  EEG  returns  to 
normal  and  the  patient  is  seizure-free.  Once 
this  process  is  accomplished  a tape  is  made 
for  the  patient  to  take  home  and  listen  to  it 
twice  a day.  This  is  the  maintenance  of  the 
conditioning  process  (2).  This  kind  of  therapy 
will  be  the  subject  of  a future  paper. 
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INTRODUCCION  A LA  GENETICA  MEDICA  MODERNA 


A.  Pérez  Comas,  M.  D.,  Ph.  D. 


Podría  decirse  que  la  Genética  comienza 
en  los  mismos  comienzos  de  la  vida  que  esta- 
blece la  presencia  de  todos  los  caracteres  que 
definen  a los  seres  vivos.  La  genética  humana 
comenzaría  desde  el  primer  hombre,  encon- 
trándose descripciones  de  transmisión  de  ca- 
racteres en  la  Biblia  y antiguos  escritos.  La  he- 
reditabilidad  de  caracteres  físicos  y de  ciertas 
enfermedades  ha  sido  reconocida  desde  los 
comienzos  de  la  Medicina  Occidental,  obser- 
vando, por  ejemplo,  Hipócrates  que  los  ojos 
azules,  la  calvicie,  y algunas  enfermedades  como 
la  epilepsia,  se  presentaban  en  familias  de  una 
manera  específica.  No  tan  solo  a través  de  los 
escritos,  sino  también  a través  de  la  pintura, 
la  cerámica,  y otras  manifestaciones  artísticas, 
encontramos  datos  de  condiciones  hereditarias 
que  fueron  observadas  por  nuestros  predece- 
sores. Sabemos  de  una  pieza  de  cerámica  pre- 
incaica del  Perú  que  muestra  la  facies  de  un  su- 
jeto con  automutilación  que  semeja  a la  enfer- 
medad de  Lesh-Nyham  descrita  en  1964.  En  el 
maravilloso  e inigualable  Museo  de  Antropología 
de  México  encontramos  hace  2 años  con  Gar- 
cía Castro,  una  estatuilla  del  período  pre-clásico 
del  Altiplano  Central  de  México  (Figura  1)  que 
presenta  los  estigmas  característicos  de  la  acon- 
drogénesis  no-letal,  siendo  esta  figura  de  los 
años  1300  - 800  antes  de  Cristo.  “Las  Meninas” 
de  Velázquez  nos  muestran  diversos  tipos  de 
enanismos  al  igual  que  varias  obras  de  Goya 


Del  Departamento  de  Genética  Médica  y Sección  de  Endo- 
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con  sujetos  deformes  secundarios  a problemas 
congénitos  y /o  hereditarios. 

No  es  hasta  los  trabajos  de  Gregorio  Men- 
del en  1865  (1),  cuando  se  le  da  estructuración 
científica  al  modo  de  transmisión  por  genera- 
ciones de  diversos  caracteres,  estableciéndose 
las  bases  de  la  herencia  mendeliana,  que  estu- 
vieron solapados  hasta  principios  de  siglo,  al 
ser  redescubiertos  por  De  Vries,  Correns  (2) 
y Tschermak.  No  es  hasta  1902  que  publica 
Sir  Archibald  Garrod  (3)  uno  de  los  primeros 
informes  de  una  condición  metabólica  here- 
ditaria, la  alcaptonuria,  que  representa  el  co- 
mienzo del  estudio  de  los  errores  innatos  del 
metabolismo. 

Múltiples  son  los  autores  que  han  contri- 
buido al  desarrollo  de  la  genética  en  general, 
y de  la  genética  humana  en  específico,  durante 
los  últimos  20  años. 

Los  cromosomas  humanos  fueron  visua- 
lizados por  vez  primera  en  1880  por  el  micros- 
copista  alemán  Walter  Fleming,  se  introduce 
el  término  cromosomas  en  1888  por  Walde- 
yer  (4),  pero  no  es  hasta  1956  con  Tjio  y Levan 
(5)  que  se  demuestra  que  el  número  exacto 
de  cromosomas  en  el  humano  lo  constituyen 
46  cromosomas,  22  pares  de  autosomas  y 
2 cromosomas  sexuales.  En  1959,  Jerome 
Lejeunc  y colaboradores  (6)  correlacionan 
por  vez  primera  una  enfermedad  con  una  ano- 
malía cromosómica,  la  trisomía  21  o mongo- 
lismo.  Posteriormente  se  han  descrito  otras 
anomalías  cromosómicas  de  importancia  y 
se  han  desarrollado  métodos  más  finos  de 
análisis,  como  son  las  técnicas  de  fluorescen- 
cia y de  tinción  de  bandas,  las  cuales  consti- 
tuyen de  por  sí  una  “revolución”  o avance 
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Figura  1 

en  la  citogenética  moderna. 

Los  trabajos  de  Watson  y Crick  (7)  sobre 
la  estructura  del  ácido  desoxirribonucleico, 

¡ de  Severo  Ochoa  sobre  ácido  ribonucleico, 
y los  de  Jacob  y Monod  (8),  entre  otros,  que 
les  valieron  premios  Nobel  a todos  ellos,  re- 
presentan otras  fases  del  desarrollo  vertigino- 
so de  la  genética  en  su  fase  bioquímica,  que 
ha  dado  lugar  al  establecimiento  de  nuevos 
conceptos  en  genética. 

Las  enfermedades  hereditarias  abarcan 
todas  las  especialidades  médicas,  intervinien- 
I do  en  su  manejo,  además  de  los  geneticistas 
médicos,  los  psiquiatras,  endocrinólogos,  car- 
diólogos, neurólogos,  cirujanos,  gineco-obs- 
tetras,  ortopedas,  fisiatras,  pediatras,  inter- 
nistas, nefrólogos,  etc.  Ninguna  de  las  ramas 
de  la  medicina  escapa  a la  amplia  sombrilla 
de  las  condiciones  hereditarias.  Múltiples  son 
las  condiciones  hereditarias  con  patrón  de 
herencia  específica  conocida,  catalogándose 
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sobre  2,500  en  la  excelente  obra  enciclopé- 
dica de  McKusick  (9),  quedando  todavía  un 
sinnúmero  por  descubrir,  conociéndose  tan 
solo  la  punta  emergente  del  iceberg  sumergido. 

La  posibilidad  de  diagnosticar  múltiples 
condiciones  en  la  cavidad  intrauterina  (más  de 
60)  mediante  técnicas  de  ecografía,  amniocen- 
tesis con  cultivo  de  tejidos  y/o  estudios  bio- 
químicos, fotoscopia,  etc.,  han  permitido  que 
la  genética  médica  y el  diagnóstico  prenatal 
adquieran  más  importancia.  Las  pruebas  de 
discernimiento  perinatal  y el  diagnóstico  in- 
trauterino cambian  el  pronóstico  del  sujeto 
y/o  de  la  familia  en  algunas  condiciones  que 
son  tratables  o modificables,  evitándose  un 
desenlace  funesto  para  los  sujetos  afectos, 
una  pérdida  de  horas-vida  significativa  para 
la  economía  del  país  y un  destrozo  moral 
para  la  familia. 

Comienza  a hablarse  de  Ingeniería  Ge- 
nética, de  manipulación  de  genes,  se  utiliza 
hace  años  la  inseminación  artificial  de  mu- 
jeres con  problemas  de  fecundidad  en  la  fa- 
milia, se  llega  incluso  a la  fecundación  de  óvu- 
los humanos  en  tubos  de  ensayo,  su  “cultivo” 
por  varios  días  en  tubos  de  ensayo,  su  implan- 
tación posterior  en  el  seno  materno  con  un 
feliz  desenlace  ocho  meses  y medio  después. 
Lógicamente  habrán  de  surgir  controversias 
objeciones  y reglamentación  de  procedimien- 
tos futuros. 

En  nuestro  país  observamos  una  elevada 
incidencia  de  anomalías  congénitas  y tras- 
tornos hereditarios.  Asumimos  que  ello  es 
debido  a elevado  grado  de  entrecruces  fami- 
liares (endogamia)  de  nuestra  población,  se- 
cundario al  aislamiento  político-social  que 
tuvo  la  isla  en  los  pasados  siglos,  dando  lugar 
a matrimonios  consanguíneos.  Desgraciada- 
mente aún  no  disponemos  de  centros  ade- 
cuados para  identificar,  evaluar  y tabular  con 
exactitud  la  tasa  de  enfermedades  heredita- 
rias en  el  país.  Hemos  observado  la  presencia 
en  nuestra  región  de  condiciones  extremada- 
mente raras,  y que  en  otras  áreas  están  limi- 
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TABLA  I 

AÑOS-VIDA  PERDIDOS  (MILLONES) 


Enfermedades  Cancer  Accidentes  Defectos 

Cordiacas  Cerebrovas-  Congenitos 

calores 


I,os  defectos  congénitos,  de  los  cuales  el  80  por  ciento  se  consideran  de  origen 
genético,  son  la  cansa  más  frecuente  de  mortalidad  infantil.  Tomado  de  “What 
are  the  facts  about  Genetic  Disease?  - U.  S.  Dept,  of  Health,  Education  and 
W elfare,  National  Institutes  of  Health.  Public  No.  75-370. 


tadas  a grupos  étnicos  específicos,  como  sín- 
drome de  Ellis  Van  Creveld,  Enfermedad  de 
Tay  Sachs,  síndrome  de  Smith-Lemli-Opitz, 
síndrome  de  Goldenhar,  acondrogénesis  no 
letal,  síndromes  de  Chotzen,  Pfeiffer,  Apert 
y Crouzon,  diversos  tipos  de  mucopolisacari- 
dosis,  síndromes  de  Holt  Oram,  Noonan,  Aars- 
gog,  Rubinstein  Taybi,  el  síndrome  de  la  mario- 
neta alegre,  síndrome  de  Cockaine,  síndrome 
de  Leri-Weill,  enanismo  diastrófico,  displasia 
espondilocostal,  síndromes  de  Marfan,  Ehler- 


Danlos,  entre  otras.  Hemos  descrito  una  nue- 
va condición,  displasis  cefalo-torácico-mélica 

(10) ,  conocida  en  2 puertorriqueños  de  nuestra 
área  y en  un  sujeto  mexicano-americano.  De- 
bido al  elevado  número  de  pacientes  evaluados, 
sobre  20,  bemos  podido  delimitar  las  caracte- 
rísticas y nominar  una  condición  más  frecuente 
en  puertorriqueños  y casi  exclusiva  de  sujetos 
latinos,  la  displasia  occipito-facial-cervico-to- 
rácico-abdomino-digital  (displasia  OFCTAD) 

(11) .  Hemos  definido  una  nueva  condición 
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con  estatura  corta  y anomalías  digitales  (12), 
y con  García  Castro  hemos  definido  un  nuevo 
síndrome  de  anoftalmia  con  anomalías  de  ex- 
tremidades (13). 

A medida  que  la  malnutrición,  las  enfer- 
medades infecciosas  y las  guerras  han  ido  dis- 
minuyendo como  la  mayor  causa  de  muertes, 
el  porcentaje  de  días-vida  perdidos  y de  muer- 
tes, debido  a defectos  congénitos,  de  los  cua- 
les el  80  por  ciento  se  consideran  de  origen 
genético,  aumenta  grandemente.  Si  compara- 
mos (Tabla  I)  los  días- vida  perdidos  en  enfer- 
medades específicas  como  cardiopatías,  cáncer 
y accidentes  cerebrovasculares  con  los  defec- 
tos congénitos,  observamos  que  estos  últimos 
reclaman  4.5  mas  vidas  que  las  enfermedades 
cardíacas,  8 veces  más  que  el  cáncer  y 10  ve- 
ces mas  vidas  que  los  accidentes  cerebrovas- 
culares. 

Se  calcula  que  15  millones  de  norteame- 
ricanos sufren  de  defectos  congénitos,  de  los 
cuales  un  80  por  ciento,  es  decir  12  millones, 
están  afectos  de  condiciones  hereditarias  defi- 
nidas, secundarias  a genes  parcial  o totalmente 
defectuosos  o a anomalías  cromosómicas.  El 
36  por  ciento  de  los  abortos  espontáneos  son 
debidos  a defectos  cromosómicos,  represen- 
tando más  de  100,000  por  año  en  Norteamé- 
rica. El  4.8  - 5 por  ciento  de  los  recién  nacidos 
vivos  presentan  anomalías  genéticas  y el  40 
por  ciento  de  la  mortalidad  infantil  es  debida 
a factores  genéticos.  El  3 por  ciento  de  la  po- 
blación de  Norteamérica  presenta  retarda- 
ción mental,  y de  ellos  el  80  por  ciento  son 
debidas  a condiciones  hereditarias.  El  33  por 
ciento  de  las  admisiones  a salas  de  pediatría 
son  debidas  a condiciones  genéticas.  Todas 
estas  cifras  toman  en  cuenta  enfermedades 
con  herencia  conocida,  y no  incluyen  otras 
como  ciertas  cardiopatías,  diabetes,  artritis, 
cáncer,  esquizofrenia,  donde  se  sospecha  un 
patrón  hereditario,  pero  que  aún  no  ha  sido 
definido  por  completo.  Cada  uno  de  nosotros 
lleva  5-8  genes  recesivos  para  defectos  congé- 
nitos serios,  pudiendo  transmitir  condiciones 


letales  a la  progenie.  Cada  pareja  tiene  un 
riesgo  de  3 por  ciento  de  tener  un  niño  gené- 
ticamente defectuoso.  A estas  cifras  se  le  puede 
añadir  que  un  10-12  por  ciento  de  la  población 
presenta  defectos  enzimáticos  u otras  defi- 
ciencias genéticas  que  dan  lugar  a reacciones 
específicas  a medicamentos,  los  cuales  pueden 
incluso  ser  letales  (14).  Por  todo  ello  el  recla- 
mo económico,  social  y el  de  vidas,  de  las  en- 
fermedades hereditarias  es  extremadamente 
alto  e incalculable. 

Las  condiciones  genéticas  pueden  co- 
menzar a manifestarse  o afectar  a los  sujetos 
a cualquier  edad,  dependiendo  de  la  condi- 
ción, al  igual  que  ambos  sexos  o cualquier 
raza. 

Si  calculamos  el  costo  del  tratamiento  de 
algunas  condiciones  hereditarias,  y que  actual- 
mente nuestra  sociedad  lo  está  gastando,  ob- 
servamos cifras  astronómicas  que  dan  miedo. 
Se  calcula,  por  ejemplo,  que  el  costo  de  por 
vida  para  mantener  un  sujeto  con  defectos 
severos  es  de  aproximadamente  $250,000 
(asumiendo  que  se  coloque  en  una  institu- 
ción). Si  calculamos  que  en  Norteamérica 
hacen  aproximadamente  5,000  casos  de  mon- 
golismo  todos  los  años  (uno  por  cada  700 
recién  nacidos)  se  llega  a la  cifra  astronómica 
de  $1.25  billones  al  año  que  han  de  compro- 
meterse para  la  supervivencia  de  estos  sujetos. 
En  el  caso  de  fenilcetonuria,  enfermedad  con- 
génita  debido  a un  trastorno  del  metabolismo 

de  aminoácidos  que  se  observa  en  Norteamé- 
rica en  uno  de  cada  14,000  nacimientos,  los 
gastos  a incurrir  en  su  custodia,  si  no  son  tra- 
tados a tiempo  son  extraordinariamente  ele- 
vados también  (Tabla  II)  (14). 

La  prueba  de  detección  de  recién  nacidos 
cuesta  alrededor  de  $1.25,  gastándose  alre- 
dedor de  $17,000  para  detectar  un  caso.  Se 
gastan  unos  $8,000-$16,000  para  el  tratamien- 
to dietético  durante  un  período  de  5-10  años 
(para  prevenir  retardo  mental),  produciendo 
un  costo  de  $33,000  por  niño.  Esta  cifra  pa- 
rece un  poco  alta,  pero  si  la  comparamos  con 
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TABLA  II 

COSTO  DE  LA  FENILCETONURIA 


por  vida 

$19,250.000  $800,000  $50,000 

50  Casos.  Tomado  de  “What  are  the  facts  about  Genetic  Disease? 
DHEW  75-370 


que  un  retardado  severo  afecto  de  la  enfer- 
medad (por  no  haberse  tratado)  costaría  un 
promedio  de  $20  diarios  por  un  período  de 
50  años,  el  costo  total  al  cabo  de  estos  años 
sería  de  aproximadamente  $365,000  por  pa- 
ciente, es  decir  10  veces  más  que  el  costo  de 
la  prevención.  Y todo  ello  sin  tener  en  cuenta 
el  que  dicho  sujeto  no  produce  nada  a la  so- 
ciedad, en  términos  económicos,  ni  en  familia. 


a diferencia  del  tratado.  Estos  datos  son  tan 
convincentes  que  48  estados  de  Norteamérica, 
al  igual  que  varios  países,  requieren  que  todos 
los  recién  nacidos  sean  estudiados  para  fenil- 
cetonuria  y algunas  otras  enfermedades  here- 
ditarias. Comienzan  a estudiarse  también  los 
recién  nacidos  para  descartar  hipotiroidismo 
congénito,  que  en  la  mayor  parte  de  los  casos 
es  hereditario,  el  cual  puede  estar  presente 
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hasta  en  uno  de  cada  3,000  recién  nacidos. 
De  no  diagnosticarse  y tratarse  a tiempo  tam- 
bién da  lugar  a retardo  severo  por  vida. 

Favoreciendo  el  desarrollo  de  esta  ciencia, 
estimulando  y respaldando  la  creación  de  cen- 
tros de  detección,  tratamiento  y consejo  ge- 
nético, lograremos  disminuir  la  gran  carga 
económica,  moral  y social  que  recae  sobre 
nuestra  sociedad  por  los  defectos  congénitos 
y hereditarios.  Si  nos  hacemos  conscientes  y 
hacemos  consciencia  en  otros  de  estas  condi- 
ciones dejaremos  de  ser  cómplices  de  que  her- 
manos nuestros  se  vean  penalizados  por  condi- 
ciones que  con  frecuencia  pueden  mejorarse 
o evitarse.  Nuestro  país  debe  legislar,  crear  y 
proveer  facilidades  con  estos  fines. 
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EL  VALOR  DE  LA  ELECTROMIOGRAFIA  EN  EL  DIAGNOSTICO 
Y TRATAMIENTO  DE  LAS  LESIONES  NERVIOSAS  PERIFERICAS 


Herman  J.  Flax,  MD,  FACP 


Resumen:  La  unidad  motor  es  un  portavoz 

válido  del  sistema  neuromuscular,  y al  interro- 
garla, uno  puede  conseguir  información  de 
suma  importancia  para  el  diagnóstico  si  se 
sabe  descifrar  el  mensaje.  El  electromiógrafo 
está  preparado  para  ello,  pero  los  hallazgos 
de  la  electromiografía  suelen  ser  interpretados 
a la  luz  de  las  observaciones  clínicas.  Además, 
la  ejecución  precisa  de  un  EMG  depende  de  la 
exacta  colocación  de  los  electrodos.  Para  lo- 
calizar con  precisión  el  nivel  de  la  lesión  es 
absolutamente  necesario  un  conocimiento  ex- 
perto de  la  anatomía  básica,  tanto  superficial 
como  neuromuscular. 

Presenté  varias  condiciones  patológicas 
con  neuropatía  periférica,  en  las  cuales  el 
examen  electromiográfico  fue  particularmente 
útil  en  el  plan  terapéutico.  Estas  incluyen: 
1.  Síndrome  de  compresión  nerviosa,  síndro- 
me del  túnel  carpiano;  2.  Traumas  del  nervio 
periférico,  parálisis  radial;  3.  Neuritis  peri- 
férica, debilidad  muscular  producida  por  dia- 
betes, parálisis  nervio  femoral  y parálisis  fa- 
cial; 4.  Atrofia  por  desuso  con  manifestacio- 
nes de  “parálisis”  simulada  en  los  músculos. 


Del  Servicio  de  Medicina  de  Rehabilitación  del  Hospital 
de  la  Administración  de  Veteranos.  San  Juan,  Puerto  Rico  y 
de  Medicina  Física  y Rehabilitación  de  la  Escuela  de  Medicina 
de  la  Universidad  de  Puerto  Rico. 

Resumen  de  las  Ponencias  dictadas  en  el  VH°  Congreso 
Médico  Latinoamericano  de  Rehabilitación  y V°  Congreso 
Argentino  de  Rehabilitación,  Buenos  Aires.  23-28  de  octubre 
de  1977  y la  Asamblea  Anual  de  la  Asociación  Médica  de 
Puerto  Rico.  San  Juan,  Puerto  Rico,  8-12  de  noviembre  de 
1977. 


Summary:  The  motor  unit  is  an  able  spokes- 
man of  the  neuromuscular  system,  and  its 
interrogation  can  yield  information  of  the 
greatest  value  to  diagnosis  if  one  can  decode 
the  message.  The  electromyographer  is  equip- 
ped to  do  this,  but  the  E.M.G.  findings  must 
be  interpreted  in  the  light  of  the  clinical  find- 
ings. Also,  the  performance  of  an  electromyo- 
gram depends  on  the  precise  placement  of 
the  pick-up  electrodes.  An  expert  knowledge 
of  basic  anatomy,  both  surface  and  neuromus- 
cular, is  absolutely  essential  to  locate  the  level 
of  the  lesion  accurately. 

Several  pathological  problems  with  peri- 
pheral neuropathy  were  discussed,  in  which 
the  E.M.G.  examination  was  particularly  useful 
in  the  therapeutic  plan.  These  include:  1.  Nerve 
Compression  Syndrome,  carpal-tunnel  syndro- 
me; 2.  Peripheral  Nerve  Injury,  radial  palsy;  3. 
Peripheral  Neuritis,  muscle  weakness  secondary 
to  diabetes  mellitus,  femoral  nerve  paralysis, 
facial  palsy;  and  4.  Disuse  Atrophy  manifested 
by  simulated  muscle  paralysis. 


Electromiografía  clínica  puede  definirse 
como  el  registro  e interpretación  de  cambios 
en  el  potencial  eléctrico  o voltaje  producidos 
por  músculos  esqueletales.  Estas  variaciones 
son  captadas  por  un  electrodo  usualmente  en 
forma  de  aguja  que  se  inserta  en  el  músculo  y 
son  amplificadas  por  medio  de  equipo  electro- 
miográfico especial.  Phillipe  Bauwens,  cuando 
ofreció  el  curso  sobre  “Electrodiagnosis  de 
Enfermedades  Neuromusculares,”  en  Puerto 
Rico  en  el  1967,  dijo:  “toma  dos  días  com- 
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prar  una  máquina  de  EMG,  dos  meses  apren- 
der a usarla  y dos  años  aprender  a interpretar 
los  hallazgos.”  Personalmente,  después  de 
estar  haciendo  electromiogramas  por  veinte 
años,  todavía  tengo  dificultad  interpretando 
los  resultados  en  algunos  casos. 

El  aparato  no  define  todos  los  proble- 
mas de  la  unidad  motora,  contrario  a la  ex- 
pectativa del  principiante  que  espera  ver  el 
diagnóstico  correctf'  en  la  pantalla  electró- 
nica cada  vez.  ¡Ay!  la  máquina  no  tiene  pro- 
piedades mágicas.  Es  solamente  una  herra- 
mienta más,  aunque  costosa  y sofisticada, 
en  los  recursos  de  diagnósticos  del  fisiatra  y 
debe  ser  considerada  meramente  como  una 
extensión  del  examen  físico  e historial  de 
cada  paciente. 

El  principiante  debe  decidirse  a hacer 
un  examen  electromiográfico  solamente  cuando 
encuentre  verdadera  debilidad  o desgaste  mus- 
cular. Solo  en  casos  excepcionales  como  cuando 
se  sospeche  síndrome  del  canal  carpiano,  son  los 
cambios  sensoriales  como  dolor,  comezón, 
adormecimiento,  por  sí  mismas,  una  indica- 
ción para  la  investigación  electrodiagnóstica 
por  el  médico  con  poca  experiencia.  Hay  mu- 
chísimas condiciones  de  este  tipo  que  son  re- 
feridas para  electrodiagnosis  por  colegas  y 
abogados  desesperados  por  conseguir  algo  ob- 
jetivo. Un  exceso  de  resultados  negativos  con- 
juntamente con  una  serie  de  preguntas  sin  con- 
testar va  a resultar  en  algo  decepcionante  para 
todos.  Lo  que  en  mi  opinión  resulta  más  in- 
creíble aún,  es  el  gran  número  de  ondas  posi- 
tivas que  aparecen  en  el  osciloscopio  total- 
mente inconsistentes  con  los  hallazgos  clíni- 
cos, la  mayoría  de  los  cuales  son  artefactos. 
Muchísimos  pacientes  han  sido  diagnosticados 
incorrectamente  como  padeciendo  de  lesiones 
incapacitantes  del  sistema  nervioso  periférico 
y han  sido  compensados  con  grandes  sumas 
de  dinero  meramente  por  hallazgos  reflejados 
en  la  pantalla  sin  consideración  alguna  del 
examen  físico.  Si  en  fisiatría  existe  un  diag- 
nóstico tal  como  “enfermedad  iatrogénica,” 
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este  es  el  caso. 

La  unidad  motora  es  un  fiel  portavoz 
del  sistema  neuromuscular  y su  investigación 
y estudio  puede  producir  valiosa  información 
para  el  diagnóstico,  si  logramos  descifrar  su 
mensaje.  El  médico  encargado  de  hacer  el 
electromiograma  debe  estar  capacitado  para 
ello,  pero  los  hallazgos  electromiográficos 
deben  ser  interpretados  a la  luz  de  los  datos 
clínicos. 

La  respuesta  del  electromiograma  de- 
pende de  la  localización  exacta  de  la  aguja 
y de  los  electrodos  superficiales.  Por  tanto, 
es  absolutamente  necesario  poseer  un  cono- 
cimiento amplio  de  la  anatomía  básica,  tanto 
superficial  como  neuromuscular  para  poder 
localizar  el  nivel  de  la  lesión  con  certeza. 

El  examen  electromiográfico  no  es  un 
procedimiento  inocuo.  Requiere  cooperación 
máxima  por  parte  del  paciente  quien  tiene  que 
relajar  cada  músculo  completamente  para  luego 
contraerlo  al  máximo  cuando  se  le  ordene,  ig- 
norando el  dolor  producido  por  la  aguja.  El 
paciente  debe  estar  en  la  posición  más  cómoda 
y relajada  posible.  El  paciente  que  no  pueda 
relajarse  completamente  no  es  un  buen  candi- 
dato para  EMG  y los  resultados  no  deben  in- 
terpretarse con  propósitos  diagnósticos.  Un 
electromiograma  es  un  estudio  cuidadoso  que 
toma  tiempo.  Requiere  la  mayor  afinidad 
entre  paciente  y fisiatra.  No  debe  hacerse  a la 
carrera. 

Finalmente,  un  EMG  negativo  no  des- 
carta enfermedad  de  la  unidad  motora.  En 
las  mejores  manos,  un  15  por  ciento  de  las 
lesiones  de  la  raíz  lumbar,  secundarias  a com- 
presión y con  hallazgos  neurológicos  positi- 
vos, demuestran  un  EMG  negativo.  Un  sín- 
drome del  canal  carpiano  o una  parálisis  facial 
periférica  podrían  mostrar  una  latencia  mo- 
tora normal  a pesar  de  amplia  evidencia  clí- 
nica de  parálisis.  Así  también,  una  parálisis 
del  nervio  cubital  o radial  pueden  seguir  pre- 
sentando potenciales  de  fibrilación  por  algún 
tiempo  después  de  su  recuperación  clínica. 
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En  ocasiones  la  forma  y la  dispersión  del  po- 
tencial “M”  evocado  y el  voltaje  de  estos  po- 
tenciales suscitados  pueden  ser  las  únicas  se- 
ñales electromiográficas  que  evidencien  en- 
volvimiento de  la  unidad  motora. 

Además,  el  médico  encargado  de  hacer 
el  EMG,  debe  estar  atento  al  sonido  producido 
por  los  potenciales  y debe  usar  sus  oídos  al 
igual  que  sus  ojos  en  la  interpretación  de  estas 
observaciones.  Hay  sonidos  característicos  que 
son  peculiares  a las  diferentes  condiciones 
neuromusculares  y que  a su  vez  sugieren  el 
diagnóstico.  La  combinación  de  hallazgos, 
tanto  de  luz  como  de  sonido  que  se  puedan 
grabar  y guardar  en  forma  permanente,  son 
indispensables  para  confirmar  el  diagnóstico 
de  las  enfermedades  de  la  unidad  motora. 

Informe  de  Casos 


1.  Un  paciente,  varón  de  44  años  de  edad,  an- 
teriormente saludable,  desarrolló  una  debilidad  ge- 
neralizada severa  comenzando  en  la  musculatura  del 
cinturón  pectoral.  Tres  días  más  tarde,  desarrolló  una 
parálisis  total  y se  hicieron  estudios  de  netiroconduc- 
ción  en  los  nervios  cubitales  derecho  e izquierdo  y 
en  los  nervios  ciáticos  poplíteos  externos  derecho  e 
izquierdo.  Las  neuroconducciones  se  encontraron 
dentro  de  los  límites  normales:  52  y 54  Metros  por 
Segundo  (M/S)  en  los  cubitales  y 44  y 46  M/S  en  ciá- 
ticos poplíteos  externos.  No  obstante,  las  latericias 
motoras  distales  fueron  4.3  y 4.2  milisegundos  en 
los  cubitales  y 7.8  y 7.5  milisegundos  en  los  ciáticos 
poplíteos  externos.  La  actividad  a la  inserción  del 
electrodo  de  aguja  monopolar  era  normal  y no  se  ge- 
neraba potenciales  de  acción  anormales  de  la  unidad 
motora.  Sin  embargo,  solo  había  un  patrón  de  suma- 
ción  mínima  en  la  contracción  muscular  fuerte.  El 
diagnóstico  más  probable  era  una  polineuritis  aguda 
más  que  una  poliradiculo-neuronitis.  Se  prescribió 
terapia  física  y ocupacional  y férulas  apropiadas  para 
evitar  contracturas. 

2.  Un  paciente  varón  de  22  años  de  edad  recibió 
una  herida  punzante  en  el  tercio  distal  del  brazo  de- 


recho resultando  con  una  parálisis  radial.  El  nervio 
radial  fue  suturado  sin  dificultad  y se  aplicó  una  or- 
tosis  de  maño  y muñeca  para  corregir  la  mano  de  pén- 
dulo. Siete  semanas  más  tarde,  el  paciente  fue  referido 
por  el  cirujano  ya  que,  aparentemente,  no  había  pro- 
greso clínico.  Se  examinó  con  electrodos  de  agujas 
monopolares  el  triceps  braquial,  el  supinador  largo,  el 
primer  radial  externo  y el  extensor  común  de  los  dedos 
de  la  mano.  Todos  los  músculos  presentaron  denerva- 
ción.  Al  contraerse  voluntariamente  los  músculos  había 
surnación  normal  en  el  triceps  braquial  y en  el  supina- 
dor largo;  regular  en  el  primer  radial  extensor;  y,  mí- 
nima en  el  extensor  común  de  los  dedos  de  la  mano. 
Polifásicos  de  baja  amplitud  y alta  frecuencia  (“na- 
ciente”) (Eigura  1)  fueron  obtenidos  en  todos  los 
extensores,  lo  cual  indicaba  que  la  reinvervación  estaba 
en  progreso.  No  se  consideró  necesaria  la  exploración 
quirúrgica  y se  refirió  al  paciente  para  terapia  física  y 
ocupacional  activa.  En  tres  semanas  el  paciente  co- 
menzó a extender  la  muñeca  y finalmente  recobró  la 
función  completa  de  la  mano. 

3.  El  EMG  es  una  herramienta  valiosa  para  dis- 
tinguir una  radiculopatía  de  una  reacción  de  conver- 
sión como  nos  muestra  el  siguiente  caso.  Un  hombre  de 
20  años  de  edad  sufrió  una  caída  cargando  una  mochila 
en  la  espalda  mientras  se  entrenaba  en  una  carrera  de 


Fig.  1:  Pac.  2.  Polifásicos  “naciente”.  Polifásicos 
de  Baja  Amplitud  y Alta  Frecuencia; 
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obstáculos  al  ser  reclutado  al  ejército.  Después  de  una 
semana  de  descanso  en  el  hospital,  fue  devuelto  a su 
destacamento  a continuar  sus  tareas  militares  a pesar 
de  sus  alegaciones  de  dolor  de  espalda  referido  a la  su- 
perficie postero-lateral  de  la  extremidad  inferior  iz- 
quierda. Continuó  quejándose  de  estos  síntomas  du- 
rante sus  dos  años  de  servicio  militar.  Fue  dado  de 
alta  con  un  diagnóstico  de  problemas  mecánicos  en 
la  baja  espalda.  Al  ser  evaluado  seis  meses  más  tarde, 
el  médico  no  encontró  evidencia  clínica  indicativa 
de  una  radiculopatía  verdadera. 

Como  el  paciente  continuó  quejándose  fue  re- 
ferido al  Servicio  de  Medicina  de  Rehabilitación  para 
examen  electrodiagnóstico.  No  había  desgaste  muscu- 
lar a pesar  de  que  el  paciente  aquejaba  debilidad  y 
pérdida  de  sensibilidad  en  toda  la  extremidad  infe- 
rior izquierda.  Como  su  cooperación  fue  pobre,  el 
examen  muscular  manual  no  fue  concluyente  de  nin- 
giin  nivel  neurológico.  El  examen  con  electrodos  de 
agujas  monopolares  de  los  músculos  de  las  extremi- 
dades inferiores  y de  la  espalda  reveló  fibrilaciones 
y ondas  positivas  en  el  tibial  anterior  izquierdo  (Fi- 
gura 2),  el  peroneo  lateral  largo,  el  extensor  largo  del 
pulgar,  el  pedio  y en  los  músculos  paraespinales  lum- 
bares izquierdos  sugestivos  de  una  radiculopatía  iz- 
quierda a nivel  de  L5. 

El  paciente  mostró  poco  progreso  con  terapia 
física  y,  finalmente,  el  neurocirujano  le  removió  el 
disco  intervertebral  herniado,  L5-S1. 

4.  Otro  caso  interesante  fue  el  de  un  niño  de 
7 años  de  edad  que  sufrió  una  fractura  de  muñeca  de 
Colles’  izquierda.  Al  removerle  el  yeso  después  de 
cuatro  semanas  de  inmobilización,  se  observó  desgaste 
de  todos  los  músculos  del  cinturón  pectoral.  Ni  el 
ortopeda  ni  el  neurólogo  tenían  explicación  para  este 
problema  a pesar  de  que  sospechaban  la  posibilidad 
de  una  lesión  alta  del  plexo  braquial  ya  que  el  niño 
se  había  caído  de  un  árbol. 

A pesar  de  su  edad,  el  muchacho  cooperé)  muy 
bien  con  el  examen  electrodiagnóstico.  Había  activi- 
dad de  inserción  normal  en  cada  músculo  y los  elec- 
trodos de  agujas  monopolares  no  recogieron  ningún 
potencial  anormal  durante  el  reposo  (Figura  3).  A 
pesar  de  un  patrón  de  sumación  pobre  de  los  [)oten- 
ciales  de  acción  de  la  unidad  motora,  no  hubo  aumento 
en  los  polifásicos,  ni  polifásicos  gigantes,  ni  potencia- 
les bizarros  o raros.  Fd  diagnostico  electromiográfico 
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Fig.  2;  Pac.  3.  Ondas  Positivas  en  el  Músculo 
Tibial  Anterior  Izquierdo. 


Fig.  3:  Pac.  4.  Linea  Isoeléctrica  Normal. 


fue  atrofia  de  desuso  y esto  probó  ser  cierto  luego  de 
una  pronta  recuperación  con  terapia  fí.sica. 

5.  Un  caso  enigmático  fue  utia  señora  de  32 
años  de  edad  con  seis  semanas  después  del  |)arto  y 
que  se  quejaba  de  dolor  y adormecimiento  en  la  ex- 
tremidad superior  derecha,  mayormente  en  la  mano. 
Auncpie  los  hallazgos  fí.sicos  eran  sugestivos  de  un 
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síndrome  de  la  salida  torácica,  también  había  signos 
conducentes  a una  compresión  del  nervio  mediano  a 
nivel  de  la  muñeca.  Se  hicieron  estudios  de  neurocon- 
ducción  del  nervio  cubital  cpie  demostraron  lentitud 
a través  de  la  salida  torácica.  Además  las  latericias 
distales  motoras  y sensoriales  del  nervio  mediano  de- 
mostraron lentitud  o prolongación  a través  de  la  mu- 
ñeca (Pdgura  4). 

Después  de  excluir  a acjuellos  pacientes  con 
irritación  de  las  raíces  cervicales,  el  35  por  ciento  de 
los  pacientes  con  síndrome  de  la  salida  torácica  (com- 
[rresión  de  nervio  cubital)  también  revelaron  conco- 
mitantementfí  un  síndrome  de  canal  carpiano  (com- 
presión del  nervio  mediano).  Así  pues,  es  importante 
hacer  estudios  de  neuroconducción  tanto  del  nervio 
cubital  como  del  mediano  en  aquellos  fracientes  con 
síndrome  de  dolor  y adormecimiento  en  la  extremi- 
dad superior. 

6.  La  asociación  de  mononeuropatía  con  dia- 
betes rnellitus  es  muy  conocida  y puede  aparecer  en 
cuabfuier  nervio.  L'n  caso  así  fue  el  de  un  maestro 
de  escuela  de  40  años  de  edad  quien  desperté)  un  día 
con  incapacidad  para  extender  la  pierna  derecha.  El 
paciente  fue  admitido  con  un  diagnóstico  de  disco 
intenertebral  herniado,  L4-L.5  y fue  referido  para 
cirugía.  Estudios  electromiográficos  demostraron  po- 
tenciales de  denervación  solamente  en  el  cuadríceps 
derecho  atrofiado  y se  sugirió  un  diagnóstico  de  neuro- 
patía femoral  y no  un  síndrome  de  comprcsié)n  de  la 
raíz  L4  (Figura  5).  Se  encontré)  (pie  el  j)aciente  tenía 
un  nivel  de  glucosa  en  sangre  de  600  mgms.  |)or  ciento. 
!\o  hace  falta  decir  (jue  el  paciente  no  fin'  sometido 
a laminectornía. 

Se  ha  demostrado  electrodiagné)Slicamente,  (pie 
usualmente  la  ’‘neuralgia  femoral”  está  asociada  con 
radiculopatías  lumbares  múltiples  más  (pie  con  una 
mononeuropatía,  que  no  fue  lo  (]ue  se  encontré)  en 
este  caso. 

En  mi  práctica,  el  15  [)or  ciento  de  los  pacientes 
(1(‘  edad  mediana  con  parálisis  facial  tenían  diabetes 
rnellitus.  La  neuropatía  facial  fue  la  primera  clave  hacia 
el  diagnostico  (pie  fue  verificado  por  la  prueba  de 
tolerancia  a la  glucosa. 

7.  El  hijo  de  16  años  de  un  médico  tenía  debi- 
lidad bilateral  del  cinturón  pectoral  por  varios  años  y 
con  dificultad  para  soltar  objetos  de  su  mano.  No  se 


Fig.  4:  Pac.  5.  Latencia  Distal  Motor  Nervio  Me- 
diano-Prolongado,  7.5  milisegundos. 


Fig.  5:  Pac.  6.  Fibrilaciones. 


vio  progreso  alguno  con  un  programa  de  ejercicios 
cuidadosamente  supervisado.  En  la  primera  inserción 
del  electrodo  de  aguja,  se  oyé)  el  sonido  de  bombardero 
en  picada  característico  de  miotónia  (Fig.  6).  Luego  de 
estudiarse  el  caso,  se  estableció  el  diagnéistico  de  distro- 
fia mioté)nica. 

Flxámenes  subsiguientes  de  los  otros  dos  hijos  ado- 
lescentes d(mi()strar()n  el  mismo  patrón  electromiográfi- 
co  a pesar  de  (pie  la  atrofia  muscular  del  cinturón  pecto- 
ral no  era  tan  marcada. 
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Fig.  6:  Pac.  7.  Potenciales  Bizarros  de  Alta  Fre- 
cuencia Característico  de  miotonía. 


8.  Existe  la  tendencia  a minimizar  las  quejas  de  un 
paciente  luego  de  una  lesión  de  aceleración-deceleración 
(latigazo).  La  historia  siguiente  enfatiza  el  valor  obje- 
tivo del  examen  electromiográfico. 

Una  mujer  de  30  años  de  edad  se  quejaba  de  dolor 
interescapular  persistente  y de  parestesias  de  la  extre- 
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midad  superior  derecha,  especialmente,  adormecimiento 
de  la  mitad  radial  de  la  mano  derecha.  El  examen  de  agu- 
ja reveló  fibrilaciones  y/o  ondas  positivas  en  los  siguien- 
tes músculos  del  lado  derecho:  deltoide,  biceps  braquial, 
supraespinoso  e infraespinoso.  Se  sospechaba  herniación 
del  disco  intervertebral  a nivel  C5-C6. 

9.  Un  supervisor  de  43  años  de  edad  fue  referido 
a Medicina  de  Rehabilitación  con  el  diagnóstico  de  cua- 
driparesis  secundaria  a la  enfermedad  de  Guillain-Barré 
(poliradiculoneuronitis  aguda).  Fue  examinado  42  días 
después  del  comienzo  de  la  enfermedad  y la  conducción 
de  los  nervios  motores  no  pudo  investigar  con  excep- 
ción del  nervio  mediano  derecho  que  fue  60  M/S  con 
una  latencia  distal  motora  de  4.4  milisegundos.  El  pa- 
ciente mejoró  lentamente  durante  los  siguientes  cuatro 
meses  con  un  50  por  ciento  de  retorno  de  fuerza  en  las 
extremidades  superiores  pero  nada  en  las  inferiores.  Los 
estudios  de  conducción  fueron  repetidos.  Los  nervios 
tibiales  posteriores  derecho  e izquierdo  condujeron  a 36 
y 43  M/S  con  latencias  distales  motoras  de  9.4  y 6.4 
milisegundos.  Esto  era  evidencia  de  retorno  de  función 
en  las  extremidades  inferiores  a pesar  de  una  pobre 
recuperación  de  la  función  muscular.  Se  ordenó  la  con- 
tinuación de  terapia  física  y ocupacional  para  evitar 
deformidades  por  contracturas  del  tronco  y las  extre- 
midades. 


graphics 


These  ventriculograms  show: 

a.  ventricular  aneurysms 

b.  mitral  valve  prolapse 

c.  mitral  insufficiency 

d.  aortic  root  dissection 
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The  patients,  48  and  52  year  old  respectively  presented  with 
chest  pain,  palpitations  and  abnormal  electrocardiographic  tra- 
cings. Their  ventriculograms  revealed  mitral  valve  prolapse.  Figure 
A shows  prolapse  of  the  posteromedial  (PMCS)  and  middle  (MS) 
scallops  of  the  posterior  leaflet  of  the  mitral  valve.  Note  the  con- 
traction abnormality  of  the  anterior  wall  of  the  left  ventricle  (ar- 
row). Figure  B shows  isolated  prolapse  of  the  anterolateral  scallop 
(ALCS)  of  the  posterior  leaflet  of  the  mitral  valve.  ALPM  = antero- 
lateral papillary  muscle,  PMPM  = posteromedial  papillary  muscle. 
These  two  patients  had  extensive  2 and  3 vessel  coronary  artery 
disease.  Mitral  valve  prolapse  is  also  frequently  observed  in  pa- 
tients with  normal  coronary  arteries.  Myxomatous  and  redundant 
valves  are  frequent  findings  in  the  patients  with  prolapse  and  nor- 
mal coronary  arteries.  Papillary  muscle  dysfunction  is  the  under- 
lying etiological  factor  responsible  for  mitral  valve  prolapse  in 
patients  with  severe  obstructive  coronary  artery  disease. 

. Juan  M.  Aranda,  MD 

Chief,  Cardiology  Section 
VAH,  San  Juan,  Puerto  Rico 


CARTAS 


AL  EDITOR 


The  following  are  comments  on  the  paper 
published  by  Bhajan,  et  al  in  the  Boletín:  “So- 
cioeconomic Changes  and  Reduction  in  Pre- 
valence of  Schistosomiasis  in  Puerto  Rico”: 

The  title  and  text  are  replete  with  the 
word  prevalence  when  in  fact  the  authors 
are  referring  to  skin  test  reactors  - the  two 
terms  are  simply  not  convertible  according 
to  the  best  data  known  to  date.  On  page  9 
they  state  that  “all  four  variables  together 
accounted  for  47  percent  of  the  total  varia- 
bility in  the  changes  in  prevalence”  (skin  test 
reactors?).  But  water  is  the  variable  they  are 
selling  and  we  are  not  informed  what  are  the 
changes  in  skin  test  reactors  by  its  component 
parts  — i.e.,  variable  — water,  variable  — sew- 
age, etc.  But  more  importantly  they  should 
admit  clearly  that  the  majority  (53  percent) 
of  the  changes  from  1960  - 1970  in  the  linear 
regression  curve  is  not  explained  by  water  and, 
if  this  is  the  case  of  all  socioeconomic  surveys, 
they  should  simply  admit  as  such. 

George  V.  Hillyer,  PhD 
Associate  Professor  and 
Director  NIH-SUBE  Program 


Dear  Editor: 

Re:  Letter  to  Editor  regarding  “Socioeconomic 
Changes  and  Reduction  in  Prevalence  of  Schisto- 
somiasis in  Puerto  Rico”  by  Bhajanet  al,  Vol.  70 
No.  4. 


The  comments  on  our  paper  are  well  taken. 
Perhaps  we  should  have  always  said  “prevalence 
of  positive  reactions  to  the  skin  test  for  schis- 
tosomiasis”, however  we  shortened  it  to  “pre- 
valence of  schistosomiasis”  in  the  interest  of 
brevity. 

It  should  be  clarified  that  the  variable 
“water  supply”  is  responsible  for  27  percent 
of  the  variability,  that  an  additional  14  per- 
cent is  explained  by  considering  migration, 
4 percent  by  considering  sewage  and  finally 
2 percent  by  adding  the  changes  in  vegeta- 
tion, a total  of  47  percent  of  the  observed 
variability.  However  only  the  association  with 
“water  supply”  is  clear  enough  to  confide  in. 

The  intriguing  question  is  of  course,  what 
is  the  source  of  remaining  53  percent  of  varia- 
bility in  the  data? 

We  are  fairly  sure  that  it  is  due  to  the 
geographic  variation  in  transmission  of  schis- 
tosomiasis within  the  municipalities.  Our  ana- 
lysis dealt  with  mean  figures  for  each  munici- 
pality since  the  water  supply  data  and  other  in- 
formation was  not  available  for  smaller  geo- 
graphical units  such  as  barrios  or  sub-water- 
sheds. As  schistosomiasis  transmission  is  related 
directly  to  snail  habitats,  the  persons  living 
closest  to  streams  and  swamps  usually  have 
the  highest  prevalence,  and  poorly  sanitated 
housing  is  also  usually  in  tight  clumps  of  sub- 
standard residences.  Thus  the  extreme  clump- 
ing of  prevalence  and  the  further  clumping 
of  sanitation  conditions  reduce  the  correla- 
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tion  between  these  variables  when  mean  va- 
lues are  used  for  entire  municipalities. 

The  correlation  of  the  data  based  on 
barrio  means  should  be  much  better  than 
that  based  on  municipalities  but  the  infor- 
mation was  not  available  in  that  form.  Thank 


you  for  the  careful  analysis  of  our  paper. 

Yours  truly, 

William  R.  Jobin,  Sc.D. 

Head,  Human  Ecology  Division 


NOTICIAS 


AMA  NEWS; 

EYE  PHYSICIANS  RE  EXAMINE  NEED  FOR  CA- 
TARACT SURGERY 

CHICAGO  — With  approximately  400,000  ca- 
taract operations  perfonned  yearly  in  the  United  Sta- 
tes, eye  specialists  are  beginning  to  take  a new  look 
at  criteria  for  the  eye  operations,  says  a report  in  the 
current  issue  of  Archives  of  Ophthalmology,  a publi- 
cation of  the  American  Medical  Association. 

Many  of  the  older  persons  who  have  cataracts 
are  functioning  quite  well  despite  their  impaired  vi- 
sion, and  physicians  are  urged  to  evaluate  the  patient 
and  his  or  her  visual  needs  and  life  style  before  or- 
dering surgery. 

There  is  no  universally  accepted  set  of  indica- 
tions for  cataract  extraction,  other  than  the  fact  that 
a cataract  is  present,  points  out  Wayne  W.  Wong,  M.  D., 
of  the  University  of  Hawaii  School  of  Medicine,  Hono- 
lulu. 

Cataract  actually  is  not  a distinct  disease,  but 
is  a group  of  problems  ranging  from  a small  clouding 
of  the  lens  of  the  eye  to  a complete  blocking  out  of 
vision. 

If  the  patient  has  a cataract  on  one  eye,  but  good 
vision  in  the  other,  he  may  be  doing  quite  well  visually. 
The  doctor  should  look  at  the  whole  person  — his  age, 
the  type  of  work  he  is  doing,  whether  driving  a car  is 
necessary,  whether  tliere  is  a physical  handicap,  and 
how  strongly  he  complains. 

Said  Dr.  Wong:  An  8.5-year-old  man  with  severely 
impaired  distance  vision  from  cataracts  was  completely 
satisfied  with  b(‘ing  able  to  see  the  changes  of  the  stock 
market  (piotalions  and  to  enjoy  his  television  programs. 
On  the  other  hand,  a neurosurgeon  with  only  slight 
visual  iuq)airmenl  in  one  eye  was  treated  surgically, 
because  he  needed  perfect  vision  to  do  his  job. 

In  an  accompany  itig  (“ditorial,  FVederick  C.  Blodi, 
M.  I).,  chief  editor  of  the  Archives,  pointed  out  the 
“There  is  no  question  that  the  cataract  extraction  has 


become  one  of  the  safest  and  most  successful  operations 
in  medicine.” 

“There  can  be  no  doubt  that  the  number  of  ca- 
taract operations  performed  in  this  country  in  relation 
to  the  population  is  much  higher  than  in  any  other 
country  of  the  Western  world.  It  is  unlikely  that  this  is 
due  to  the  special  visual  demands  of  the  American 
public,”  Dr.  Blodi  said. 

Many  elderly  persons  depend  mainly  on  their  near 
vision,  and  for  these  an  operation  may  be  unnecessary 
even  though  the  distance  vision  is  sharply  reduced,  the 
editor  declared. 


ANNUAL  PAP  TEST  DECLARED  UNNECESSARY 
FOR  MOST  WOMEN 

CHICAGO  — Most  women  don’t  need  a yearly  Pap 
test  for  cervical  cancer,  says  a report  in  the  April  21 
Journal  of  the  American  Medical  Association. 

Emerson  Day,  M.D.,  associate  director  of  North- 
western University  Medical  School’s  cancer  prevention 
center,  told  JAMA  that  — with  certain  important  ex- 
ceptions — most  women  could  go  two  or  three  years 
between  Pap  tests  without  making  much  difference 
in  findings  of  cancer. 

“This  should  not  be  taken  in  any  way  to  under- 
rate the  value  of  the  test,”  Dr.  Day  said.  Rather,  he  be- 
lieves that  women  who  have  had  normal  results  on  two 
or  more  negative  Pap  smears  in  a row  are  in  such  a low- 
risk  group  that  less  frequent  tests  would  suffice. 

Some  gynecologists  might  agree,  but  would 
argue  that  the  test  is  harmless  and  possibly  life-saving, 
and  that  annual  (or  more  frequent)  repeat  examinations 
bring  the  woman  into  a physician’s  office  for  a thorough 
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) 

examination  that  could  turn  up  unrelated  problems, 
the  JAMA  report  says. 

Dr.  Day  points  out  that  the  American  College 
I of  Obstetricians  and  Gynecologists  and  the  American 
' Cancer  Society  recommend  “periodic”  Pap  tests,  but 
I not  necessarily  annually. 

' Those  who  should  be  examined  frequently  are 

women  who  began  sexual  activity  in  the  early  teen 


years,  especially  those  who  have  had  many  sexual  part- 
ners. These  individuals  have  a higher  than  usual  inci- 
dence of  abnormal  Pap  test  findings,  he  says. 

Since  introduction  of  the  Pap  test  in  the  1940s, 
incidence  and  mortality  for  cervical  cancer  have  both 
declined.  In  1947  the  disease  developed  in  44  women 
per  100,000.  In  1970  incidence  was  8.8  per  100,000. 
Death  rates  also  dropped. 


ANUNCIO 


Se  alquila  casa  dos  plantas  frente  Hospital  del  Maestro 
propia  para  consultorio  médico,  laboratorio,  etc.  Inf.: 
S.  C.  Bustamante  467  Hato  Rey. 


Ready  Made  practice  for  a General  Practitioner  in  Grantsville,  Maryland  (Western  Maryland,  near  Cumberland).  The  town 
has  an  office  set  up  for  one  G.  P.  and  they  guarantee  at  least  $40,000.00  the  first  year.  They  will  help  find  a house.  The 
office  is  prepared  as  a small  clinic.  If  interested,  please  write  to: 

Mr.  Lewis  J.  Ort 
Ort’s  Incorporated 
P.  0.  Box  3277 
La  Vale,  Maryland,  21502 
Phone  (301)  722-7850 

j If  interested,  you  must  establish  a reciprocity  with  the  State  of  Maryland,  by  writing  to  the: 

I Board  of  Medical  Examiners, 

1 201  West  Preston  St. 

I Baltimore,  Maryland,  21201 

I 

i a)  Please  list  your  name;  your  address;  Medical  School;  address  of  Medical  School;  number  of  Puerto  Rico  Licen- 
I se,  date  of  your  Puerto  Rico  License;  if  National  Boards  or  Specialty  board  have  been  taken,  please  inform  so. 

Í The  Maryland  Board  will  then  send  you  the  appropriate  forms  and  instructions  for  Application  for  a Maryland 

License. 

Two  General  Practitioners  are  needed  for  Family  Practice  at  the  new  and  ultramodern  Sacred  Heart  Hospital,  Cumber- 
land, Maryland,  21502. 

If  interested  please  write  to  Mr.  Lewis  Ort,  address  as  above;  or  to: 

Sister  Margaret  James 
Administrator 
Sacred  Heart  Hospital 
900  Seton  Drive 
Cumberland,  Maryland,  21502 
Telephone  (.301)7294200 

If  interested,  you  must  establish  a Medical  License  reciprocity  with  the  State  of  Maryland,  as  explained  above. 


If  the  AMA  didn’t  speak 
for  the  profession,  who  would? 


Who  would  speak  for  the  profession  on  the  2,500 
health  bills  introduced  in  every  Congress?  Or  the 
regulations  issued  by  federal  agencies? 

Who  would  state  the  profession's  views  on  na- 
tional health  insurance'^  Utilization  Review  Regu- 
lations? The  Health  Planning  Act  of  1974? 
Maximum  Allowable  Cost  Regulations?  Health 
Manpower? 

Who  would  provide  the  scientific  input  and  the 
practitioner's  experience  and  knowledge  so  es- 
sential to  legislation  on  drugs,  cancer,  heart  dis- 
ease, communicable  diseases'^  Can  you  think  of 
anyone? 

The  fact  is,  there  is  only  one  organization  that 
can  — and  does  — speak  for  the  profession  as  a 
whole.  The  AMA. 

It  does  so  to  protect  the  basic  freedoms  of 
medical  practice  in  any  federal  health  program 
that  might  be  enacted;  and  even  more  important, 
to  promote  legislation  for  better  health  care  for 
the  entire  public. 

The  AMA's  voice  can  only  be  as  strong  as  the 
members  of  the  profession  choose  to  make  it. 
With  your  support,  the  AMA  can  be  even  more 
effective  spokesman. 


Join  m. 

Wo  can  do  much  moro  togothor. 

Dept,  of  Membership  Development 
American  Medical  Association 
535  N Dearborn  St /Chicago,  IL  60610 
Please  send  me  more  information  on  the  AMA 
and  AMA  membership 

Name  


Address. 


City/Stale/Zip 
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Neosporíri 
Ointment 

(Polymyxin  B-Badtradn-Neomydn) 


Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 

Proteus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Bacitracin  Polymyxin  B 


TTiis  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


In  vitro  overiapping  antibacterial  action  of 
Neosporin*  Ointment  (polymyxin  B-badtradn-neomydn). 


Neosporin 

Ointment 

(Polymyxin  B-Bacitracin-Neomycin) 

Each  gram  contains:  Aerosporin*  brand  Polymyxin  B 
Sulfate  5,000  units:  zinc  bacitracin  400  units:  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

IMMRNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching:  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
hon.  Neomyan-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 


In  hypertension 

Just  1 gram* of  retained 
sodium  can  raise  blood 
pressure  as  much  as 
r^n%to57%' 


Hy^rOtOH  SOo^  a day 

(Chlorthalidone  DSP) 

Blocte  sodium  retention  ionger 


Iln  the  hypertensive  patient,  1.06  grams  of 
retained  sodium*  can  cause  a 300  ml.  expan- 
sion of  fluid  volume,  which  can  increase  blood 
volume  by  100  ml.,  or  2%. 


2 A chronic  2%  increase  in  blood  volume  can 
lead  to  as  much  as  a 24  to  46  mm.  Hg 
increase  in  diastolic  blood  pressure. 


3 Diuretics  reduce  blood  pressure  by  blocking 
the  renal  retention  of  sodium  and  water.  To 
assure  continuous  control  of  hypertension,  many 
leading  medical  authorities  have  concluded  that 
this  action  should  be  sustained  around  the  clock.^'^ 

Hygroton  blocks  sodium  retention  longer  than  any 
other  diuretic  available. 

In  practice,  Hygroton  once-a-day  assures  sim- 
plicity, convenience  and  compliance  without  sacri- 
ficing 24-hour  natriuretic  activity. 

Hygroton  50S%  a day 

(Chlorthalidone  USP) 

Blocks  sodium 
retention  longer 

¿¿5K  USV  Laboratories  Inc 
lAB0fíA70fí/E5  Manatí.  PR  00701 

All  values  given  in  this  example  are  approximations  based  on  standard 
physiologic  data  and  solute  volume  relationships 

From  a baseline  of  80  mm  Hg  diastolic 


BRIEF  SUMMARY 

Indications:  Hypertension,  adjunctive  therapy  In  edema. 
Contraindications:  Anuria,  hypersensitivity  to  chlorthalidone  or 
other  sulfonamide-derived  drugs. 

Warnings:  Should  be  used  with  caution  in  severe  renal  disease, 
impaired  hepatic  function  or  progressive  liver  disease.  May  add  to 
or  potentiate  the  action  of  other  antihypertensive  drugs.  Sensitivity 
reactions  may  occur  in  patients  with  a history  of  allergy  or 
bronchial  asthma.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood . Use  in  pregnant  women  requires  that  the 
anticipated  benefits  of  the  drug  be  weighed  against  possible 
hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse 
reactions  which  have  occurred  in  the  adult.  In  nursing  mothers, 
thiazides  cross  the  placental  barrier  and  appear  in  breast  milk.  If 
use  of  the  drug  is  essential,  the  patient  should  stop  nursing. 
Precautions:  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at 
appropriate  intervals.  All  patients  receiving  chlorthalidone  should 
be  obsen/ed  for  clinical  signs  of  fluid  or  electrolyte  imbalance; 
namely,  hyponatremia,  hypochloremic  alkalosis,  and 
hypokalemia.  Serum  and  urine  electrolyte  determinations  are 
particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids.  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes.  Hypokalemia  may  develop  with 
chlorthalidone  as  with  any  other  potent  diuretic,  especially  with 
brisk  diuresis,  when  severe  cirrhosis  is  present,  or  during 
concomitant  use  of  corticosteroids  or  ACTH.  Interference  with 
adequate  oral  electrolyte  intake  will  also  contribute  to 
hypokalemia.  Digitalis  therapy  may  exaggerate  metabolic  effects 
of  hypokalemia  especially  with  reference  to  myocardial  activity. 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require 
specific  treatment  except  under  extraordinary  circumstances  (as 
in  liver  disease  or  renal  disease),  Dilutional  hyponatremia  may 
occur  in  edematous  patients  in  hot  weather.  Hyperuricemia  may 
occur  or  gout  be  precipitated  in  certain  patients.  Insulin 
requirements  in  diabetic  patients  may  be  increased,  decreased, 
or  unchanged  and  latent  diabetes  mellitus  may  become  manifest. 
Chlorthalidone  and  related  drugs  may  increase  the 
responsiveness  to  tubocurarine.  The  antihypertensive  effects  of 
the  drug  may  be  enhanced  in  the  postsympathectomy  patient. 
Chlorthalidone  and  related  drugs  may  decrease  arterial 
responsiveness  to  norepinephrine.  If  progressive  renal 
impairment  becomes  evident,  as  indicated  by  a rising  nonprotein 
nitrogen  or  blood  urea  nitrogen,  a careful  reappraisal  of  therapy  is 
necessary  with  consideration  given  to  withholding  or 
discontinuing  diuretic  therapy.  Chlorthalidone  and  related  drugs 
may  decrease  serum  PBI  levels  without  signs  of  thyroid 
disturbance 

Adverse  Reactions:  Anorexia,  gastric  irritation,  nausea,  vomiting, 
cramping,  diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic  jaundice),  pancreatitis;  dizziness,  vertigo, 
paresthesias,  headache,  xanthopsia;  leukopenia, 
agranulocytosis,  thrombocytopenia,  aplastic  anemia;  purpura, 
photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis) 
(cutaneous  vasculitis).  Lyell's  syndrome  (toxic  epidermal 
necrolysis).  Orthostatic  hypotension  may  occur  and  may  be 
aggravated  by  alcohol,  barbiturates  or  narcotics.  Other  adverse 
reactions  include  hyperglycemia,  glycosuria,  hyperuricemia, 
muscle  spasm,  weakness,  restlessness,  impotence  Whenever 
adverse  reactions  are  moderate  or  severe,  chlorthalidone  dosage 
should  be  reduced  or  therapy  withdrawn 
Usual  Dose:  One  tablet  daily 

How  Supplied:  Tablets— 100  mg  (white,  scored)  and  50  mg 
(aqua)  in  bottles  of  100  and  1000.  PAKs  of  28  tablets,  boxes  of  6; 
unit-dose  blister  packs,  boxes  of  100  (10  x 10  strips) 
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"There’s 
asignifícant  ' 
decrease  in 
crater  size. 

L Let’s  continue 
1 with  the 
fl  Maalox.” 


PerfbriTT^i^ 


80  mg  trimethoprim  and  400  mg  sulfamethoxazole 


A strong  in  vitro  record 


Ecoli 

Septra  95“/® 

“•■of  220517  isolates 

Cephalosporin  79% 
of  358025  isolates 
Ampicillin  74% 
of  351311  isolates 
Nitrofurantoin  95% 
of  338756  isolates 


Proteus  sp 

Septra 

“•ot  66163  isolates 


Cephalosporin  81%* 
of  106281  isolates 
Ampicillin  77%* 
of  104437  isolates 
Nitrofurantoin  13% 
of  100829  isolates 

“^Indicated  in  approved  drug  information 
for  Proteus  mirabilis  only. 


Enterobacter 

Septra  87”/® 

■•of  9896  isolates 

Cephalosporin  32%^ 
of  14986  isolates 
Ampicillin  15%^ 
of  14036  isolates 
Nitrofurantoin  66% 
of  14219  isolates 

f Not  indicated  in  approved  drug  information. 


Klebsiella^ 

pneumoniae 

Septra  87"/” 

■•of  46279  isolates 

Cephalosporin  85% 
of  76898  isolates 
Ampicillin  5%^ 
of  76026  isolates 
Nitrofurantoin  68% 
of  72030  isolates 

+ Not  indicated  in  approved  drug  information. 


anee  of  Pdwo* 


A consistent  in  vivo  response 


Septra  outperformed  cephalexin 

In  a study  of  148  patients  with  recurrent  urinary  tract  infections,^ 
bacteriologic  response  rate  on  day  14  of  therapy+t  was  99%  with 
Septra,  compared  to  94%  with  cephalexin.*  This  superiority  of 
response  to  Septra  occurred  in  spite  of  a built-in  "handicap”: 
Infecting  organisms  had  to  be  susceptible  in  vitro  to  cephalexin,  but 
not  necessarily  to  Septra.  Drug  regimens  consisted  of  either  two 
Septra  tablets  b.i.d.  or  one  250  mg  cephalexin  pulvule  q.i.d. 

t+Results  derived  from  urine  cultures  done  at  the  midpoint  of  a 28-day  study,  since 
recommended  duration  of  Septra  therapy  is  14  days. 

^Criterion  for  infection:  100,000  or  more  organisms/ml  urine;  criterion  for  clear  culture: 
1000  or  fewer  organisms/ml  urine. 

Septra  outperformed  ampicillin 

In  a study  of  10-day  therapy  in  156  patients  with  recurrent  urinary 
tract  infections,^  clear  culture  was  maintained  four  days  after  therapy 
ended  in  81  % of  patients  treated  with  Septra,  compared  to  76%  of 
those  treated  with  ampicillin.*  These  results  gain  added  significance 
considering  that  causative  organisms  not  susceptible  in  vitro  to 
ampicillin  were  excluded,  but  no  such  advantage  was  afforded 
Septra.  Drug  regimens  consisted  of  either  two  Septra  tablets  b.i.d.  or 
one  500  mg  ampicillin  capsule  q.i.d. 

*Criterion  for  infection:  100,000  or  more  organisms/ml  urine;  criterion  for  clear  culture: 
1000  or  fewer  organisms/ml  urine. 

Septra  outperformed 
nitrofurantoin  (macrocrystals) 

In  a study  of  289  patients  treated  for  14  days  for  recurrent  urinary 
tract  infections,^  bacteriologic  response  (measured  eight  days  after 
therapy  ended)  to  Septra  was  94%,  compared  to  90%  with  nitro- 
furantoin.* Drug  regimens  consisted  of  either  two  Septra  tablets 
b.i.d.  or  one  100  mg  capsule  of  nitrofurantoin  macrocrystals  q.i.d. 

*Criterion  for  infection:  100,000  or  more  organisms/ml  urine;  criterion  for  clear  culture: 
1000  or  fewer  organisms/ml  urine. 

In  vitro  antibacterial  action 
well  balanced  by  clinical  success 

Septra  DS 

Each  tablet  containsi^L 

160  mg  trimethoprim  and  800  mg  suifamethoxazole 
in  recurrent  urinary  tract  infections 
due  to  susceptible  organisms^ 

#lt  is  recommended  that  initial  episodes  of  uncomplicated  urinary  tract  infections  be 
treated  with  a single  effective  antibacterial  agent  rather  than  the  combination. 

Artist’s  conception  of  major  uropathogens. 

See  next  page  for  prescribing  information. 


In  recurrent  urinary  tract  infections  due  to  susceptible  organisms* 


SeptraiDS  lablets 

Each  tablet  contains: 

160  mg  trimethoprim  and 
800  mg  sulfamethoxazole 


Suspension 

Each  teaspoonlul  (5  ml)  contains 

40  mg  trimethoprim  and 
200  mg  sulfamethoxazole 


In  vitro  antibacterial  action  well  balanced  by  clinical  success 

• convenient  b.i.d.  dosage  schedule  helps  • Septra  and  Septra  DS  now  available  in 
insure  patient  compliance  new  small-size  tablets 

• pleasantly  flavored  cherry  suspension  available  for  children 


Rx  guidelines 

• during  therapy,  maintain  adequate  fluid 
intake  and  perform  frequent  urinalyses 
with  careful  microscopic  examination 

• contraindicated  in  children  under  two 
months  old 


• see  prescribing  information  for  complete 
guidelines 

*lt  is  recommended  that  initial  episodes  of  uncomplicated  urinary 
tract  infections  be  treated  with  a single  effective  antibacterial  agent 
rather  than  the  combination. 


Septra* 

Tablets  and  Suspension 

Indications  and  Usage:  Urinary  Tract  Infections:  Urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms;  Escherichia  coii,  Klebsieiia-Entero- 
bacter,  Proteus  mirabais,  Proteus  vulgaris,  Proteus  morgana.  It  is  recommended  that 
initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination. 

NOTE:  The  increasing  frequency  of  resistant  organisms  limits  the  usefulness  of 
antibacterials,  especially  in  these  urinary  tract  infections. 

The  recommended  quantitative  disc  susceptibility  method  (Federal  Register  37: 
20527-29, 1972)  may  be  used  to  estimate  bacterial  susceptibility  to  Septra.  A laboratory 
report  of  "Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infection  likely 
to  respond  to  Septra  therapy.  "Intermediate  susceptibility"  also  indicates  that 
response  is  likely  and  "Resistant"  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides.  Pregnancy  and 
during  the  nursing  period.  Infants  less  than  two  months  of  age. 

W&m/ngs.' Deaths  from  hypersensitivity  reactions,  agranulocytosis,  aplastic  anemia  and 
other  blood  dyscrasias.  Experience  with  trimethoprim  alone  is  much  more  limited,  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidenceofthrombopeniawith  purpura  in  elderly  patients  uncertain  diuretics,  primarily 
thiazides. 

Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of  serious  blood 
disorders.  Frequent  CBCs  are  recommended;  therapy  should  be  discontinued  if  a 
significant  reduction  in  the  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  with  caution  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  glucose-6-phosphate 
dehydrogenase-deficient  individuals,  hemolysis  may  occur  (frequently  dose-related). 
During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses  with 
careful  microscopic  examination  and  renal  function  tests,  particularly  where  there  is 
impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Septra.  Blood  Dyscrasias:  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia  and  methemoglobinemia.  Allergic  Reactions:  Erythema  multiforme, 
Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis.  Gastrointestinal  Reactions:  Glossitis,  stomatitis,  nausea,  emesis,  abdom- 
inal pains,  hepatitis,  diarrhea  and  pancreatitis.C./V.S.fleacf/ons.  Headache,  peripheral 
neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscellaneous  Reac- 
tions: Drug  fever,  chills,  and  toxic  nephrosis  with  oliguria  and  anuria.  Periarteritis  nodosa 
and  L.  E.  phenomenon  have  occurred.  Due  to  certain  chemical  similarities  to  some 


goitrogens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and  hypogly- 
cemia; cross-  sensitivity  may  exist  with  these  agents.  In  rats,  long-term  administration  of 
sulfonamides  has  produced  thyroid  malignancies. 

Dosage  and  Administration:  Not  recommended  for  use  in  infants  less  than  two  months 
of  age. 

Adults:TUe  usual  adult  dosage  for  the  treatment  of  urinary  tract  infections  is  one  double 
strength  tablet  or  two  regular  tablets  or  four  teaspoonfuls  (20  ml)  every  12  hours  for  10  to 
14  days.  Shake  suspension  well  before  using. 

C/>/Wre/J.'Recommendeddoseis8mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole 
per  24  hours,  given  In  two  divided  doses  for  10  days.The  following  table  Is  a guideline  for 
the  attainment  of  this  dosage  using  Septra  Tablets  or  Suspension. 


Children:  Two  months  of  age  or  older 


Weight 

lb 

kg 

Dose- 

Teaspoonfuls 

everv  12  hours 

Tablets 

20 

9 

1 ( 5 ml) 

'/2 

40 

18 

2 (10  ml) 

1 

60 

27 

3 (15  ml) 

V/2 

80 

36 

4 (20  ml) 

2 (or  1 DS  tablet) 

For  patients  with  renal  impairment: 


Creatinine  Clearance 

Recommended 

(ml/min) 

Dosage  Regimen 

Above  30 

Usual  Standard  Regimen 

Half  of  the  Usual 

15-30 

Dosage  Regimen 

Below  15 

Use  Not  Recommended 

Supplied:  Septra  DS  (Double  Strength)  tablets  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole  - bottles  of  60  tablets  and  unit  dose  packs  of  100.  Septra  tablets 
containing  80  mg  trimethoprim  and  400  mg  sulfamethoxazole  - bottles  of  40, 100, 500, 
and  1000  tablets  and  strip  packages  of  100  individually  packed  tablets.  Oral  suspension, 
containing  the  equivalent  of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  in  each 
teaspoonful  (5  ml),  cherry  flavored -bottles  of  450  ml. 


References:  1.  PMR  Bacteriologic  Report -urine  cultures  only.  National  summary  Dec 
1975,  Jan1976,  Feb  1976,  (From  200  acute  care  hospitals  of  100  beds  or  more. ) Data  on 


file.  Burroughs  Wellcome  Co. 
2.  Data  on  file,  Burroughs 
Wellcome  Co. 


Burroughs  Wellcome  Co. 
Research  Triangle  Park 
North  Carolina  27709 


PARTICIPACION  DEL  DEPARTAMENTO  DE  MEDICINA  DE  REHABILITACION 
EN  EL  CUIDADO  RESPIRATORIO  DEL  PACIENTE  QUIRURGICO 

Regina  V.  Castillo,  MD,  Martha  Kruttwig,  RPT  y Albert  Haas,  MD 


Desde  1930  es  conocida  la  utilización  de 
los  ejercicios  respiratorios  en  el  tratamiento 
de  los  pacientes  con  enfermedades  obstructi- 
vas crónicas  de  las  vías  respiratorias.  Sin  em- 
bargo, el  desarrollo  de  un  programa  especí- 
fico de  Medicina  Física  aplicado  al  cuidado 
pre  y post-operatorio  de  los  pacientes  que 
son  sometidos  a intervenciones  quirúrgicas, 
principalmente  del  tórax  y la  región  subdia- 
fragmática,  es  mucho  más  reciente. 

Nuestro  objetivo  al  utilizar  las  distintas 
modalidades  terapéuticas,  es  no  solo  el  prevenir 
complicaciones  respiratorias  en  el  período  post- 
operatorio, sino  también  el  auxiliar  en  la  cu- 
ración de  estas  complicaciones,  si  ocurren,  acor- 
tar el  período  de  convalecencia  y obtener  el 
mayor  grado  de  recuperación  física. 

La  contribución  de  la  Medicina  Física  es 
muy  importante  durante  el  período  pre-opera- 
torio  y el  inmediato  post-operatorio,  pero  no 
lo  es  menos  cuando  en  plena  convalecencia  se 
trata  de  retornar  el  enfermo  a la  comunidad, 
capaz  de  desarrollar  sus  habilidades  a plenitud 
y ser  un  elemento  productivo. 

Antes  de  mencionar  los  recientes  estu- 
dios sobre  las  bases  fisiológicas  de  la  respira- 
ción, queremos  referirnos,  como  dato  histó- 
rico, a las  antiguas  observaciones  de  Keith 
cuando  en  1909,  al  describir  los  movimientos 
respiratorios,  dijo:  “estos  movimientos  con- 
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sisten  en:  1)  elevación  de  la  primera  costilla 
y el  manubrio  del  esternón;  2)  movimiento 
hacia  arriba  y afuera  de  las  costillas  de  la  se- 
gunda a la  sexta;  3)  movilización  de  la  séptima 
a la  décima  costilla,  unido  al  descenso  del  dia- 
fragma y 4)  relajamiento  de  los  músculos  ab- 
dominales”. El  papel  de  los  músculos  inter- 
costales era  aún  motivo  de  controversia  en 
1909.  Los  estudios  fisiológicos  del  momento, 
según  W.  F.  Ganong  (1),  establecen  que  el 
movimiento  del  diafragma  produce  el  75  por- 
ciento de  los  cambios  en  el  volumen  intrato- 
rácico  durante  la  respiración  normal.  El  dia- 
fragma se  desplaza  de  1.5  cm.  a tanto  como 
7 cms.  durante  las  inspiraciones  profundas. 
Por  lo  tanto,  es  muy  importante  el  ordenar 
Rayos  X del  tórax  en  inspiración  y en  expira- 
ción cuando  evaluamos  a nuestros  pacientes 
quirúrgicos.  De  acuerdo  con  Ganong,  los 
músculos  intercostales  externos  siguen  al  dia- 
fragma en  orden  de  importancia  en  el  meca- 
nismo respiratorio.  Tanto  el  diafragma  como 
los  músculos  intercostales  externos  pueden, 
independientemente,  mantener  una  ventila- 
ción adecuada  en  reposo.  No  mencionamos 
la  acción  de  los  músculos  accesorios  de  la 
respiración,  porque  siempre  tratamos  de  que 
el  paciente  haga  el  menor  uso  posible  de  los 
mismos,  sobre  todo  en  los  casos  como  enfer- 
medades respiratorias  crónicas,  en  los  cuales 
el  paciente  tiene  la  tendencia  a usarlos,  dis- 
minuyendo la  expansión  de  la  base  del  tórax 
y predisponiendo,  por  tanto,  a complicacio- 
nes post-operatorias.  En  lo  que  a los  múscu- 
los intercostales  internos  se  refiere,  ellos  en- 
tran en  juego  para  producir  la  expiración  for- 
zada. El  mismo  resultado  se  obtiene  mediante 
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la  contracción  de  los  músculos  de  la  pared 
abdominal  anterior,  debido  a que  aumentan 
la  presión  intra-abdominal  al  contraerse  y 
empujan  el  diafragma  hacia  arriba. 

Al  hacer  la  evaluación  de  un  paciente 
para  escribir  nuestra  prescripción  de  fisiote- 
rapia, debemos  tener  presente  la  gran  impor- 
tancia de  la  acción  mecánica  de  los  músculos 
abdominales  y por  lo  tanto  investigar  las  con- 
diciones de  la  musculatura  del  paciente  (2). 
Los  oblicuos  internos  y externos  comprimen, 
al  contraerse,  el  contenido  abdominal,  flexio- 
nan  el  tronco  y deprimen  las  últimas  costi- 
llas. Los  transversos  abdominales  comprimen 
el  contenido  del  abdomen  y deprimen  las 
últimas  costillas.  Los  rectos  del  abdomen  arras- 
tran la  parte  ventral  de  la  caja  torácica  hacia 
el  pubis  y reducen  la  curvatura  cranio-caudal 
de  la  pared  abdominal.  La  acción  combinada 
de  estos  músculos  tiene,  por  lo  tanto,  una 
gran  participación  en  los  movimientos  respi- 
ratorios, siendo  capaces  de  ejercer  una  presión 
de  300-400  cm.  H20  sobre  el  contenido  ab- 
dominal. De  acuerdo  con  N.  Davis,  los  múscu- 
los de  la  pared  abdominal  son  los  más  podero- 
sos en  cuanto  a su  acción  expiratoria  y expul- 
siva. Ellos  se  contraen  vigorosamente  al  toser, 
aumentando  la  fuerza  con  que  se  expele  el 
aire,  durante  el  parto,  la  emesis,  la  defecación, 
etc.,  actos  que  requieren  presiones  abdomina- 
les y torácicas  mucho  mayores  que  las  provistas 
por  las  estructuras  pasivas. 

En  cuanto  al  intercambio  gaseoso  se  re- 
fiere, éste  ocurre  solamente  en  el  alveolo  pul- 
monar; el  gas  que  ocupa  el  espacio  muerto 
no  participa  en  el  mismo.  En  un  hombre  de 
tamaño  promedio,  solamente  los  primeros  350 
mililitros  (de  los  500  mililitros  que  se  inspiran 
en  cada  movimiento  respiratorio),  se  mezclan 
con  el  aire  de  los  alveolos.  Debido  a esto,  la 
respiración  rápida  y superficial  produce  una 
menor  ventilación  pulmonar  que  la  respiración 
lenta  y profunda  al  mismo  volumen  respirato- 
rio por  minuto. 


En  relación  con  los  pacientes  en  el  perío- 
do post  operatorio,  debe  prestarse  mucha 
atención  al  análisis  frecuente  de  los  gases  san- 
guíneos, ya  que,  un  grado  variable  de  hipoxia 
puede  manifestarse  debido  a hipoventilación 
en:  1)  la  depresión  de  los  centros  respirato- 
rios; 2)  respiración  superficial  debida  a la  pro- 
ducción de  dolor  durante  la  inspiración;  3) 
en  los  casos  de  bloqueo  de  la  difusión  alveolo- 
capilar  (como  en  presencia  de  una  pneumonía) 
o 4)  debido  a una  relación  anormal  entre  la  ven- 
tilación y la  perfusión  o la  perfusión  y venti- 
lación, tal  como  ocurre  en  la  atelectasia  pul- 
monar. 

Con  el  objeto  de  reducir  a un  mínimo 
el  riesgo  quirúrgico  en  los  casos  de  cirugía 
electiva,  debe  generalizarse  en  la  práctica  mé- 
dica diaria  la  indicación  de  pruebas  funcio- 
nales respiratorias  y análisis  de  los  gases  de 
la  sangre  en  todos  los  pacientes  quirúrgicos, 
en  los  cuales  la  historia  clínica  y el  examen 
físico  arrojen  cualquiera  de  los  siguientes  da- 
tos: historia  de  que  la  persona  ha  sido,  o es, 
fumador  (tabaco,  cigarro  o pipa),  presenta 
tos  productiva,  disnea,  cianosis,  funcionamien- 
to diafragmático  deficiente  (diafragma  aplanado 
en  los  Rayos  X),  deformidades  torácicas  y pa- 
trones respiratorios  anormales,  como  por  ejem- 
plo, la  respiración  con  la  parte  superior  del 
tórax,  con  uso  de  los  músculos  accesorios  de  la 
respiración.  Otros  signos  están  constituidos  por 
la  presencia  de  hiper-resonancia  a la  percusión 
del  tórax  y la  auscultación  de  silbidos  y sonidos 
distantes. 

La  evaluación  pre-operatoria  de  la  función 
respiratoria,  incluyendo  los  resultados  de  los 
análisis  de  los  gases  de  la  sangre,  debe  conside- 
rarse de  una  importancia  similar  a la  del  EKG 
o la  radiografía  del  tórax,  los  cuales  son  rea- 
lizados como  exámenes  de  rutina  en  todos  los 
pacientes  quirúrgicos. 

Hasta  ahora  hemos  revisado  solamente  los 
puntos  más  destacados  de  la  anatomía  y fisio- 
logía respiratoria,  ya  que  resultaría  imposible 
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el  discutir  en  el  curso  de  una  corta  exposición 
lo  que  a otros  autores  más  competentes  ha 
tomado  extensas  publicaciones.  Sin  embargo, 
lo  que  antecede  es  más  que  suficiente  como 
base  de  nuestra  proposición,  que  establece  que 
si  cualquiera  de  los  mecanismos  mencionados 
funciona  anormalmente,  ello  puede  ser  la  causa 
directa  de  la  presentación  de  complicaciones 
respiratorias  en  el  post-operatorio.  Estas  com- 
plicaciones amenazan,  aún  hoy  en  día,  las  vi- 
das de  un  40  por  ciento  de  los  pacientes  qui- 
rúrgicos, predominantemente  los  casos  de 
cirugía  torácica  y del  abdomen  superior.  Nos 
referimos  especialmente  a la  presencia  de  ate- 
lectasia  pulmonar,  pneumonitis  y pneumo- 
nías. 

El  papel  del  Departamento  de  Rehabili- 
tación Torácica  en  cuanto  a los  pacientes  qui- 
rúrgicos se  refiere,  es  predominantemente 
preventivo,  aunque  en  algunos  casos  nuestra 
participación  en  el  tratamiento  resulte  cura- 
tiva. En  la  mayoría  de  los  casos,  solamente 
una  de  las  ramas  de  la  medicina  de  rehabilita- 
ción es  utilizada.  Esta  rama  es  la  Fisioterapia, 
precedida  por  una  evaluación  del  paciente 
por  parte  del  médico  a cargo  de  la  unidad, 
que  a su  vez  prescribe  el  tratamiento  a seguir 
y supervisa  el  progreso  del  paciente,  haciendo 
las  modificaciones  necesarias  a la  prescrip- 
ción inicial  durante  la  evolución  del  caso. 

En  circunstancias  especiales,  la  inter- 
, vención  quirúrgica  “per  se”  debe  considerar- 
se un  procedimiento  de  rehabilitación,  ya  que 
eso  es  lo  que  sucede,  por  ejemplo,  con  el  car- 
'díaco  congénito  debido  a malformaciones, 
o al  que  sufre  de  lesiones  valvulares  como 
secuela  de  enfermedades.  El  tratamiento  qui- 
rúrgico es  el  que  los  convierte  de  nuevo  en 
seres  hábiles  con  una  restauración  mayor  o 
menor  de  la  capacidad  física.  Por  supuesto, 
también  participamos  nosotros  en  la  acción 
terapéutica,  tanto  en  el  pre  como  en  el  post- 
operatorio. 

Según  Quinlan  (3)  y colaboradores,  sus- 
tituir una  válvula  cardíaca,  hacer  un  “by  pass” 


Cuidado  Respiratorio  - Cirugía 

de  las  coronarias  o reparar  las  consecuencias 
de  una  enfermedad  degenerativa,  se  hace  cada 
vez  más  frecuente,  a medida  que  las  técnicas 
quirúrgicas  se  perfeccionan  y el  promedio 
de  vida  humana  aumenta. 

En  los  Estados  Unidos  de  Norteamérica, 
de  acuerdo  con  la  más  reciente  legislación 
al  respecto,  la  edad  en  la  cual  el  retiro  del 
trabajo  se  considera  forzoso  se  ha  aumentado 
de  65  a 70  años  y en  algunas  circunstancias, 
la  única  causa  determinante  para  hacerlo  efec- 
tivo es  el  deterioro  físico  o mental  que  puedan 
hacer  imposible  el  tipo  de  trabajo  realizado 
por  el  individuo.  No  es  necesario  enfatizar  que 
la  importancia  de  la  Medicina  de  Rehabilita- 
ción aumenta  en  vista  de  esta  acción  legisla- 
tiva. 

Estadísticamente  se  puede  demostrar  que 
un  gran  porcentaje  de  los  pacientes  cardíacos 
tratados  quirúrgicamente  desarrollan  complica- 
ciones post-operatorias  que  pueden  amenazar 
la  vida  del  paciente,  generar  una  enfermedad 
secundaria,  empeorar  las  condiciones  pre-exis- 
tentes  (por  ejemplo,  el  desarrollo  de  una  pneu- 
monía en  un  paciente  con  enfisema  pulmonar), 
prolongar  la  permanencia  del  paciente  en  el 
hospital  y demorar  el  retorno  del  mismo,  pri- 
mero a su  hogar  y después  al  trabajo,  con  el 
consecuente  aumento  en  el  costo  de  la  hospi- 
talización y una  ausencia  más  prolongada  del 
individuo  de  su  centro  de  trabajo. 

En  el  Hospital  Bellevue  de  Nueva  York, 
los  pacientes  de  las  salas  de  cirugía  son  referi- 
dos para  evaluación  y tratamiento  uno  o dos 
días  antes  de  ser  operados  en  el  mayor  número 
de  los  casos.  Si  el  paciente  padece  de  alguna 
enfermedad  respiratoria  crónica,  se  solicitan 
nuestros  servicios  una  semana  antes.  En  la 
evaluación  del  sistema  respiratorio,  prestamos 
atención  especial  a los  antecedentes  del  enfer- 
mo, tales  como  historia  de  infecciones  fre- 
cuentes del  tractus  respiratorio  superior,  pneu- 
monías, existencia  de  enfisema  pulmonar  o de 
tuberculosis  pulmonar,  etc. 

Al  prescribir  el  programa  de  fisioterapia. 
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siempre  mantenemos  en  la  mente  que  si  se 
trata  de  cirugía  del  abdomen,  principalmente 
del  abdomen  superior,  el  patrón  respiratorio 
y como  consecuencia  la  ventilación,  cambian 
drásticamente.  Estos  cambios  se  manifiestan 
principalmente  por  un  tipo  de  respiración 
restringida  con  una  disminución  del  volumen 
respiratorio  en  reposo  y por  la  presencia,  con 
mayor  o menor  intensidad,,  de  taquipnea.  El 
aumento  de  la  frecuencia  respiratoria,  siguiendo 
a las  operaciones  en  el  abdomen  superior  o a 
traumatismos  accidentales,  ha  sido  objeto  de 
debates.  Esta  taquipnea  puede  ser  debida  a 
cualquiera  de  las  siguientes  causas:  aumento 
del  metabolismo,  hipoxia  o hipercapnia,  o a 
un  estímulo  psicológico.  De  acuerdo  con  las 
evidencias,  no  se  cree  que  ello  se  deba  a un 
aumento  en  la  demanda  de  oxígeno,  ya  que 
el  consumo  de  oxígeno  en  el  post-operatorio 
no  se  eleva  significativamente.  Al  mismo  tiem- 
po, es  poco  probable  que  un  descenso  del 
oxígeno  pueda  ser  un  estímulo  respiratorio  en 
estos  casos  (4).  Los  estudios  de  Latimer  y 
asociados  demuestran  en  sus  estadísticas  que 
no  hay  una  diferencia  de  significación  en  la 
saturación  de  la  sangre  arterial  entre  el  pre 
y el  post-operatorio  de  los  que  sufren  opera- 
ciones en  el  abdomen  superior.  Dripps  y Com- 
roe  (5)  han  comprobado  que  la  estimulación 
hipóxica  no  se  presenta  en  aquellos  niveles 
en  que  la  saturación  de  la  sangre  arterial  está 
por  encima  de  90  por  ciento.  Por  otra  parte, 
se  ha  demostrado  que  la  estimulación  de  los 
quem oreceptores  ocurre  solo  cuando  la  ten- 

• y O 

sion  del  O arterial  es  de  77mm  Hg  después 
de  cirugía  en  el  abdomen  superior,  fluctuando 
entre  más  o menos  5 y que  los  cambios  en  la 
presión  del  CO^  no  son  de  significación.  La 
influencia  psicológica,  aunque  es  de  importan- 
cia, no  se  ha  comprobado  que  sea  de  por  sí 
la  causa  de  la  taquipnea  post-operatoria  o 
post-traumática.  Individuos  en  estado  de  co- 
ma después  de  un  traumatismo,  los  cuales 
no  están,  por  lo  tanto,  bajo  una  influencia 
psicológica  definida,  pueden  exhibir  un  grado 


mayor  o menor  de  aumento  en  la  frecuencia 
respiratoria. 

Mayor  importancia  tiene,  la  relación 
existente  entre  el  dolor  local  y el  espasmo 
muscular.  El  dolor  aparente  y el  estímulo 
propioceptivo  desde  los  músculos  abdomina- 
les en  estado  de  contracción,  está  en  relación 
con  la  estimulación  de  los  centros  respirato- 
'ios.  Los  músculos  abdominales  están  iner- 
ados por  los  nervios  intercostales  (T7  a T12) 
existiendo  una  inter-relación  entre  ellos  y 
los  músculos  intercostales  inferiores.  El  dolor 
y el  espasmo  en  los  músculos  anteriormente 
mencionados,  restringen  la  expansión  de  la 
caja  torácica  y el  movimiento  normal  del  dia- 
fragma, dando  lugar  a una  respiración  super- 
ficial. Este  patrón  respiratorio,  con  una  res- 
piración en  reposo  limitada  — sin  inspiracio- 
nes prolongadas  — es  la  causa  más  probable 
de  la  taquipnea.  La  reducción  del  volumen 
respiratorio  en  reposo  afecta  el  alveolo  pul- 
monar, ya  que  la  ausencia  de  una  distensión 
periódica  de  ciertas  zonas  pulmonares,  pro- 
duce, más  tarde  o más  temprano,  el  colapso 
de  un  número  variable  de  alveolos  pulmona- 
res. De  acuerdo  con  las  estadísticas,  este  co- 
lapso es  predominante  en  las  bases  pulmonares 
en  la  forma  de  atelectasia  de  los  lóbulos  in- 
feriores. 

Como  ya  hemos  mencionado,  la  respira- 
ción normal  es  dolorosa  para  el  paciente  que 
ha  sido  sometido  a una  operación  en  el  tórax, 
o en  el  abdomen  superior  (también,  aunque 
en  menor  grado,  en  el  abdomen  inferior);  es 
por  ello  que  se  produce  una  inhibición  del  re- 
flejo tusígeno,  ya  que  la  mayoría  de  los  pa- 
cientes temen  al  dolor.  Al  no  toser  el  indi- 
viduo con  fuerza,  las  secreciones  del  sistema 
respiratorio  permanecen  retenidas  y lo  pre- 
disponen a la  atelectasia  pulmonar.  A su  vez, 
esta  retención  de  las  secreciones  favorece  el 
crecimiento  de  los  organismos  patogénicos 
haciendo  posible  la  producción  de  pneumo- 
nías post-operatorias. 
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La  administración  de  0^  al  paciente 
en  estas  condiciones,  lo  hace  más  vulnerable 
a la  producción  del  colapso  alveolar.  Debido 

p 

a que  el  0 se  absorbe  más  rápidamente  que 
el  nitrógeno,  si  reemplazamos  a este  último 
con  en  un  alveolo  que  está  marginalmente 
ventilado,  lo  que  hacemos  es  acelerar  su  co- 
lapso (6). 

En  resumen,  el  cuadro  que  observamos 
con  frecuencia  en  el  post-operatorio  de  casos 
de  cirugía  torácica  del  abdomen  superior  y en 
grado  menor  del  abdomen  inferior,  está  cons- 
tituido por:  taquipnea,  taquicardia,  disminu- 
ción del  volumen  pulmonar,  disminución  de 
la  elasticidad,  patrones  anormales  respirato- 
rios, pneumonitis  y atelectasia.  Varios  auto- 
res, entre  ellos  Lee,Okinaka  y Georg,  están  de 
acuerdo  en  afirmar  que  las  alteraciones  del 
funcionamiento  pulmonar  ocurren  en  todos 
los  pacientes  a las  pocas  horas  siguientes  a cual- 
quier tipo  de  cirugía  mayor.  Muchas  veces  esta 
disfunción  se  presenta  y desaparece  sin  hacerse 
clínicamente  evidente.  Se  ha  descrito  que 
después  de  una  anestesia  general  se  observa 
una  disminución  mayor  o menor  de  los  volú- 
menes pulmonares  y de  la  velocidad  expia- 
toria. Esto  lo  atribuyen  esos  autores  a la  pre- 
sencia de  un  patrón  ventilatorio  anormal.  Es 
razonable  el  suponer  que  la  patofisiología 
existente  para  la  producción  de  las  compli- 
caciones respiratorias  post-operatorias,  depen- 
de de  esas  anormalidades.  Estos  cambios  pre- 
dominan a las  48  o 72  horas  después  de  la 
operación  y habitualmente  retornan  a la  nor- 
malidad en  el  término  de  una  semana,  si  no 
se  agudizan. 

De  acuerdo  con  Bartlett  (7)  y asociados, 
las  complicaciones  respiratorias  post-operato- 
rias ocurren  en  el  20  al  40  por  ciento  de  los 
pacientes,  constituyendo  la  causa  mayor  de 
morbilidad  y mortalidad  en  el  período  post- 
operatorio. 

Sin  embargo,  utilizando  las  distintas 
modalidades  de  fisioterapia,  tanto  en  el  pre 


Cuidado  Respiratorio  - Cirugía 

como  en  el  post-operatorio,  la  incidenciá  de 
estas  complicaciones  disminuye  considerable- 
mente. 

Recomendamos  empezar  el  tratamiento 
fisioterápico  del  paciente  en  el  período  pre- 
operatorio, cuando  no  hay  dolor  debido  a la 
incisión  y manipulación  quirúrgica  y el  pa- 
ciente está  en  mejor  disposición  de  compren- 
der, de  acuerdo  con  la  inteligencia  individual, 
el  objetivo  del  tratamiento  preventivo. 

En  los  casos  de  individuos  que  además 
del  problema  quirúrgico  padecen  concomi- 
tantemente  de  bronquitis  crónica,  enfisema 
pulmonar,  asma,  etc.,  es  imprescindible  el 
eliminar  las  secreciones  acumuladas  en  las 
vías  respiratorias  por  medio  del  drenaje  pos- 
tural en  posiciones  “standard”  o modificadas, 
acompañadas  de  percusión,  vibración,  etc. 
Tanto  estos  pacientes,  como  aquéllos  sin  en- 
fermedades respiratorias,  son  instruidos  cómo 
toser  protegiendo  el  área  de  la  operación  y 
otras  medidas  elementales  como  la  expansión 
torácica  adecuada,  respiración  diafragmática, 
relajamiento  de  los  músculos  accesorios,  sim- 
ples ejercicios  de  las  extremidades  inferiores 
para  mantener  una  circulación  adecuada  y 
también  el  uso  de  “blow  bottles”  y otros  sis- 
temas para  lograr  una  máxima  inspiración. 

En  general,  no  recomendamos  el  uso  de 
las  máquinas  de  presión  positiva  intermitente. 
Muchos  pacientes  quirúrgicos  reciben  este 
tipo  de  tratamiento  con  el  propósito,  en  teo- 
ría, de  ayudar  a prevenir  la  atelectasia  pul- 
monar en  el  post-operatorio.  Sin  embargo, 
en  la  práctica  diaria  se  observa  que  la  presen- 
cia de  esta  complicación  no  se  ve  disminuida 
por  el  uso  de  esta  máquina  (8). 

Es  aparente  que  la  expansión  torácica 
voluntaria  es  de  mayor  valor  que  el  uso  de 
la  presión  positiva  intermitente  en  el  post- 
operatorio, la  cual  no  está  justificada,  ya  que 
existen  distintos  métodos  para  producir  ins- 
piraciones profundas,  que  van  desde  el  sus- 
pirar hasta  el  uso  del  espirómetro  incentivo 
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que  resultan  más  naturales  y efectivos. 

En  pacientes  con  una  historia  de  pneu- 
monías repetidas  o en  presencia  de  síntomas 
de  bronquitis,  enfisema  y asma,  el  uso  del  dre- 
naje postural  es  de  suma  importancia  en  el 
período  pre-operatorio  y en  ocasiones  en  el 
post-operatorio,  con  las  modificaciones  ne- 
cesarias y las  restricciones  impuestas  por  el 
procedimiento  quirúrgico  reciente  y el  ma- 
lestar general  consecuente. 

Para  ayudar  a la  movilización  de  las  se- 
creciones, puede  usarse  vibración  o percusión 
torácica.  Estos  procedimientos  están  contra- 
indicados en  los  siguientes  casos:  pacientes 
con  tendencia  al  sangramiento  del  sistema 
respiratorio,  aplicación  sobre  el  área  de  un 
tumor  maligno  conocido,  pacientes  tuber- 
culosos, casos  de  bronquiectasia  y de  absce- 
sos del  pulmón.  Una  vez  que  la  cirugía  ha 
sido  terminada,  horas  después  que  el  paciente 
se  ha  recuperado  de  la  anestesia  y si  otra  emer- 
gencia no  ha  surgido,  debemos  comenzar  la 
fisioterapia  del  tórax  con  el  paciente  aún  en 
el  cuarto  de  recuperación.  La  oportunidad 
con  que  este  programa  es  comenzado,  tiende 
a disminuir  las  posibilidades  de  atelectasis 
ocasionadas  por  el  cambio  del  patrón  respira- 
torio y la  retención  de  secreciones  en  los  pul- 
mones y también  la  aparición  de  pneumonías 
y de  problemas  circulatorios,  como  flebotrom- 
bosis  de  las  extremidades  inferiores,  causadas 
por  la  inmovilización. 

Como  el  paciente  ha  sido  instruido  en  el 
pre-operatorio  acerca  de  cómo  respirar  en  la 
forma  más  efectiva  y el  tipo  de  tos  que  le  cau- 
sará menos  dolor,  resulta  más  fácil  el  estimu- 
larlo simplemente  a que  realice  algo  que  ha 
aprendido  antes,  cuando  no  tenía  dolores  ni 
molestias;  por  lo  tanto,  lo  opuesto  es  muy 
cierto;  resulta  muy  difícil  instruir  al  paciente 
inicialmente  en  forma  adecuada  cuando  ya  se 
encuentra  en  el  cuarto  de  recuperación,  o en 
la  unidad  de  cuidado  intensivo. 

El  tratamiento  en  general  es  distinto  en 


cada  grupo  de  pacientes,  dependiendo  de  que 
la  cirugía  haya  sido  realizada  en  los  pulmones, 
corazón,  mediastino,  abdomen  superior  o 
inferior  y aún  más  depende  de  si  el  paciente 
es  joven  o anciano,  obeso  o normal,  fumador 
o no  fumador,  y lo  más  importante,  si  padece 
o no  de  una  enfermedad  respiratoria. 

La  necesidad  de  los  ejercicios  respirato- 
rios (respiración  diafragmática,  expansión  basal 
lateral  y posterior,  respiración  torácica  superior) 
es  enfatizada  por  los  estudios  de  Zikrin  (9)  y 
sus  asociados.  Ellos  demostraron  que  el  patrón 
respiratorio  normal  está  constituido  en  el  tra- 
zado espirométrico  por  una  serie  de  volúmenes 
normales  (que  mantienen  la  presión  del  CO^ 
en  la  vecindad  de  40mm  Hg)  intercalado  por 
inspiraciones  máximas  voluntarias.  En  el  ser 
humano  esto  ocurre  cada  5 a 10  minutos,  bien 
como  una  sola  inspiración  máxima,  o como  una 
serie  de  inspiraciones  moderadas,  que  van  se- 
guidas por  una  expiración  incompleta.  Se  ha 
comprobado  que  este  patrón  respiratorio  es 
esencial  para  mantener  una  inflación  alveolar 
normal.  Si  el  individuo  mantiene  un  tipo  de 
respiración  superficial  por  varias  horas,  se  pro- 
duce un  extenso  colapso  alveolar.  Un  patrón 
anormal  de  respiración  en  el  post-operatorio, 
es  en  parte  el  agente  etiológico  de  las  desvia- 
ciones de  lo  normal  de  la  función  pulmonar, 
que  de  progresar  puede  causar  complicaciones 
de  significación  en  este  período  crucial  para  el 
enfermo. 

La  terapéutica  adecuada  será  aquélla 
que  logre  el  mayor  volumen  inspiratorio  con 
la  más  alta  presión  al  inflar  el  alveolo  pulmonar 
durante  el  mayor  tiempo  posible  (10).  Las 
únicas,  que  al  realizarse  correctamente  cum- 
plen estos  requisitos,  son  la  inspiración  má- 
xima sostenida  con  la  glotis  abierta  y la  res- 
piración con  presión  positiva  intermitente; 
nuestra  opinión,  en  relación  a la  presión  po- 
sitiva intermitente,  ha  sido  enunciada  pre- 
viamente. 

De  todos  es  conocido  que  resulta  muy 
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difícil,  para  el  recién  operado,  el  producir 
una  inhalación  hasta  el  límite  de  la  capacidad 
pulmonar  total,  manteniendo  el  esfuerzo. 
Es  por  eso,  que  distintas  entidades  comerciales 
han  construido  una  serie  de  aparatos  destina- 
dos a facilitar  al  paciente  este  esfuerzo  inicial 
que  constituye  el  primer  paso  en  contra  de 
las  complicaciones  y en  favor  de  su  recupera- 
ción, conocido  comunmente  como  espiróme- 
tros incentivos. 

Nos  interesa  enfatizar  que  la  presencia 
de  movimientos  inspiratorios  adecuados,  es 
de  una  importancia  crucial  en  el  post-operato- 
rio  de  nuestros  pacientes. 

El  mantenimiento  de  expiración  regu- 
lares con  expiraciones  forzadas  ocasionales, 
es  suficiente  para  eliminar  el  mucus  produci- 
do por  la  mucosa  bronquial.  En  el  caso  de 
que  se  desarrolle  un  proceso  patológico,  que 
puede  comenzar,  por  ejemplo,  por  el  colapso 
de  un  grupo  alveolar,  será  necesario  emplear 
la  expiración  forzada  frecuente  para  ayudar 
a eliminar  el  tapón  mucoso  y restablecer  la 
ventilación  de  los  alveolos.  De  acuerdo  con 
lo  anteriormente  dicho,  distintos  problemas 

se  originan  en  el  post-operatorio  por  la  falta 
de  aire,  llegando  al  alveolo,  lo  que  demuestra 
la  importancia  de  enseñar  los  ejercicios  expira- 
torios  en  el  pre-operatorio.  Debemos  asegurar- 
nos de  que  el  volumen  expiratorio  del  sujeto 
en  el  pre-operatorio  es  igual  a su  capacidad 
de  expiración  después  del  proceso  quirúrgico. 

Los  movimientos  o ejercicios  expiato- 
rios incluyen:  tos  que  puede  ser  espontánea- 
mente producida  o asistida  por  la  terapista, 
soplar  con  resistencia  o con  el  uso  de  la  mis- 
ma como  cuando  se  usa  el  sistema  de  “blow 
bottles”.  El  uso  de  los  músculos  abdomina- 
les como  músculos  expiatorios  resulta  difí- 
cil en  el  período  post-operatorio  inmediato, 
sobre  todo  cuando  se  trata  de  cirugía  abdo- 
minal. 

En  relación  con  el  uso  extendido  de  los 


“blow  bottles”,  queremos  aclarar  que  cuando 
el  paciente  es  entrenado  en  su  uso  pre-opera- 
torio y se  le  enseña  a inspirar  profundamen- 
te antes  de  soplar  en  la  botella,  lo  estamos 
ayudando  acertadamente,  pero  en  la  mayoría 
de  los  casos  el  paciente  es  negligente  en  el 
cumplimiento  exacto  de  las  instrucciones  y 
la  terapéutica  resulta  inefectiva  de  no  ser  es- 
trechamente supervisada. 

En  el  momento  actual,  en  nuestro  pro- 
grama en  el  Hospital  Bellevue,  damos  prefe- 
rencia a los  nuevos  aparatos  para  estimular 
la  inspiración,  conocidos  bajo  el  nombre 
común  de  espirómetros  incentivos. 

En  los  casos  de  cirugía  torácica  que  re- 
quieren ejercicios  posturales,  ellos  deben  ser 
comenzados  en  el  pre-operatorio  y como  acon- 
sejan Haas  y Rusk  (11)  ser  continuados  por 
un  período  prolongado,  aún  después  de  que  el 
paciente  ha  sido  dado  de  alta  de  la  sala  de  ci- 
rugía, continuando  bajo  supervisión  como 
paciente  externo. 

En  relación  con  los  pacientes  del  grupo 
de  cirugía  cardíaca  en  particular,  aún  se  dis- 
cute cuál  es  el  tratamiento  más  adecuado  en 
el  pre  y post-operatorio.  Algunos  autores  están 
en  favor  del  uso  del  drenaje  postural  con  per- 
cusión, con  la  administración  o no  de  bronco- 
dilatadores  en  el  período  post-operatorio,  con 
el  objeto  de  disminuir  las  complicaciones  en 
los  casos  en  que  existe  retención  de  secreciones 
bronquiales. 

En  Inglaterra  (12)  principalmente,  existe 
la  tendencia  a eliminar  la  percusión  del  pro- 
grama del  paciente  y enfocar  la  atención  en  el 
programa  de  ejercicios  respiratorios.  El  pro- 
grama utilizado  en  el  Hospital  Bellevue  de 
Nueva  York  puede  resumirse  en  líneas  genera- 
les a lo  siguiente:  En  el  pre-operatorio  se  en- 
señarán al  paciente  los  ejercicios  respiratorios, 
incluyendo  el  uso  del  espirómetro  incentivo 
y también  la  tos  doble,  que  tiene,  como  su 
nombre  indica,  dos  propósitos:  1)  movilizar 
las  secreciones  en  las  vías  respiratorias  y 2) 
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eliminarlas. 

En  el  período  post-operatorio  con  el 
paciente  en  el  cuarto  de  recuperación  (usual- 
mente del  1ro.  al  3er.  día  después  de  la  ope- 
ración) la  fisioterapista,  siguiendo  la  prescrip- 
ción del  fisiatra  en  estrecha  colaboración  con 
el  cirujano  torácico,  se  ocupará  de  colocar  al 
paciente  en  las  posiciones  adecuadas  para  un 
mejor  drenaje  bronquial,  dentro  de  los  límites 
marcados  por  las  condiciones  del  individuo, 
comenzará  la  movilización  pasiva  de  las  ex- 
tremidades superiores  e inferiores  para  evitar 
rigidez  y desuso,  estimulará  el  movimiento 
activo  del  tobillo  para  combatir  el  éxtasis 
venoso,  iniciará  el  estímulo  de  las  contrac- 
ciones de  los  glúteos  y los  quadriceps  y en  la 
mayoría  de  los  casos  sentará  al  paciente  en 
la  cama  o en  la  silla  adecuada  para  la  ejecución 
de  ejercicios  activos  del  tobillo  y quadriceps. 

Una  vez  pasado  el  tercer  día  y con  el  pa- 
ciente en  la  sala  de  cuidado  intensivo,  se  inten- 
sificará el  programa  haciendo  que  el  paciente 
ejecute  ejercicios  activos  y se  le  ayudará  a 
mantenerse  de  pie  por  cortos  períodos.  Al  fina- 
lizar la  primera  semana,  usualmente,  el  paciente 
se  encuentra  en  la  sala  general  y a su  trata- 
miento se  añade  el  entrenamiento  en  las  acti- 
vidades de  la  vida  diaria,  ejercicios  de  tronco, 
se  inicia  la  marcha  progresando  paulatinamen- 
te y se  le  enseña  el  programa  a seguir  en  la 
casa. 

Queremos  advertir  que  el  programa  an- 
terior se  modifica  siempre  de  acuerdo  con 
las  necesidades  individuales  del  paciente.  Si 
se  trata  de  un  enfermo  con  enfermedades 
del  sistema  respiratorio,  el  fisiatra,  al  hacer 
la  evaluación  inicial,  añadirá  a la  prescrip- 
ción las  indicaciones  necesarias. 

Para  finalizar,  aclaramos  que  por  el  hecho 
de  que  el  paciente  haya  recibido  tratamien- 


to fisioterápico  en  el  pre  y post-operatorio, 
no  podemos  garantizar  que  esté  libre  de  la 
posibilidad  de  complicaciones  respiratorias. 
Para  ayudarnos  en  nuestro  esfuerzo,  el  fuma- 
dor debe  dejar  de  fumar  oportunamente,  el 
obeso  ha  de  reducir  su  peso  si  ello  es  posible, 
el  internista  debe  auxiliar  con  medicamentos 
para  evitar  los  embolismos  y los  sedantes  tienen 
que  ser  administrados  en  forma  adecuada. 

Otros  aspectos  no  descritos  en  esta  pre- 
sentación, como  el  uso  de  la  terapéutica  ocu- 
pacional  y la  orientación  vocacional  del  pa- 
ciente, principalmente  después  de  cirugía 
cardíaca,  serán  objeto  de  publicaciones  en 
el  futuro. 
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Breast 

self-mmination 

KEY  ROLE 
OF  THE  PHYSICIAN 


Item: 

Breast  cancer  is  a major  concern  of  American  women, 
according  to  a recent  Gallup  study  conducted  for  the  Ameri- 
can Cancer  Society. 

item: 

Although  aware  that  early  discovery  improves  the  chances  of 
cure,  and  that  BSE  can  lead  to  early  discovery,  fewer  than 

1 in  5 women  practice  BSE,  and  only  half  have  an  annual 
breast  examination  by  a physician. 

item: 

Only  35%  of  all  women  polled  reported  that  a physician  had 
ever  raised  the  subject  of  breast  self-examination,  and  only 
24%  had  received  instruction  from  the  physician  on  how  to 
do  it.  Even  among  women  who  regularly  see  a gynecologist, 
only  34%  had  been  instructed  on  BSE. 

item: 

But,  among  women  who  received  personal  instruction  from 
their  physicians,  the  overwhelming  majority  (92%)  practiced 
BSE  during  the  preceding  year. 

The  Gallup  study  revealed  that,  far 
more  important  than  increasing 
awareness  of  breast  self-examina- 
tion, is  the  problem  of  inducing 
women  to  practice  it  regularly.  The 
physician  plays  a key  role  in  this— 
by  teaching  women  the  correct 
technique,  and  instilling  in  them  the 
confidence  that  will  assure  their 
continued  practice  of  BSE. 

The  American  Cancer  Society  gives 


major  emphasis  to  breast  cancer 
through  research  and  a vast  array 
of  public  educational  materials,  de- 
signed to  give  women  life-saving 
information  about  the  disease.  Our 
latest  approach  is  via  a pioneering 
television  film  starring  Jennifer 
O’Neill,  “Breast  Cancer:  Where  We 
Are.”  Where  we  will  be  in  a few 
years  will  certainly  hinge  on  our 
joint  efforts. 


American  Cancer  Society 
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Avoids  many  troublesome  side 
effects  that  limit  daily  activities 

Added  to  your  usual  diuretic, 
Apresoline  helps  lower  hlotxl  pressure 
without  many  of  the  problems  asso- 
ciated with  adrenergic  inhibitors  or 
beta  blockers;  sexual  dysfunction, 
drowsiness,  lethargy,  and  sedation  are 
unlikely  to  occur.  Postural  hypoten- 
sion is  rare. 

Acts  on  main  hemody- 
namic abnormality 


.internal  elastic  rnembrane 
endothelial  cell 

Compatible  with 
a diuretic  and  virtually  all 
antihypertensive  regimens 

Differing  in  action  from  most  other  oral 
antihypertensives,  Apresoline  often  enhances 
and  complements  their  effectiveness  — thus 
permitting  lower  individual  dnig  dosages. 
Accompanying  a fall  in  bkxxi  pressure 
from  Apresoline  is  an  increase  in  cardiac 
rate  and  output.  As  with  any  antihypertensive 
agent,  use  with  caution  in  patients  with  ad- 
vanced renal  damage.  Contraindicated  in 
coronary  artery  disease. 


Through  direct  relaxation  of  arte- 
riolar sm(x)th  muscle,  Apresoline  works  by 
lowering  excessive  peripheral  resistance  — the 
main  hemcxlynamic  disturbance  in  mo.st 
hypertension. 
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In  a few  resistant  patients,  up  to  300  mg  Apresoline,! 
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DOSAGE 

Initiate  therapy  in  gradually  increasing  dosages;  ad- 
just according  to  individual  response.  Start  with  10 
mg  4 times  daily  for  the  first  2 to  4 days,  increase  to 
25  mg  4 times  daily  for  balance  of  first  week.  For 
second  and  subsequent  weeks,  increase  dosage  to 
50  mg  4 times  daily.  For  maintenance,  adjust  dosage 
to  lowest  effective  level. 
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MASSIVE  REFLUX  COMPLICATING  COLON  INTERPOSITION 

IN  AN  INFANT 


M.  E.  Lores,  MD,  V.  Ortiz,  MD  and  E.  Márquez,  MD 


Summary:  A patient  with  massive  reflux  of 

gastric  contents  into  a colonic  interposition 
for  proximal  esophageal  atresia  with  tracheo- 
esophageal fistula  is  presented.  The  coexistence 
of  gastric  outlet  obstruction  might  have  been 
an  important  precipitating  factor  in  this  pa- 
tient’s complication.  Successful  management 
included  combined  treatment  of  the  pyloric 
obstruction  (Heinecke-Mikulicz  Pyloroplasty) 
and  reimplantation  of  the  cologastric  anasto- 
mosis with  a Nissen-type  of  gastroplication. 

Resumen:  La  mayoría  de  los  pacientes  some- 
tidos a una  interposición  de  colon  por  tras- 
tornos esofágicos,  presentan  evidencia  de  re- 
flujo gástrico  al  estudiarse  con  cinerradiografía. 
Sin  embargo  existen  muy  pocos  casos  donde 
el  reflujo  gástrico  hacia  el  colon  interpuesto 
ocasione  regurgitación  y aspiración  severas 
asociadas  con  malnutrición  marcada. 

En  el  paciente  pediátrico,  a pesar  de 
las  dificultades  obvias  en  la  aplicación  de  me- 
didas posturales,  esta  complicación  es  extre- 
madamente rara. 

Aquí  presentamos  un  caso  clínico  de 
un  paciente  pediátrico  con  atresia  esofágica 
que  fue  sometido  a una  interposición  de  co- 
lon, desarrollando  como  complicación  post- 
operatoria reflujo  gástrico  masivo  hacia  el 
colon  interpuesto,  ocasionándole  aspiración 
intermitente  con  fibrosis  pulmonar  y tras- 
tornos del  crecimiento  y desarrollo. 


From  the  Pediatric  Surgery  Service,  Department  of  Sur- 
gery, University  of  Puerto  Rico  Medical  School,  Box  5067, 
San  Juan,  Puerto  Rico  00936, 


Most  patients  with  colon  interposition 
involving  a cologastric  anastomosis  present 
evidence  of  reflux  into  the  interposed  colon 
when  tested  with  cineradiograms  (3).  Few 
cases,  however,  have  been  reported  where 
gastric  reflux  in  colon  transposition  have  led 
to  major  changes  in  eating  and  sleeping  habits, 
or  producing  regurgitation  and  aspiration. 
In  children,  in  spite  of  the  difficulties  in  pro- 
per positioning,  this  dangerous  complication 
is  certainly  rare. 

This  report  presents  the  study  of  a small 
infant  in  whom  colon  interposition  was  done, 
and  who  developed  gastric  reflux  so  massive 
as  to  cause  intermittent  aspiration  and  failure 
to  thrive. 

Case  Report 

,).  C.  S.  (No.  896161),  a 2 year  old  white  boy, 
was  admitted  to  our  Pediatric  Surgery  Service  on  Ja- 
nuary 27,  1976  with  severe  deliydration,  malnutri- 
tion, persistent  coughing  and  a weight  loss  of  fifteen 
|)ounds  over  a six  months  period.  This  j)atient  was 
horn  at  this  hospital  in  januarv  1974  and  diagnosed 
l(}  have  [troximal  esophageal  atresia  with  distal  tra- 
eheo-esophageal  fistula.  .\t  that  time,  an  emergency 
Stamm  gastrostomy  and  a right  thoracotomy  with 
divisioti  of  the  fistula  were  done.  cervical  esopha- 
gostomy  was  also  performed  since  it  was  judged  that 
the  esophag<-al  atresia  was  not  amenable  to  primar) 
repair.  Ihe  patient  was  fed  by  gastrostomy,  develop- 
ing nromally  th(!reafter.  At  fourteen  months  of  age 
he  underwent  a retrosternal  antiperistaltie  left  colon 
interposition  with  a posterior  fundal  eolo-gastric  anas- 
tomo.sis.  Patient  had  an  uneventful  post-op  course 
and  was  dischargml  lumie  on  the  lOth  |)ost-operative 
day  tolerating  well  a regular  diet. 
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Fig.  1 : Chest  X-ray  showing  chronic  pulmonary 
changes. 


Thereafter  he  was  seen  at  the  Pediatric  Surgery 
Clinic  1 and  2 months  following  surgery  and  was  judged 
to  be  in  good  general  condition,  gaining  weight  and 
without  evidence  of  feeding  problems.  A new  appoint- 
ment was  given  for  follow-up  but  patient  never  retur- 
ned to  the  clinic. 

On  admission  the  patient  appeared  chronically 
ill.  He  weighed  6 kgs.  hut  his  height  (2.3  ft)  was  nor- 
mal for  his  age.  Positive  laboratory  findings  included 
hemoglobin  of  8 gm  percent  and  hypoxemia  at  room 
air  (p()9^^  rnmllg).  Chest  X-Ray  demonstrated  hilar 
and  parenchymal  fibrosis  (Fig.  1).  No  other  finding 
was  apparent.  Several  sweat  tests  were  negative.  Up- 
per gastrointestinal  study  with  cinefluoroscopy  re-‘ 
vealed  massive  reflux  of  contrast  material  into  the 
interposed  colon  and  bronchial  tree  (Fig.  2).  This  was 
confirmed  with  a barium  study  performed  through 


Fig.  2 : Upper  gastrointestinal  series  demonstrating 
massive  reflux  to  colon  and  bronchial  tree. 


the  gastrostomy  tube  demonstrating  massive  reflux 
into  the  interposed  colon  (Fig.  3). 

A conservative  approach  was  tried  first.  The 
head  of  the  bed  was  elevated,  and  a high  caloric,  (1,200 
cal/daily),  high  protein  diet,  was  given  via  a gastrostomy 
tube  with  a continuous  infusion  pump.  Two  weeks 
after  postural  restrictions  and  in  spite  of  the  nutritional 
support  regime  the  patient  continued  to  show  evidence 
of  massive  reflux  and  inability  to  gain  weight  due  to 
persistent  malnutrition  (Fig.  4).  Therefore,  the  patient 
was  taken  to  the  operating  room,  the  cologastric  anas- 
tomosis was  suture-closed  and  a small  proximal  colo- 
cutaneous  fistula  (salivary)  was  created  into  the  anterior 
abdominal  wall  (Fig.  5).  Castrostomy  feedings  were 
again  re-started  since  the  reflux  problem  had  tfunporari- 
ly  been  solved. 

Twenty  days  after  this  surgical  procedure  the 
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Fig.  3;  Barium  study  via  gastrostomy  tube  showing 
massive  reflux  to  interposed  colon  and  aspiration. 


Fig.  4:  Patient  being  fed  via  gastrostomy  tube.  Notice 
marked  cachexia. 


prcvioiisly  closcfl  cologaslric  anastomosis  rc-opcncd 
sponlancoii.sly  will)  ensuing  reflux  of  gastrostomy 
fe.etlings  via  the  salivarx  fistula.  This  [)reclufle(l  further 


Fig.  5:  Diagram  demonstrating  closure  of  cologastric 
anastomosis  via  small  anterior  gastrotomy  and  proximal 
salivary  fistula. 


gastrostomy  feedings  and  total  parenteral  hyperalimen- 
tation was  started  (total  caloric  intake  = 1,200  cal/ 
daily).  A barium  study  performed  via  the  gastrostomy 
tube  demonstrated  an  unexpectedly  delayed  emptying 
of  the  stomach  and  again  massive  reflux  into  the  inter- 
posed colon.  The  diagnosis  of  gastric  oulet  obstruction 
was  made  (Fig.  6). 

After  two  weeks  in  total  parenteral  alimentation 
the  patient  was  re-explored.  The  diagnosis  of  gastric 
outlet  obstruction  was  confirmed  with  a small  loley 
catheter  passed  distally,  and  an  antral  gastrotomy  re- 
vealed a fihrotic  pre-pykmc  area  3 mm  in  width,  covered 
by  normal  looking  antral  mucosa.  The  cologastric 
anastomosis  was  dismantled  and  reconstructed  on  the 
anterior  body  of  the  stomach.  A modified  Nissen  gas- 
troplication  was  constructed  with  the  anterior  gastric 
wall  around  the  new  cologastric  anastomosis  using  a 
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Fig.  6;  Barium  study  via  gastrostomy  tube  demons- 
trating delay  emptying  of  the  stomach  and  massive 
reflux  after  breakdown  of  cologastric  anastomosis. 


No.  40  F tube  as  a temporary  stent.  A one  layer  Heine- 
ke-.Mikiilicz  pyloroplasty  was  done  and  the  colocuta- 
neous  fistula  closed  (Fig.  7).  A No.  12  feeding  tube 
was  passed  through  the  gastrostomy  tube  into  the  je- 
junum for  feeding. 

I'ost-operatively  the  patient  was  supported  with 
both  parenteral  alimentation  and  jejunal  fe<-dings  with 
elemental  diet  (total  caloric  intake  1,600  cal/daily). 
On  the  seventh  post-operative  day  regular  gastrostomy 
feedings  were  commenced  as  well  as  clear  tluids  by 
mouth.  Radiologic  evaluation  on  10th  postop  day 
showed  normal  eni¡)tying  of  the  stomach  with  no 
reflux  (Figs.  8 and  9).  The  patient  was  discharged 


Fig.  7 ; Diagram  showing  a Nissen  fundoplication  of 
the  anterior  cologastric  anastomosis  with  Heineke-Miku- 
licz  pyloroplasty  and  salivary  fistula  closed. 


weighing  7 kgs  one  week  later  on  a soft  oral  diet.  One 
month  later  his  weight  was  9 kgs  with  excellent  ac- 
ceptance of  oral  feedings,  and  no  reflux  or  intolerance. 


Discussion 

Many  series  reporting  colonic  interpo- 
sitions fail  to  mention  the  problem  of  regur- 
gitation (7,  8,  9,  10,  11,  12).  Similarly,  other 
series  which  do  report  this  complication,  do 
not  make  a clear  distinction  between  regurgi- 
tation of  gastric  contents  or  regurgitation  of 
food  and  drink  retained  in  the  colonic  seg- 
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Figs.  8 and  9:  AP,  and  lateral  views  of  gastrointestinal 
study  showing  normal  emptying  of  the  stomach  with 
no  reflux. 


ment.  Exceptions  to  this  statement  are  the 
series  of  Othersen  and  Clatworthy  (2),  Seiber 
and  Seiber  (3),  and  Butterfield  (1).  In  these 
three  series  gastric  regurgitation  was  docu- 
mented by  cinefluoroscopy.  Precisely,  in  these 
series  regurgitation  was  reported  as  the  most 
common  post-operative  complaint.  Most  of 
the  patients  were  alleviated  by  conservative 
anti-reflux  measures.  Following  colon  inter- 
position operation  for  esophageal  atresia  mas- 
sive aspiration  as  a sequelae  of  gastric  regur- 
gitation and  concominant  failure  to  thrive 
fortunately  is  rare  (13).  Operative  measures 
to  correct  this  problem  have  been  published 
(4,  14,  15).  The  best  documented  anti-reflux 
technique  is  the  one  described  by  Waterston 


(15)  in  which  he  anastomoses  the  interposed 
colon  to  the  distal  stump  of  the  esophagus, 
thereby  preserving  the  lower  esophageal  sphin- 
cter. When  the  anastomosis  is  a cologastric 
one  and  massive  colonic  reflux  occurs,  the  best 
surgical  treatment  is  a fundoplication.  Our  pa- 
tient had  a posterior  fundal  cologastric  anas- 
tomosis. Belsey  believes  this  type  of  posterior 
anastomosis  and  the  intra-abdominal  portion 
of  the  colon,  act  like  a valve  to  prevent  reflux 
(14).  However,  this  type  of  anastomosis  failed 
to  prevent  reflux  in  our  patient.  The  Nissen 
fundoplication  lends  itself  well  to  the  usual 
retrosternal  colon  interposition,  but  an  anterior 
cologastric  anastomosis  is  required.  One  advan- 
tage of  this  procedure  over  the  Waterson  sphin- 
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cter  saving  anastomosis  is  the  avoidance  of  an 
intrathoracic  anastomosis  with  its  potential 
for  leakage.  The  fact  that  this  patient  showed 
evidence  of  gastric  outlet  obstruction  is  very 
intriguing.  The  possibility  of  vagal  denervation 
when  his  tracheo-esophageal  fistula  was  ligated 
can  be  ruled  out  since  the  patient  tolerated 
gastrostomy  feedings  with  normal  growth  and 
development  for  more  than  one  year.  The  pos- 
sibility of  vagal  denervation  at  the  time  of  the 
colon  interposition  can  be  ruled  out  by  the  fact 
that  the  patient  did  not  show  evidence  of  para- 
lysis of  the  recurrent  laryngeal  nerve.  The  only 
other  explanation  to  the  gastric  outlet  obstruc- 
tion is  that  of  a partially  obstructing  fibrous 
band  demonstrated  at  the  time  of  surgery  in 
the  pre-pyloric  area.  Even  though  the  pyloric 
area  admitted  a 0.5  cm  probe,  we  feel  it  was 
a contributory  factor  in  the  gastro-colonic 
reflux.  This  was  solved  by  a Heineke-Mikulicz 
pyloroplasty.  We  postulate  that  this  patient 
developed  a pre-pyloric  obstruction,  as  des- 
cribed by  Liechti  and  Sames  (5,  6)  and  this 
precipitated  preferential  flow  of  the  food 
contents  back  to  the  interposed  colon. 

For  the  surgeon  faced  with  a patient  with 
recurrent  aspiration  of  gastric  contents  se- 
veral months  after  a successful  colonic  inter- 
position and  in  whom  the  possibility  of  gastric 
outlet  obstruction  may  be  present,  the  applica- 
tion of  this  combined  technique  may  offer  a 
solution,  to  an  otherwise  perplexing  and  dan- 
gerous situation. 
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Carnation  Evaporated  Milk  formulas  have  been 
raising  strong,  healthy  babies  since  1899-delivering 
the  good,  sound,  natural  nutrition  newborns  and 
infants  thrive  on.  You  see.  Carnation  Evaporated  Milk 
has  naturally  occurring  protein  with  all  other 
nutrients  intact.  You  indicate  vitamins,  iron 
and  carbohydrates  to  meet  each  baby’s  needs. 

Importantly,  a whole  formula  made  with 
Carnation  Evaporated  Milk  still  costs  new 
mothers  less  than  any  other.  Carnation 
Evaporated  Milk. ..for  four  generations.  The 
babies  under  your  care  will  thrive  on  it,  too. 


I FREE!  Send  for  sample  copies  of  these  informative 
I patient  oriented  booklets:  "Preparing  Your  Baby's  For- 
mula,"  "You  and  Your  Contented  Baby''  Mail  to:  Carna- 
tion Company,  GPO  Box  682,  San  Juan,  Puerto  Rico, 

' 00936. 
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' Proximate  analysis  (per  lOOg):  Moisture  73. 7g; 

I Fat  7.9g:  Protein  7.0g;  Ash  1.5g;  Carbohydrate  9.9g; 

I Calories  138;  Vitamin  A 320  lU;  Vitamin  D 79  lU. 
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What  other  antihyper- 
tensive  has  all  this 
to  offer: 

Proven  record  of  effectiveness... 

Resei-pine,  hydi’ochlorothiazide, 
and  hydralazine  (the  components  of 
Ser-Ap-Es)  were  the  agents  used 
in  the  landmark  VA  Cooperative 


Studies.'  And  in  a recent  North- 
west Florida  Public  Health  Survey, 
Ser-Ap-Es  proved  highly  effective 
for  hypertensives  in  the  100-109 
mmHg  diastolic  range, ^ satisfactory 
control  or  significant  improvement 
being  attained  in  98%  of  patients. 

Comprehensive  control... 

combines  three  fundamental 
antihy]Dertensive  mechanisms  — 
fluid  volume  reduction,  sympathetic 
inhibition,  direct  vasodilation. 


Favorable  side*^ffect  profile...  I 

since  component  dosages  are  ■ 
usually  lower  than  they  would  be  if  ■ 
given  alone  to  achieve  comparable  M 
antihypertensive  effect.  ■ 

Convenient  ■■■  I 

the  one-tablet  regimen  is  I 
easier  to  remember,  easier  to  refill, 

Encourages  long-term  I 

adherence...  | 

Ser-Ap-Es  is  easy  to  administer 
and  convenient  for  patients  to  take.  Í 


Ser«ApoEs 

reserpine  0.1  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 

If  you  didn’t  have 
it  now,  you’d  want 
tocreateit.  i 


len  dosages  correspond  to  those 
pestablished  by  individualized 
*’ation,  a Ser-Ap-Es  regimen  is 
iy  to  stay  with.  Ser-Ap-Es  is  sig- 
cantly  lower  in  cost  than  the  indi- 
ual  components  prescribed 
larately. 

mpared  favorably  with  beta- 
cker  regimens... 

The  most  recent  VA  study 
iipared  reserpine  plus  hydro- 


chlorothiazide to  propranolol  plus 
hydrochlorothiazide  for  patients 
with  mild  essential  hypertension. 
The  reserpine  regimen  appeared  at 
least  equally  effective  and  required 
no  complicated  dosage  titration. 
And  reserpine  did  not  cause  signifi- 
cantly greater  side  effects  with 
the  exception  of  nasal  stuffiness. 


Use  Ser-Ap-Es  cautiously  in 
patients  with  advanced  renal  dam- 
age or  cerebrovascular  accident. 
Discontinue  at  first  sign  of  mental 
depression. 

Please  turn  page  for  brief 
prescribing  information. 


C I B A 


Ser-Ap-Es* 

reserpine  0.1  mg  * 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  hypertension.  Hyper- 
tension requires  therapy  titrated  to  the  indi- 
vidual patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  manage- 
ment. The  treatment  of  hypertension  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


INDICATIONS 

Hypertension.  (See  box  warning.) 

CONTRAINDICATIONS 

Reserpine:  Known  hypersensitivity;  mental  de- 
pression (especially  with  suicidal  tendencies); 
active  peptic  ulcer;  ulcerative  colitis;  electro- 
convulsive therapy. 

Hydralazine:  Hypersensitivity;  coronary  artery 
disease;  mitral  valvular  rheumatic  heart  disease. 
Hydrochlorothiazide:  Anuria;  hypersensitivity  to 
this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Reserpine:  Use  with  extreme  caution  in  patients 
with  a history  of  mental  depression.  Discontinue 
at  first  sign  of  despondency,  early  morning  in- 
somnia, loss  of  appetite,  impotence,  or  self- 
deprecation.  Drug-induced  depression  may  per- 
sist for  several  months  after  drug  withdrawal  and 
may  be  severe  enough  to  result  in  suicide. 

MAO  inhibitors  should  be  avoided  or  used  with 
extreme  caution. 

Hydralazine:  Hydralazine  may  produce  in  a few 
patients  a clinical  picture  simulating  systemic 
lupus  erythematosus.  In  such  patients  hydrala- 
zine should  be  discontinued  unless  the  benefit 
to  risk  determination  requires  continued  anti- 
hypertensive therapy  with  this  drug.  Symptoms 
and  signs  usually  regress  when  the  drug  is  dis- 
continued but  residua  have  been  detected  many 
years  later.  Long-term  treatment  with  steroids 
may  be  necessary. 

CBC’s,  L.E.  cell  preparations,  and  antinuclear 
antibody  titer  determinations  are  indicated  before 
and  periodically  during  prolonged  therapy  with 
hydralazine  or  if  the  patient  develops  any  un- 
explained signs  or  symptoms. 

A positive  antinuclear  antibody  titer  and/or  posi- 
tive L.E.  cell  reaction  requires  that  the  physician 
carefully  weigh  the  implications  of  the  test  re- 
sults against  the  benefits  to  be  derived  from 
antihypertensive  therapy  with  hydralazine. 

Use  MAO  inhibitors  with  caution. 
Hydrochlorothiazide:  Use  with  caution  in  severe 
renal  disease.  In  patients  with  renal  disease, 
thiazides  may  precipitate  azotemia.  Cumulative 
effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function. 

Thiazides  should  be  used  with  caution  in  patients 
with  impaired  hepatic  function  or  progressive  liver 
disease,  since  minor  alterations  of  fluid  and  elec- 
trolyte imbalance  may  precipitate  hepatic  coma. 
Thiazides  may  add  to  or  potentiate  the  action  of 
other  antihypertensive  drugs.  Potentiation  occurs 
with  ganglionic  or  peripheral  adrenergic  block- 
ing drugs. 

Sensitivity  reactions  are  more  likely  to  occur  in 
patients  with  a history  of  allergy  or  bronchial 
asthma. 

The  possibility  of  exacerbation  or  activation  of 
systemic  lupus  erythematosus  has  been  reported. 

Usage  in  Pregnancy 

Reserpine:  The  safety  of  reserpine  for  use  during 
pregnancy  or  lactation  has  not  been  established; 
therefore,  the  drug  should  be  used  in  pregnant 
patients  or  women  of  childbearing  potential  only 
when,  in  the  judgmeht  of  the  physiciah,  it  is 
essential  to  the  welfare  of  the  patient.  Increased 
respiratory  tract  secretions,  nasal  congestion, 
cyanosis,  and  anorexia  may  occur  in  neonates 
and  breast-fed  infants  of  reserpine-treated 


mothers  since  reserpine  crosses  the  placental 
barrier  and  appears  in  maternal  breast  milk. 
Hydralazine:  Animal  studies  indicate  that  high 
doses  of  hydralazihe  are  teratogenic  in  mice, 
possibly  in  rabbits,  and  not  in  rats.  Although 
clinical  experience  does  not  include  any  positive 
evidence  of  adverse  effects  on  the  human  fetus, 
hydralazine  should  be  used  during  pregnancy 
only  if  the  benefit  clearly  justifies  the  potential 
risk  to  the  fetus. 

Hydrochlorothiazide:  Thiazides  cross  the  pla- 
cental barrier  and  appear  in  cord  blood.  The  use 
of  thiazides  in  pregnant  women  requires  that  the 
anticipated  benefit  be  weighed  against  possible 
hazards  to  the  fetus.  These  hazards  include  fetal 
or  neonatal  Jaundice,  thrombocytopenia,  and 
possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

Nursing  Mothers:  Thiazides  appear  in  breast 
milk.  If  the  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with  history 
of  peptic  ulcer,  ulcerative  colitis,  or  gallstones 
(biliary  colic  may  be  precipitated). 

Exercise  caution  when  treating  hypertensives 
with  renal  insufficiency.  Use  cautiously  with 
digitalis  and  quinidine. 

Intraoperative  hypotension  has  occurred  in  hy- 
pertensive patienTs  receiving  rauwolfia  prepara- 
tions, but  withdrawal  of  reserpine  does  not  assure 
that  circulatory  instability  will  not  occur  in  such 
patients. 

Hydralazine:  Use  cautiously  in  suspected  coro- 
nary artery  or  other  cardiovascular  disease, 
cerebral  vascular  accidents,  and  advanced  renal 
damage.  Postural  hypotension  may  occur,  and  the 
pressor  response  to  epinephrine  may  be  reduced. 
Peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling,  has  been  observed. 
Published  evidence  suggests  an  antipyridoxine 
effect  and  addition  of  pyridoxine  to  the  regimen 
if  symptoms  develop. 

Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been  re- 
ported. If  such  abnormalities  develop,  discon- 
tinue therapy.  Periodic  blood  counts  are  advised 
during  prolonged  therapy. 

Hydrochlorothiazide:  Periodic  determination  of 
serum  electrolytes  to  detect  possible  electrolyte 
imbalance  should  be  performed  at  appropriate 
intervals.  Observe  patients  for  clinical  signs  of 
fluid  or  electrolyte  imbalance  (hyponatremia, 
hypochloremic  alkalosis,  and  hypokalemia). 
Serum  and  urine  electrolyte  determinations  are 
particularly  important  when  the  patient  is  vomit- 
ing excessively  or  receiving  parenteral  fluids. 
Medication  such  as'digitalis  may  also  influence 
serum  electrolytes.  Warning  signs  are  dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular 
fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbance  such  as  nausea  or 
vomiting. 

Hypokalemia  may  develop,  especially  with  brisk 
diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  steroids  or  ACTH. 
Interference  with  adequate  oral  intake  of  electro- 
lytes will  also  contribute  to  hypokalemia.  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  digitalis  (eg, 
increased  ventricular  irritability). 

Any  chloride  deficit  is  generally  mild  and  usually 
does  not  require  specific  treatment  except  under 
extraordinary  circumstances  (as  in  liver  diseases 
or  renal  disease).  Dilutional  hyponatremia  may 
occur  in  edematous  patients  in  hot  weather;  ap- 
propriate therapy  is  water  restriction  rather  thah 
administration  of  salt,  except  in  rare  instances 
when  the  hyponatremia  is  life-threatening.  In 
actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be 
precipitated  in  certain  patients.  Insulin  require- 
ments in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged.  Latent  diabetes  may 
become  manifest  during  thiazide  administration. 
Thiazide  drugs  may  increase  the  responsiveness 


to  tubocurarine.  The  antihypertensive  effects  of 
the  drug  may  be  enhanced  in  the  postsympathec- 
tomy patient.  Thiazides  may  decrease  arterial 
responsivehess  to  horepinephrine.  This  is  not 
sufficient  to  preclude  effectiveness  of  the  pressor 
agent  for  therapeutic  use. 

If  progressive  renal  impairment  becomes  evi- 
dent, consider  withholding  or  discontinuing 
diuretic  therapy. 

Thiazides  may  decrease  serum  PBI  levels  with- 
out sign  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides. 
Pathological  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have 
beeh  observed  in  a few  patients  on  prolonged 
thiazide  therapy.  The  common  complications  of 
hyperparathyroidism  such  as  renal  lithiasis, 
bone  resorption,  and  peptic  ulceration  have  not 
been  seen.  Thiazides  should  be  discontinued 
before  carrying  out  tests  for  parathyroid  function. 
ADVERSE  REACTIONS 

Reserpine;  Gastrointestinal— hypersecretion; 
nausea;  vomiting;  anorexia;  diarrhea.  Cardio- 
vascular—angina-like  symptoms;  arrhythmias 
(particularly  when  used  concurrently  with  digi- 
talis or  quinidihe);  bradycardia.  Central  Nervous 
System— drowsiness;  depression;  nervousness; 
paradoxical  anxiety;  nightmares;  rare  parkinson- 
iah  syhdrome  and  other  extrapyramidal  tract 
symptoms;  CNS  sensitization  (manifested  by  dull 
sensorium,  deafness,  glaucoma,  uveitis,  and 
optic  atrophy).  M/sce//aneous— frequently  nasal 
congestion;  pruritus;  rash;  dryness  of  mouth; 
dizziness;  headache;  dyspnea;  syncope;  epi- 
staxis; purpura  and  other  hematological  reac- 
tions; impotence  or  decreased  libido;  dysuria; 
muscular  aches;  conjunctival  injection;  weight 
gain;  breast  engorgement;  pseudolactation; 
gynecomastia;  rarely  water  retention  with  edema 
in  hypertensive  patients. 

Hydralazine:  Common— headache;  palpitations; 
anorexia;  nausea;  vomiting;  diarrhea;  tachy- 
cardia; angina  pectoris.  Less  frequent— nasal 
congestion;  flushing;  lacrimation;  conjunctivitis; 
peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling;  edema;  dizziness; 
tremors;  muscle  cramps;  psychotic  reactions 
characterized  by  depression,  disorientation,  or 
anxiety;  hypersensitivity  (including  rash,  urti- 
caria, pruritus,  fever,  chills,  arthralgia,  eosino- 
philia,  and,  rarely,  hepatitis);  constipation;  diffi- 
culty in  micturition;  dyspnea;  paralytic  ileus; 
lymphadenopathy;  splenomegaly;  blood  dyscras- 
ias, consisting  of  reduction  in  hemoglobin  and 
red  cell  count,  leukopenia,  agranulocytosis  and 
purpura;  hypotension;  paradoxical  pressor 
response. 

Hydrochlorothiazide:  Gastrointestinal— anorexia, 
gastric  irritation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic),  pancreatitis,  sialadenitis.  Central 
Nervous  System— dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia.  Hematologic— leukopenia, 
agranulocytosis,  thrombocytopenia,  aplastic 
anemia.  Card/ovascu/ar— orthostatic  hypotension 
(may  be  potentiated  by  alcohol,  barbiturates,  or 
narcotics).  Hypersensitivity— purpura,  photosensi- 
tivity, rash,  urticaria,  necrotizing  angiitis,  Stevens- 
Johnson  syndrome,  and  other  hypersensitivity 
reactions.  Other— hyperglycemia,  glycosuria, 
hyperuricemia,  muscle  spasm,  weakness,  rest- 
lessness. Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw  therapy. 
DOSAGE 

As  determined  by  individual  titration  (see  box 
warning). 

Usual  dosage  is  1 to  2 tablets  t.i.d.  For  mainte- 
nance, adjust  dosage  to  lowest  patient  require- 
ment. When  necessary,  more  potent  antihyper- 
tensives may  be  added  gradually  in  dosages 
reduced  by  at  least  50  percent. 

HOW  SUPPLIED 

Tablets  (light  salmon  pink,  dry-coated),  each 
containing  0.1  mg  reserpine,  25  mg  hydralazine 
hydrochloride,  ahd  15  mg  hydrochlorothiazide; 
bottles  of  100,  1000  and  Accu-Pak® 
blister  units  of  100.  C77-4  Rev.  1/77 

Consult  complete  product  literature  before 
prescribing. 
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RESPONSE  to  CIMETIDINE  OF  GASTRIC  OUTLET 
OBSTRUCTION  DUE  TO  PEPTIC  ULCER  DISEASE 

Angel  Olazábal,  MD  and  Pedro  H.  Garcia-Pont,  MD 


Summary:  A patient  with  gastric  outlet  obs- 
truction from  active  duodenal  ulcer  disease 
failed  to  improve  after  an  adequate  trial  of 
nasogastric  suction.  The  intravenous  admi- 
nistration of  cimetidine  led  to  the  correction 
of  the  condition. 

Resumen:  Un  paciente  con  úlcera  péptica 

del  duodeno  produciendo  obstrucción  al  va- 
ciamiento gástrico  no  mejoró  con  terapiá  de 
succión  nasogastrica.  La  administración  de 
cimetidina  endovenosamente  estuvo  relacio- 
nada con  una  corrección  rápida  de  su  obs- 
trucción gástrica. 

Cimetidine  is  a potent  inhibitor  of  gastric 
acid  secretion  and  increases  the  rate  of  healing 
of  duodenal  ulcers  (1).  We  report  a successful 
trial  of  cimetidine  in  a subject  who  had  an 
active  duodenal  ulcer  complicated  by  gastric 
retention  and  who  had  failed  to  improve  during 
a prolonged  trial  of  medical  treatment. 

Report  of  a Case 

A 31-year-ol(l  man  was  first  admitted  to  this 
hospital  in  1975  for  evaluation  of  epigastric  pain  of 
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18  months  duration.  A duodenal  bulb  ulcer  was  found 
on  esophagogastroduodenoscopy.  The  patient  was 
discharged  on  antacids. 

During  subsequent  outpatient  visits,  a history  of 
intermittent  epigastric  pains  improved  by  antacids 
was  recorded  on  several  occasions.  In  September  1976 
he  developed  early  satiety,  occasional  vomiting  5 to 
7 hours  after  meals  and  progressive  weight  loss.  He 
had  used  Librax  ® once  a day  and  Etrafon-Forte  (fi} 
one  in  the  morning  and  two  at  bedtime  prior  to  ad- 
mission. 

Physical  exam  on  admission  (March  23,  1977) 
was  essentially  within  normal  limits.  An  abdominal 
succussion  splash  was  not  present. 

Laboratory  tests  including  a complete  blood 
count,  urinalysis,  and  blood  chemistries  were  within 
normal  limits  except  for  mild  hypocholesterolemia, 

' hypernatremia,  and  hyperchloremia. 

Initial  treatment  included  the  use  of  Maalox® 
(30  ml  every  2 hours)  and  a liquid  diet.  Librav  ® 
and  Etrafon-Forte  ® were  discontinued  the  day  of 
admission.  He  did  well  on  this  regime  but  when  a re- 
gidar  diet  was  instituted  emesis  occurred. 

An  upper  gastrointestinal  X-ray  series  on  April 
11  revealed  marked  delay  in  emptying  from  the  sto- 
mach and  severe  deformity  of  the  duodenal  bulb. 
A saline  load  test  on  April  13  was  consistent  with 
severe  partial  gastric  outlet  obstruction  and  continuous 
nasogastric  suction  was  started.  Esophagogastroduo- 
denoscopy was  performed  on  April  15  and  revealed 
a large  duodenal  ulcer  crater  with  marked  edema  and 
inflammation  of  the  surrounding  mucosa  and  narrow- 
ing of  the  duodenal  bulb  which  (hd  not  permit  pas- 
sage of  the  endoscope.  Serial  saline  load  tests  perfor- 
med during  twelve  days  of  nasogastric  suction  ther- 
apy revealed  marked  retention.  See  Figure  1. 

On  April  26,  2 ml  of  cimetidine  (150  mg/ml) 
was  added  to  200  ml  of  5 percent  dextrose  in  water 
and  infused  intravenously  over  10  minutes  every  6 
hours.  Nasogastric  suction  was  also  continued.  Saline 
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Nasogastric  Suction 


Fig.  1 ; Saline  load  test  residual  volumes  30  minutes 
after  nasogastric  tube  infusion  of  750  ml  of  0.9  per- 
cent saline.  Residual  volumes  greater  than  400  ml  in- 
dicate severe  gastric  retention. 


load  tests  performed  over  the  following  week  showed 
normalization  of  gastric  emptying.  On  May  3 oral 
therapy  with  cimetidine  (300  mg  every  6 hours)  was 
begun  and  a liquid  diet  allowed.  A repeat  gastroscopy 
on  May  5,  1977  revealed  a hyperemic,  deformed  and 
narrowed  duodenum  without  ulceration.  A hlender- 
ized  diet  was  begun  which  he  tolerated  well.  He  was 
discharged  asymptomatic  on  May  18,  1977. 

On  June  2,  1977  a repeat  gastroscopy  revealed 
large  duodenal  folds  and  milder  duodenitis  compared 
with  the  May  examination.  The  duodenal  narrowing 
persisted. 

The  patient  has  been  examined  monthly  in  the 
outpatient  clinic  and  remains  asymptomatic  on  a re- 


gular diet.  An  upper  gastrointestinal  X-ray  series  on 
July  19,  1977  was  within  normal  limits  except  for  a 
deformed  duodenal  bulb. 

The  trial  of  cimetidine  in  this  patient  was  ap- 
proved by  the  Human  Stiulies  Committee  and  the 
Research  Committee  of  this  institution. 


Discussion 

Gastric  retention  is  a relatively  frequent 
complication  of  peptic  ulcer  disease.  Dworken 
and  Roth  (2)  and  Kozoll  and  Meyer  '(3)  repor- 
ted gastric  retention  in  7 percent  and  10.5 
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percent  respectively  of  patients  admitted  for 
peptic  ulcer  disease. 

Patients  with  gastric  retention  are  usually 
submitted  to  a trial  of  nasogastric  suction  prior 
to  performing  gastric  surgery  (4).  However, 
many  patients  fail  to  respond  to  this  therapy. 
Goldstein  et  al  (5)  reported  that  70  percent 
of  their  198  patients  with  gastric  retention 
secondary  to  gastroduodenal  ulcer  disease 
failed  to  respond  to  nasogastric  suction. 

Patients  who  fail  to  respond  to  nasogas- 
tric suction  may  have  reversible  disease.  Dwor- 
ken  and  Roth  (2)  studied  the  pathological 
specimens  of  158  patients  with  retention  who 
failed  to  respond  to  suction  therapy  and  were 
submitted  to  surgery.  Forty-six  percent  of  the 
pathological  specimens  had  edema,  inflam- 
mation, and  active  ulcer  disease  but  no  cicatri- 
cial stenosis.  Cicatricial  stenosis  was  present 
in  54  percent  of  the  specimens  and  varied 
from  slight  to  marked.  Of  the  specimens  with 
cicatricial  stenosis  41  percent  had  penetrating 
ulcers  which  may  have  contributed  to  gastric 
retention. 

Cimetidine  accelerates  the  rate  of  healing 
of  duodenal  ulcers  (1).  Bodemar  and  Walan 
(1)  studied  44  patients  with  endoscopically 
diagnosed  duodenal  or  pre-pyloric  ulcers.  In 
double-blind  fashion  their  patients  received 
either  cimetidine  orally  (0.8  or  1.2  gm/day) 
or  placebo  for  six  weeks.  Healing  of  ulcers, 
assessed  by  endoscopy,  occurred  in  90  per- 
cent of  the  patients  receiving  cimetidine  but 
in  only  36  percent  of  those  receiving  placebo. 

Cimetidine  has  not  previously  been  shown 
to  improve  gastric  retention  secondary  to  pep- 
tic ulcer  disease.  The  normalization  of  gastric 
emptying  in  our  case  was  associated  with  an 
improvement  in  the  endoscopic  appearance 
of  the  duodenal  mucosa.  The  improvement 
was  temporally  associated  with  initiation  of 
cimetidine  therapy.  This  suggests  that  cime- 
tidine decreased  the  peptic  inflammatory 
process  responsible  for  the  gastric  outlet  obs- 
truction. 

We  cannot  be  certain,  however,  that 
cimetidine  was  solely  responsible  for  the  im- 


provement in  this  patient.  Librax  ® and  Etra- 
fon  ® had  been  used  by  the  patient  prior  to 
admission  and  these  drugs  may  cause  gastric 
retention.  However,  it  seems  highly  unlikely 
that  the  gastric  retention  in  this  patient  was 
due  to  these  drugs  as  they  were  discontinued 
on  admission  and  there  was  still  evidence  of 
gastric  retention  33  days  later.  Nasogastric 
suction  alone  may  have  been  responsible  for 
the  improvement  in  gastric  emptying.  Three 
to  seven  days  of  decompressive  suction  are 
generally  considered  an  adequate  trial  of  this 
form  of  therapy  (4).  Our  patient  received  12 
days  of  suction  therapy  without  improvement 
of  his  gastric  retention.  The  saline  residual 
volume  after  12  days  of  nasogastric  suction 
was  550  ml. 

The  result  in  this  one  case  suggests  cime- 
tidine may  be  useful  in  the  treatment  of  peptic 
ulcer  disease  complicated  by  gastric  retention. 
Further  evaluation  of  cimetidine  in  a control- 
led clinical  trial  should  be  performed  to  confirm 
this  observation. 
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FASCIOLASIS  EN  PUERTO  RICO:  REPORTE  DE  UN  CASO 


Edrick  López-Enríquez,  MD  y Carlos  H.  Ramírez  Ronda,  MD,  FACP 


Resumen:  Describimos  un  caso  de  Fasciola 

hepática  en  Puerto  Rico  en  una  mujer  de  40 
años  que  acostumbraba  comer  berro  crudo. 
Se  presenta  la  perspectiva  histórica  de  fascio- 
lasis  en  Puerto  Rico  y discutimos  la  epidemio- 
logía, patología,  clínica  y tratamiento  de  esta 
condición.  La  fasciolasis  humana  es  rara  en 
Puerto  Rico,  más  debemos  de  conocer  que 
ocurre. 

Summary:  We  present  the  case  of  a 40  year  old 
female  with  Fasciola  hepática  that  used  to  ingest 
raw  watercrest.  We  describe  the  historical 
perspective  of  fasciolasis  in  Puerto  Rico  and  dis- 
cuss the  epidemiology,  pathology,  clinical  pre- 
sentation and  treatment.  Human  fasciolasis  is 
rare  in  Puerto  Rico,  but  we  must  be  aware  that 
it  can  occur. 


La  fasciolasis  es  una  enfermedad  producida 
por  el  tremátodo  Fasciola  hepática.  Este  orga- 
nismo vive  en  los  conductos  biliares  del  huésped 
que  ataca  en  donde  causa  el  daño  patológico  ca- 
racterístico de  esta  entidad.  La  fasciolasis  es 
esencialmente  una  enfermedad  del  ganado  vacu- 
no y las  ovejas.  El  hombre  se  infesta  ocasional- 
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mente  en  áreas  donde  hay  una  industria  gana- 
dera prominente  y especialmente  cuando  existen 
condiciones  climatológicas  propicias.  Este  se 
infesta  en  una  forma  indirecta  cuando  ingiere  la 
forma  enquistada  del  tremátodo  en  vegetales 
como  el  berro. 

De  acuerdo  con  datos  provistos  por  la  Es- 
tación Experimental  Agrícola  de  la  Universidad 
de  Puerto  Rico,  en  nuestro  país  hay  una  infes- 
tación significativa  del  ganado  vacuno  en  algunas 
áreas.  A pesar  de  este  hallazgo,  de  nuestro  clima, 
y de  la  presencia  en  nuestro  suelo  del  huésped 
intermediario  (el  molusco  del  género  Lymnae)  la 
fasciolasis  humana  es  muy  rara.  Los  casos  de  fas- 
ciolasis humana  en  Puerto  Rico  descritos  en  la 
literatura  médica  han  sido  escasos  y esporádicos. 
En  1904  el  Dr.  González-Martínez  informó  un 
caso  en  el  cual  encontró  Fasciola  hepática  como 
hallazgo  incidental  cuando  efectuaba  una  autop- 
sia (1).  Bailey  K.  Ashford  describe  otro  paciente 
en  el  cual  se  encontró  huevos  del  parásito  en  la 
excreta  (1).  En  1931  el  Dr.  Costa  Mandry  des- 
cribió dos  casos  de  infestación  con  Fasciola 
hepática',  una  paciente  venezolana  y otro  anec- 
dotal en  una  paciente  puertorriqueña  (2).  En 
1938  el  Dr.  Rodríguez-Molina  reportó  en  la 
literatura  cubana  dos  casos  de  fasciolasis  hu- 
mana en  Puerto  Rico  (3).  Durante  el  período 
de  1938  al  1977  no  aparecen  casos  de  fascio- 
lasis en  la  literatura  insular  aunque  hubieron 
casos  esporádicos  no  reportados  que  fueron 
diagnosticados  en  la  isla. 

Queremos  compartir  con  el  lector  la  des- 
cripción de  una  paciente  con  fasciolasis  y a la 
vez  repasar  la  epidemiología,  presentación  clí- 
nica, diagnóstico  y tratamiento  de  esta  con- 
dición rara.  Podemos  especular  que  deben  exis- 
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tir  otros  casos  que  hayan  pasado  desapercibidos 
por  no  tener  manifestaciones  clínicas  especí- 
ficas. 


Caso 

Una  mujer  de  40  años  de  edad  gozaba  de  buena 
salud  hasta  febrero  de  1975  cuando  desarrolla  fiebre, 
malestar  general,  nauseas,  vómitos  y dolores  abdomina- 
les. Aunque  mejora  levemente,  los  síntomas  persisten 
hasta  noviembre  de  1975  euando  es  referida  al  Hos- 
pital Universitario  para  evaluación.  El  historial  médico 
demuestra  que  la  paciente  gustaba  de  comer  berro 
crudo,  que  adquiría  en  el  Area  Metropolitana.  Al  exa- 
minar la  paciente  esta  aparentaba  su  edad,  con  buena 
constitución  física  y con  signos  vitales  normales.  Los 
exámenes  de  laboratorio  revelan  una  hemoglobina  de 
10  gramos,  hematocrito  de  31  por  ciento,  contaje  de 
blancos  de  7,200  con  2 eosinófilos.  Las  pruebas  de 
función  hepática  incluyendo  bilirubina,  fosfatasa  alca- 
lina y transaminasas  eran  normales.  Por  el  examen 
eoprológico  se  descubre  la  presencia  de  huevos  de 
Fasciola  hepática  (operculados)  en  una  concentración 
de  10  huevos  por  gramo  de  heces.  Esto  fue  determina- 
do por  el  método  de  concentración  de  excreta  y el 
examen  se  llevó  a cabo  en  el  Laboratorio  de  la  Esta- 
ción Experimental  Agrícola  de  la  Universidad  de  Puerto 
Rico. 

La  paciente  fue  tratada  con  dos  cursos  de  diez 
días  de  dicloruro  de  fenol  (Bitionol),  500  mg  cuatro 
veces  al  día,  sin  que  disminuyera  el  número  de  huevos 
en  la  excreta.  Fue  tratada  por  tercera  vez  con  18  dosis 
de  hidrocloruro  de  emetina,  30  mg  intramuscular  dia- 
rios, sin  complicaciones.  La  sintomatología  desapareció 
conjuntamente  con  la  ausencia  de  huevos  en  la  excreta 
de  la  paciente.  A la  paciente  se  le  han  repetido  las  prue- 
bas coprológicas  por  un  periodo  de  más  de  un  año,  éstas 
han  demostrado  la  desaparición  de  los  huevos  y por  lo 
tanto  se  le  considera  curada. 


Epidemiología 

La  fasciolasis  es  una  enfermedad  de  anima- 
les en  donde  el  hombre  es  un  huésped  incidental. 
El  ciclo  de  vida  de  la  Fasciola  envuelve  un  mo- 


lusco como  huésped  intermediario  y animales 
hervíboros  como  huéspedes  definitivos.  La  Fas- 
cióla  hepática  es  un  tremátodo  hermafrodita  en 
forma  de  hoja  con  un  tamaño  que  varía  entre  20 
a 30  mm  por  8 a 13  mm,  el  cual  se  desarrolla  y 
posee  dos  ventosas,  una  oral  y otra  ventral.  Este 
vive  dentro  del  árbol  biliar  intrahepático  donde 
deposita  sus  huevos  que  pasan  al  intestino  y son 
eliminados  en  las  heces  en  forma  inmadura.  Si  el 
ambiente  donde  son  depositados  tiene  las  con- 
diciones óptimas  de  humedad  y temperatura,  el 
miracidio  se  produce  en  un  período  de  10  a 15 
días.  Para  poder  completar  su  ciclo  de  vida,  ne- 
cesita un  huésped  intermediario,  en  este  caso  el 
caracol  del  molusco  género  Lymnae.  Una  vez 
dentro  del  caracol,  el  miracidio  se  transforma  en 
esporoquiste.  Después  de  tres  semanas  de  madu- 
ración se  producen  las  cercarlas,  las  que  salen 
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TABLA  I 

Fasciolasis  Humana  en  Puerto  Rico 
Síntomas  y Signos 

(Siete  Casos) 


Diarrea 

5 

71 

Llenura  post  prandial 

4 

59 

Dispepsia 

3 

42 

Pérdida  de  peso 

4 

42 

Malestar  Cuadrante  Superior  Derecho 

3 

42 

Anemia 

4 

59 

Ictericia 

1 

14 

del  molusco  y se  ubican  en  el  vegetal  donde  se 
enquistan  como  metacercarias.  El  animal  o el 
hombre  que  ingiera  el  vegetal  (berro)  con  las 
metacercarias  se  infesta.  Luego  de  ser  ingeridas, 
las  metacercarias  pasan  del  intestino  a la  cavi- 
dad peritoneal  penetrando  la  pared  intestinal. 
De  la  cavidad  peritoneal  penetran  la  pared  del 
hígado  y ya  dentro  de  éste  maduran  en  un  tér- 
mino de  tres  a cuatro  meses  alojadas  en  las  vías 
biliares  intrahepáticas  (Véase  Figura  1). 

La  sintomatología  en  el  hombre  está  rela- 
cionada con  el  ciclo  migratorio.  La  infestación 
inicial  puede  producir  fiebre,  náuseas,  vómitos 
y dolores  abdominales  severos;  éstos  se  deben  al 
paso  de  la  metacercaria  del  intestino  al  hígado. 
Una  vez  el  verme  está  en  el  tracto  biliar,  puede 
ocurrir  episodios  de  colangitis  aguda  o de  icteri- 
cia obstructiva.  En  enfermos  donde  el  verme 
permanece  por  mucho  tiempo  en  el  tracto  biliar 
intrahepático,  se  produce  una  reacción  inflama- 
toria del  epitelio  biliar,  con  proliferación  de  con- 
ductos biliares  y en  algunos  casos  fibrosis  peri- 
ductal. El  resto  de  la  arquitectura  hepática  per- 
manece normal.  La  patofisiología  de  estos  ha- 
llazgos no  está  completamente  definida. 


Clínica 

La  sintomatología  dependerá  de  la  intensi- 
dad y duración  de  la  enfermedad  como  hemos 
expresado.  El  cuadro  clínico  varía  desde  la  au- 
sencia de  síntomas  hasta  un  cuadro  de  colangitis 
aguda. 

En  la  fase  inicial  de  la  enfermedad,  el  pa- 
ciente puede  sufrir  de  dolor  de  cabeza,  fiebre, 
escalofríos,  urticaria,  dolor  subesternal,  dolor 
o molestia  en  el  cuadrante  superior  derecho 
del  abdomen,  dispepsia,  pruritus  y eosino- 
filia  hasta  de  un  40  por  ciento.  En  la  fase  cró- 
nica, pueden  haber  disturbios  digestivos,  dia- 
rrea y se  han  descrito  anemias  normocíticas, 
microcíticas  y macrocíticas.  El  verme  con- 
sume hasta  0.2  mililitros  de  sangre  por  día. 
En  esta  segunda  fase  el  hígado  puede  estar 
agrandado  y doloroso,  con  o sin  ictericia. 

En  los  casos  descritos  en  Puerto  Rico  (Ta- 
bla I)  la  sintomatología  y signos  presentados 
son  variados.  Los  más  comunes  son  diarrea, 
llenura  post  prandial  y anemia.  Se  encontró 
anemia  de  varios  tipos  y eonosinofilia  en  un  59 
por  ciento  de  los  casos,  y el  diagnóstico  se  hizo 
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basándose  en  la  presencia  de  huevos  en  las  heces 
de  todos  los  pacientes. 

Podemos  hacer  el  diagnóstico  de  dos  ma- 
neras. En  forma  directa,  haciendo  un  estudio 
coprológico  adecuado  donde  se  identifican  y 
cuentan  los  huevos.  En  forma  indirecta  se  con- 
firma el  diagnóstico  por  serología,  prueba  de 
fijación  de  complemento  o por  pruebas  de  piel. 
Los  métodos  indirectos  son  menos  específicos. 

Tratamiento 

El  tratamiento  de  la  fasciolasis  humana 
muchas  veces  requiere  varios  cursos  de  terapia. 
Esto  lo  pudimos  observar  en  nuestra  paciente. 
Los  agentes  que  pueden  utilizarse  son  Bitionol 
(Actaner  (s;  Bitin  ®),  en  una  dosificación  de  30 
a 50  mg  por  kilogramo  de  peso  por  día,  dado 
en  días  alternos  y de  10  a 15  dosis;  o,  Hidro- 
cloruro  de  Emetina,  30  mg  intramuscular  diarios 
por  18  días. 

Hemos  presentado  un  caso  muy  raro  en 


nuestro  medio  ambiente,  pero  debemos  estar 
conscientes  de  que  puede  repetirse,  ya  que  en 
Puerto  Rico  existen  las  condiciones  epidemio- 
lógicas ideales  para  que  así  ocurra. 
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Abstract:  The  Puerto  Rico  Transplant  Program 
started  official  operations  at  the  San  Juan  VA 
Hospital  in  January  of  1977.  Using  a relatively 
small  number  of  contraindications  and  a stan- 
dard operative  technique  and  post  operative 
immunosuppression,  24  kidney  transplants  were 
performed  from  January  thru  December  1977. 
Twenty-two  of  these  patients  are  currently 
alive  and  21  have  had  a functioning  kidney. 
Three  kidneys  were  lost  because  of  extremely 
severe  rejection  in  combination  with  infection. 
Two  patients  died  of  Klebsiella  pneumonia  and 
Strongyloides  pneumonia  respectively.  The  ma- 
jority of  the  transplanted  patients  have  had 
gradual  and  positive  rehabilitation. 

Organ  transplantation  requires  a constant, 
highly  polished,  very  refined  and  exact  inter- 
action among  a variety  of  persons,  consultants 
and  services  without  which  this  activity  cannot 
be  carried  out.  Because  of  this  and  because  of 
a well  developed  and  coordinated  referral  pat- 
tern throughout  the  Island  kidney  transplanta- 
tion is  thus  shown  to  be  feasible  in  our  environ- 
ment with  excellent  results. 

Abstracto:  El  programa  de  Trasplante  de  Puerto 
Rico  ubicado  en  el  Hospital  de  Veteranos  co- 
menzó oficialmente  sus  operaciones  en  enero  del 
1977.  Utilizando  una  técnica  operatoria  y un 


From  the  Transplant  Unit,  Departments  of  Surgery 
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manejo  de  inmunosupresión  ya  descritos  y con 
unos  criterios  de  selección  poco  estrictos  y has 
tante  amplios,  se  llevaron  a cabo  24  trasplantes 
renales  en  esta  institución  desde  enero  a diciem- 
bre del  1977.  Veintidós  de  estos  pacientes  viven, 
y 21  han  tenido  función  normal.  Dos  pacientes 
fallecieron  respectivamente  de  pulmonía  por 
Klebsiela  y por  Strongyloides.  Los  tres  riñones 
que  se  han  perdido  han  sido  por  rechazo  severo 
en  presencia  de  infección.  El  poder  llevar  a cabo 
con  éxito  un  programa  de  trasplantes  requiere 
una  interacción  exacta,  refinada  y altamente 
pulida  entre  un  sinnúmero  de  personas,  consul- 
tores y servicios.  Por  estas  razones,  y por  el 
patrón  de  referido  tan  coordinado  que  existe 
en  este  momento  en  toda  la  Isla  se  ha  podido 
demostrar  que  el  trasplante  de  riñón  es  posible 
con  buenos  resultados  en  nuestro  medio  am- 
biente. 


End  Stage  Renal  Disease  was  for  many 
years  the  sixth  cause  of  death  in  the  United 
States.  However,  the  development  of  the  arti- 
ficial kidney  and  improvements  in  renal  trans- 
plantation gradually  improved  mortality,  mor- 
bidity, and  the  quality  of  life  to  such  an  ex- 
tent that  both  hemodialysis  and  kidney  trans- 
plantation are  considered  as  accepted  treat- 
ment modalities  for  this  condition.  However, 
the  problem  continues  to  have  relevance  and 
magnitude  in  both  clinical  and  social  context 
because  the  patient  with  end  stage  renal  di- 
sease is  usually  young  and  in  full  productive 
life.  In  1973  legislation  was  approved  by  the 
U.  S.  Congress  to  allow  financing  of  this  treat- 


185 


BoL  Asoc.  Médica  de  P.  Rico 
Junio  ¡978 


Kidney  Transplantation  - Puerto  Rico 


186 


ment  through  Medicare  even  though  the  ma- 
jority of  these  patients  were  younger  than  65 
years.  Implementation  of  this  law  resulted 
in  the  creation  of  guidelines  and  bylaws  to 
regulate  disbursement,  to  regionalize  and  fis- 
caliza services,  and  to  prevent  unnecessary 
and  expensive  duplication.  In  Puerto  Rico 
as  in  other  places,  an  End  Stage  Renal  Disease 
Network  Council  was  established  under  the 
federal  guidelines  of  this  program.  These  coun- 
cils coordinate,  fiscaliza,  and  evaluate  the 
renal  services  rendered  in  the  particular  geo- 
graphic area.  They  also  function  as  consul- 
tants of  the  various  state  and  federal  agen- 
cies that  in  any  way  are  involved  in  render- 
ing renal  care.  Adhering  to  the  federal  guide- 
lines and  bylaws  as  to  personnel,  physical 
facilities,  and  ancillary  services,  the  End  Stage 
Renal  Disease  Network  Council  for  Puerto 
Rico  and  Virgin  Islands  (Region  29)  decided 
to  establish  in  the  San  Juan  Veterans  Admi- 
nistration Hospital  the  base  for  the  transplant 
services  for  this  area.  This  service  of  course  was 
made  accessible  to  the  population  of  Puerto 
Rico  and  Virgin  Islands  irrespective  of  the  mi- 
litary status,  sex,  age,  condition.  Subsequently 
the  appropriate  contracts  were  signed  between 
the  San  Juan  Veterans  Administration  Center, 
Social  Security  Service  and  the  Departments 
of  Health  of  Puerto  Rico  and  Virgin  Islands. 

The  program  officially  started  in  January 
of  1977,  and  from  this  date  through  December 
of  1977,  24  kidney  transplants  were  perfor- 
med. This  report  summarizes  results  of  our 
experience  so  far. 


Evaluation 

Selection  and  evaluation  of  donor  and 
recipients  has  been  discussed  in  previous  pu- 
blications (1).  Briefly,  as  a general  rule  any 
patient,  male  or  female,  veteran  or  non-vet- 
eran, child  or  adult,  who  has  end  stage  renal 


disease  and  who  does  not  have  generalized 
carcinomatosis  or  any  untreatable  disease 
with  a lethal  prognosis  (hepatic  coma,  non- 
treatable  coronary  artery  disease,  etc.)  is 
acceptable  for  our  program. 

A related  donor  is  preferred  since  re- 
sults of  kidney  transplantation  within  a fa- 
mily are  better  than  results  with  cadaver  or- 
gans. Our  priorities  are  as  follows:  (1)  iden- 
tical twins,  (2)  identical  siblings  (not  twins), 
(3)  siblings,  (4)  parents  or  children,  (5)  cada- 
vers. At  present  it  is  not  an  acceptable  prac- 
tice to  utilize  living  non-related  volunteers. 

The  related  living  donor  is  studied  in 
a very  detailed  and  meticulous  manner  so  as 
to  make  absolutely  sure  that  the  donor  is 
in  perfect  health  and  that  his  kidneys  are  also 
perfectly  normal.  Any  problem  or  abnorma- 
lity in  the  donor  or  his  kidney  that  in  our 
judgment  would  increase  the  risk  of  donation 
immediately  discards  him  as  a donor.  This 
policy  of  selecting  perfectly  healthy  donors 
has  resulted  in  a very  low  morbidity  and  com- 
plication rate.  Decisions  for  accepting  the  re- 
cipient and  his  donor  are  made  by  the  Trans- 
plant Committee  which  is  composed  of  a trans- 
plant surgeon,  several  nephrologists,  psychiatrist, 
social  worker,  nurses  and  a coordinator. 

Once  the  donor  and  recipient  are  com- 
pletely studied  and  found  acceptable  the  oper- 
ation is  planned.  At  present,  bilateral  neph- 
rectomies are  performed  in  patients  who  have 
uncontrolled  hypertension,  renal  infections, 
ureteral  reflux,  or  excessively  large  kidneys. 
A splenectomy  is  being  done  in  patients  with 
evidence  of  hypersplenism,  either  before  or 
after  transplantation.  At  present  the  evidence 
in  favor  or  against  splenectomy  is  not  conclu- 
sive and  because  of  this  a prospective  study 
will  be  started  in  the  near  future. 

When  there  is  no  adequate  living  related 
donor  the  patient  is  placed  in  the  waiting  list 
for  a cadaver  kidney.  In  Puerto  Rico,  Law  No. 
11  from  April  1974,  allows  and  fosters  the 
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use  of  cadaver  organs  for  kidney  transplan- 
tation. The  bylaws  which  have  been  already 
approved  by  the  Board  for  Disposition  of 
Cadavers,  Organs  and  Tissues  of  Puerto  Rico 
(February  1977),  regulate  donation  of  cada- 
ver organs  and  include  neurological  death  as 
one  of  the  acceptable  causes  of  death.  Organs 
from  patients  with  severe  brain  trauma  or 
cerebral  hemorrhage  who  at  the  moment  of 
death  are  still  with  ventilatory  support  are 
preferred.  Also,  the  Transplant  Program  is  in 
the  process  of  incorporation  into  the  system 
of  the  Southeastern  Organ  Procurement  Foun- 
dation. This  organization  deals  with  organ 
procurement  and  distribution  in  the  south- 
eastern area  of  the  United  States  and  is  at 
present  serving  several  other  national  organ 
sharing  organizations.  Procured  cadaver  kid- 
neys are  preserved  in  a special  pulsatile  organ 
perfusion  machine  already  reported  (2). 

Operative  Technique  and  Postoperative  Ma- 
nagement 

The  donor  nephrectomy  technique  is  stan- 
dard, using  a flank  approach  and  as  a rule  se- 
lecting the  left  kidney  or  the  kidney  with  the 
least  number  of  arteries.  Dissection  of  the  donor 
organ  is  very  carefully  and  delicately  performed 
since  in  this  case  both  the  donor  and  the  organ 
must  remain  normal  at  all  times  during  the  pro- 
cedure. Once  the  kidney  is  removed  it  is  washed 
with  a crystaloid  solution  and  is  transplanted 
to  the  right  inguinal  region  of  the  recipient. 
Dissection  of  this  area  has  been  simultaneously 
started  in  an  adjoining  operating  room.  After 
the  vascular  anastomoses  are  completed  and 
the  kidney  is  perfused  in  the  new  host,  the  ure- 
ter is  implanted  directly  into  the  bladder  un- 
less the  bladder  is  abnormal. 

Postoperative  immunosuppression  is  usual- 
ly started  before  surgery  and  is  initially  quite 
vigorous  with  a very  gradual  tapering  down  so 
that  at  the  end  of  the  year,  maintenance  doses 


are  down  to  a minimum.  We  usually  give  anti- 
biotics prophylactically  for  the  first  14  days 
and  we  are  frequently  forced  to  slightly  res- 
trict the  salt  intake  for  some  time  during  the 
first  year  of  transplantation. 

Immunosuppression  includes  Methylpred- 
nisolone  during  three  days,  antilymphocyte 
globulin  in  doses  of  10-30  mg/kg/day  for  the 
first  14  days,  azathioprine  starting  with  5 mg. 
/kg/day  until  we  reach  a maintenance  dose 
of  1.5  to  2.5  mg/kg/day,  and  prednisone  start- 
ing with  2 mg/kg/day  with  a gradual  taper  to 
0.3  mg/kg/day.  The  last  two  drugs  are  given 
for  life.  At  first  daily,  then  3 times  a week  and 
eventually  weekly  for  many  months  we  mea- 
sure renal  function,  blood  chemistries,  and 
hemograms.  This  close  follow-up,  in  spite 
of  the  fact  that  it  may  be  quite  inconvenient 
to  some  patients  and  certainly  to  the  labora- 
tory, permits  very  early  detection  of  rejection 
and  infectious  complications  and  institution  of 
appropriate  diagnostic  and  therapeutic  pro- 
tocols. 

Results 

From  January  through  December  1977 
we  performed  24  kidney  transplants  in  this 
program.  Twenty-two  are  alive  and  twenty- 
one  had  a functioning  kidney.  The  current 
waiting  lists  include  12  candidates  for  cada- 
ver transplant,  3 are  pending  a living  related 
transplant,  and  18  additional  patients  in  va- 
rious stages  of  evaluation. 

The  causes  of  end  stage  renal  disease 
included  chronic  glomerulonephritis,  chronic 
pyelonephritis,  obstructive  uropathy,  and  one 
each  of  familial  nephritis  and  Schoenlein- 
Henoch  purpura.  Perhaps  of  much  more  in- 
terest is  the  fact  that  many  of  these  patients 
suffered  of  other  diseases  some  of  which  were 
discovered  incidentally.  It  should  be  stressed 
that  several  years  ago  some  of  these  diagnoses 
would  have  contraindicated  transplantation. 
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TABLE  I 

Significant  Incidental  Diagnoses 


TABLE  III 
Infections 


Sarcoidosis 

Diabetes  Mellitus 

Tuberculosis 

SfP  Poliomyelitis 

Hyperparathyroidism 

Deafness 

Solitary  Malrotated  Kidney 

Prostatitis 

Sickle  Cell 

Restrictive  Lung  Disease 
Liver  Cirrhosis 
Psychosis 
Dialysis  Dementia 
Peptic  Ulcer  Disease 
Chronic  Peritonitis 
S/P  Pericardiectomy 
Hepatitis 


TABLE  II 
Donors 


Parent  to  Offspring 8 

Offspring  to  Parent 2 

Siblings 11 

Identical 4 

Non-Identical 7 

Cadaver 3 


However,  in  the  last  eight  years  the  policy  of 
acceptance  has  been  much  more  liberal  and 
today  these  patients  are  acceptable  for  trans- 
plantation. Incidental  diagnosis  are  summarized 
in  Table  I. 


Urinary  Infections 10  episodes  in  5 patients 

Herpes  Zoster 7 episode  in  1 patient 

Herpes  CNS 1 episode  in  1 patient 

Pneumococcal  Pneumonia 1 episode  in  1 patient 

Acid  Fast 2 episodes  in  2 patients 

CMV  Pneumonia  7 episode  in  1 patient 

Strongyloides  Pneumonia 7 episode  in  1 patient 

Klebsiella  Pneumonia 7 episode  in  1 patient 

Toxoplasma  Hepatitis 7 episode  in  1 patient 

Strongyloidiasis 7 episode  in  1 patient 

Prostatitis 5 episodes  in  4 patients 


It  is  worthy  of  note  that  out  of  24  trans- 
planted patients,  eight  were  veterans  and  16 
were  not.  Seventeen  were  male  and  7 female. 
Fourteen  were  in  the  group  of  14  to  30  years, 
6 from  31  to  40  years,  and  4 from  41  to  over 
50  years. 

Donor  selection  is  summarized  in  Table 
II  and  it  is  important  to  note  that  in  sibling 
pairs  we  found  several  identical  pairs  and  even 
more  surprising  in  parent-to-child  transplants 
two  identical  pairs  were  found.  This  is  of  ex- 
treme importance  since  it  will  allow  a more 
ample  margin  in  the  immunosuppression  regi- 
me, diminishing  the  incidence  of  rejection, 
kidney  loss,  and  the  infection  rate.  We  are 
optimistically  thinking  that  perhaps  our  Puer- 
to Rican  population  has  a small  genetic  pool 
and  this,  in  addition  to  the  frequency  of  large 
families  may  perhaps  permit  a better  matching 
between  donors  and  recipients.  This  problem 
is  being  studied  in  our  laboratories  at  present. 

Twenty-two  patients  are  alive  3 to  13 
months  after  kidney  transplantation.  Twenty- 
one  of  the  transplanted  kidneys  maintained 
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TRANSPLANT  PROGRAM  - SAN  JUAN  VA  CENTER 


ASSIGNED  STAFF  CONSULTANTS 


CONSULTING  SERVICES 


NEPHROLOGISTS 

SOCIAL  WORKER 

PSYCHIATRIST 

UROLOGIST 

DIETITIAN 

NEUROLOGIST 

OTOLARYNGOLOGIST 

OPHTHALMOLOGIST 

DENTIST 

GYNECOLOGIST 


DIALYSIS 

HISTOCOMPATIBILITY  TYPING 

IMMUNOLOGY  LAB 

BLOOD  BANK 

CLINICAL  LAB 

HEMATOLOGY 

MICROBIOLOGY 

PATHOLOGY  AND  E.M. 

RADIOLOGY 

RADIOTHERAPY 

NUCLEAR  MEDICINE 

REHABILITATION 

PHARMACY 


PULMONARY 

GI 

CARDIOLOGY 

ANESTHESIA 

ORTHOPEDICS 

METABOLIC 

INFECTIOUS  DISEASES 
DERMATOLOGY 


Figure  1 


normal  function  in  the  same  period  of  time. 
Only  three  kidneys  were  lost  because  of  severe 
rejection  in  patients  with  the  very  unfortunate 
combination  of  sepsis  and  rejection.  The  pre- 
sence of  sepsis  prohibited  the  management  of 
rejection. 

The  following  complications  were  ob- 
served: four  patients  had  variable  degree  of 
renal  impairment  immediately  after  trans- 
plantation, three  of  them  with  a cadaver  kid- 
ney and  one  with  related  kidney.  In  all  of 
these  cases  the  impairment  of  renal  function 
was  transitory  with  eventual  recuperation  of 


renal  function.  One  case  presented  an  increa- 
sed thickness  of  the  bladder  wall  and  this  pro- 
duced a relative  obstruction  which  necessita- 
ted reexploration.  Another  patient  developed 
necrosis  of  the  ureter  and  this  necessitated 
reexploration  and  reimplantation.  One  patient 
developed  perirenal  seroma  which  was  evacua- 
ted successfully. 

Sixteen  episodes  of  rejection  occurred 
in  12  patients  and  82  percent  of  these  were 
reverted  successfully  by  increasing  the  dose 
of  prednisone,  irradiating  the  kidney  and  giving 
Methylprednisolone  for  2 or  3 days.  With  the 


Bol.  Asoc.  Médica  de  P.  Rico 
Junio  1978 


Kidney  Transplantation  - Puerto  Rico 


190 


exception  of  the  three  lost  kidneys  all  these 
episodes  were  reverted  successfully  and  main- 
tained an  adequate  function. 

The  problem  of  infection  is  extremely 
serious  and  keeps  the  Staff  on  maximum  alert 
all  the  time.  Immunosupressants  predispose 
to  infection  and  our  patients  are  constantly 
advised  to  return  to  the  hospital  and  consult 
us  in  case  of  any  type  of  fever  or  infection 
in  any  place.  As  in  other  major  centers  around 
the  world  we  have  had  experience  with  the  re- 
latively rare  infections  that  occur  in  immuno- 
suppressed  patients  and  Table  III  summarizes 
these  complications.  All  infections  are  poten- 
tially lethal  and  this  is  the  reason  for  exagger- 
ated aggresivity  of  the  members  of  the  trans- 
plant program  in  diagnosing  and  rapidly  treat- 
ing these  complications.  One  particularly  dan- 
gerous complications  is  pulmonary  infection. 
The  presence  of  fever  and  a pulmonary  clinical 
picture  in  a transplant  patient  immediately  ge- 
nerates a series  of  diagnostic  tests  from  the  non- 
invasive  sputum  smears  to  even  an  open  thora- 
cotomy and  biopsy  so  as  to  establish  a diagnosis 
as  soon  as  possible.  This  requires  a 24-hour  alert 
of  the  various  services  involved  in  the  transplan- 
tation activity.  Because  of  this  aggresive  policy 
most  infections  have  been  treated  effectively 
and  patients  have  returned  to  a normal  status. 

Donor  complications  include  a small  post- 
operative pneumothorax  which  improved  after 
aspiration,  and  one  intraoperative  cardiac 
arrhythmia  that  reverted  without  further  com- 
plications. 

Eighteen  of  the  twenty-four  kidney  trans- 
plants are  carrying  out  normal  activities  and 
half  of  them  have  returned  to  study  or  work. 
The  other  9 patients  are  still  convalescing. 

Comments  and  Conclusions 

Organ  transplantation  requires  a constant, 
highly  polished,  very  refined  and  exact  inter- 
action among  a variety  of  persons,  consultants 
and  services  without  which  this  activity  cannot 
be  carried  out.  Figure  I illustrates  the  organiza- 


tion of  the  kidney  transplant  program  with  its 
various  participating  members.  Each  one  of 
them  is  literally  and  absolutely  necessary  for  the 
well-functioning  of  the  service.  Each  one  contri- 
butes in  the  management  of  patients,  either 
pre  or  post  transplantation  and  their  contribu- 
tions permits  a rapid  evaluation,  diagnosis  and 
treatment  of  any  complications.  The  immuno- 
logy laboratory  perform  tissue  typing  by  esta- 
blished techniques,  and  frequently  monitoring 
of  the  immune  response  so  that  we  know  the 
status  of  immunosuppression. 

The  referral  pattern  to  our  transplant 
program  includes  direct  referrals  from  the 
nephrologists  in  the  community  through  the 
End  Stage  Renal  Disease  Network  Council. 
The  existing  contract  with  the  Department  of 
Health  permits  the  access  to  the  Transplant 
program  for  everyone  in  Puerto  Rico.  Veteran 
patients  of  course  are  referred  from  our  own 
renal  service. 

In  conclusion,  kidney  transplantation  is 
feasible  in  our  environment  with  good  results. 
Renal  function  to  date  has  been  good  and  re- 
habilitation is  improving.  We  stress  that  the 
nature  of  kidney  transplantation  and  its  con- 
commitant  immunosuppression  forces  us  to 
constantly  evaluate  renal  function  and  the 
general  condition  of  the  patient  and  to  adopt 
a very  aggressive  diagnostic  and  treatment  poli- 
cy. Participation  and  efforts  of  all  services  and 
consultants  involved  has  resulted  in  offering 
this  type  of  treatment  to  the  community  of 
Puerto  Rico  and  Virgin  Islands  with  results 
that  are  comparable  with  the  larger  centers 
in  America  and  Europe. 
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EDITORIAL 


MARKETPLACE  CHOICE  AS  DETERRENT 
TO  GOVERNMENT  PRICE  CONTROLS 


The  AMA-created  National  Commission  on  the  Cost  of  Medical  Care  has  opened  upa  new  hori- 
zon by  emphasizing  the  need  to  restore  the  concept  of  free-marketplace  choice  in  health-care  deli- 
very. 

What  does  that  mean? 

Well,  picture  the  delivery  system  as  a marketplace  where  producers  and  consumers  handle  their 
transactions  through  insurers,  private  and  public.  The  Cost  Commission  report  recommends  that 
producers  and  consumers  have  direct  impact  on  decisions  made  in  their  behalf. 

Consumers  want  to  buy  services  at  a lower  annual  rate  of  cost  growth  than  the  1 1 percent  it 
has  averaged  since  1966. 

However,  the  marketplace  right  now  is  not  functioning  well.  It  was  flexible  in  the  days  when 
consumers  paid  the  producer  directly.  But  the  patterns  of  coverage  offered  by  today’s  middleman 
insurers  are  largely  standardized  in  benefits  and  therefore  in  costs. 

The  Cost  Commission  report  suggests  ways  in  which  those  patterns  can  be  stimulated  to  offer 
a latitude  and  freedom  of  choice. 

For  instance,  employees  could  choose  among  health-care  plans  in  terms  of  premium  price, 
whereas  employer  contributions  to  premiums  would  be  the  same  for  any  plan.  The  employee  se- 
lecting a plan  less  expensive  than  the  employer  contribution  would  either  be  reimbursed  for  the 
difference  or  receive  additional  benefits. 

The  report  makes  this  general  observation: 

“Reliance  on  market  mechanisms  can  lead  to  cost-effective  production  of  output,  and  permit 
consumer  preferences  to  play  a key  role  in  determining  what  goods  and  services  are  available.  ” 

Unfortunately,  this  leeway  cannot  control  costs  all  by  itself.  Nor  does  the  marketplace  assure 
care  to  the  poor  and  uninformed,  and  their  health-care  costs  could  continue  to  rise  sharply. 

Hence,  there  must  be  some  reliance  on  provider  self-regulation  and  on  local  regulation  if  the 
overall  tab  is  to  be  kept  in  line.  No  federal  controls  are  recommended  by  the  report. 

Self-regulation  would  include  cost-containment  initiatives  in  the  private  sector  of  care,  among 
third-party  payers,  and  in  medical  practice.  Says  the  report: 

“In  the  past,  providers  have  considered  primarily  the  medical  needs  of  their  patients.  The 
Commission  believes  that  providers  must  now  take  steps  to  make  cost-effective  utilization  recom- 
mendations without  sacrificing  the  quality  of  care.  There  are  a number  of  programs  that  can  be 
undertaken  within  the  health-care  system  that  are  not  dependent  on  major  changes  in  the  delivery 
system.  ” 
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The  chief  value  of  the  report  is  that  it  brings  many  ideas  and  groups  together  in  a coordinated 
program  for  genuine  action.  Some  of  the  ideas  are  old  but  have  never  been  implemented.  Group 
responsibilities  include  those  placed  on  the  consumer. 

The  upshot  could  be  a momentum  that  would  head  off  arbitrary,  unwieldy  federal  formulas 
for  cost  containment.  Developed  after  a year  and  a half  of  intensive  study  and  effort,  the  Cost  Com- 
mission report  presents  credible  alternatives  to  those  formulas. 


AMA  Public  Affairs  Division 
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AMA  NEWS: 

INJURIES  MINIMAL  FOR  GIRLS  IN  INTERSCHO- 
LASTIC SPORTS 

CUKLVGO  — Injury  rates  for  high  school  girls 
in  interscholastic  sports  are  no  greater  than  those  for 
hoys  in  the  same  games,  says  a report  in  the  May  26 
Journal  of  the  American  Medical  Association. 

James  G.  Garrick,  MI),  and  Ralph  K.  Requa 
of  the  division  of  sports  medicine  of  the  University 
of  Washington,  Seattle,  report  on  a study  of  four  girls’ 
high  school  athletic  programs  for  two  years. 

Each  of  the  schools  entered  girls’  teams  in  bad- 
minton, basketball,  cross-country,  gymnastics,  soft- 
ball,  swimming,  tennis,  track  and  field,  and  volley- 
ball. 

Some  22  percent  of  the  girls  were  injured  each 
season.  Dr.  Garrick  reports.  Injury  ratio  for  players 
on  the  schools’  boys’  teams  in  those  same  sports  was 
24  percent.  Overall,  boys  injuries  were  higher  when 
football  and  wrestling  were  included.  The  girls  did 
not  participate  in  football  and  wrestling. 

Most  of  the  injuries  were  minor.  Nearly  two- 
thirds  were  strains  and  sprains,  and  the  majority  had 
returned  to  full  athletic  activity  within  a week  of  in- 
jury. Some  one-third  ol  the  injuries  recjuired  a phy- 
sician’s services.  There  were  only  eight  broken  bones 
in  the  entire  study,  and  only  three  girls  were  hospi- 
talized as  a result  of  their  injuries,  two  gymnasts  and 
one  haskethall  player. 

Softball  led  the  list  with  more  than  40  percent 
of  its  f)lay-ers  suffering  injuries.  Gymnastics  were  se- 
cond and  cross-country  and  track  and  field  were  third. 
Fewest  injuries  were  in  badminton,  6 [)crcent,  tennis 
and  swimming. 

In  1975,  more  than  1.3  million  girls  participated 
in  27  interscholastic  sports  at  the  high  school  level,  a 
59  percent  increase  from  1973,  Dr.  Garrick  says. 

In  the  study  “injury”  was  classified  as  a hurt 
that  recpiired  withdrawal  from  a practice  or  game,  or 
missing  of  a suhsecpient  |)ractice  or  game. 

Dr.  (jarrick  urged  caution,  however,  in  comparing 


injury  rates  of  boys  and  girls.  There  often  are  differences 
in  the  intensity  of  the  sport  by  sex.  In  gymnastics,  for 
instance,  there  are  but  two  comparable  events  (vaulting 
and  floor  exercise)  and  five  dissimilar  ones. 

There  were  Jio  injuries  involving  breasts  or  genita- 
lia, he  reports. 

Dr.  Garrick  points  out  that  the  possibility  of  inju- 
ry is  well  worth  the  risk,  when  weighed  against  the 
intangible  benefits  the  girls  gain  from  sports. 

“Injuries  occurred  at  a rate  of  one  every  650 
participation  hours.  It  is  difficult  to  imagine  any  acti- 
vity that  would  not  result  in  one  injury  for  every  650 
hours.” 


UNVACCINATED  PERSONS  STILL  RISK  CONTRAC- 
TING POLIO 

CHIC.\ííO  — There  is  a group  of  unvaccinated 
persons  in  the  United  States  that  is  still  at  risk  of  con- 
tracting poliomyelitis,  savs  a report  in  the  May  26 
Journal  of  the  .American  Medical  Association. 

The  number  of  new  polio  cases  has  fallen  to  very 
few  —only  seven  in  1975  — as  the  result  of  mass  polio 
vaccinations  carried  out  with  the  Salk  vaccine  from  1955 
to  1961  and  with  the  Sabin  oral  vaccine  subsequently, 
Drs.  PTederick  G.  Basilico  of  the  VA  Hospital  at  West 
Roxburv,  Mass.,  and  James  L.  Bernat  of  Dartmouth- 
Hitchcock  Medical  Genter,  Hanover,  N.  H.,  point  out. 

Some  of  the  new  cases  today  are  associated 
with  the  vaccine  itself,  they  declare.  The  New  h'ngland 
physicians  describe  the  case  of  a 30-year-old  New 
England  farmer  who  contracted  polio  after  his  four- 
month-old  son  received  the  oral  vaccine.  The  farmer, 
who  had  not  been  vaccinated  himself,  was  left  with 
a f)artially  crippled  leg. 

The  vaccine-associated  cases  are  seen  only  with 
the  oral  vaccine,  and  not  with  the  Salk  vaccine,  Drs. 
Basilico  and  Bernat  say. 
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Another  article  in  the  same  issue  of  the  Journal 
discusses  the  impact  of  booster  polio  vaccinations  from 
one  to  14  years  after  the  initial  series.  Col.  James  W. 
Bass,  U.  S.  Army  Medical  Corps,  of  Tripler  Army  Me- 
dical Center,  Honolulu,  and  colleagues,  declare  that 
polio  booster  vaccination  five  to  six  years  after  the 
last  series  may  augment  immunity. 

Dr.  Bass’  findings  support  the  recommendations 
that  boosters  should  be  given  to  children  just  before 
school  entry,  and  offered  to  persons  who  plan  to  travel 
in  areas  where  the  disease  is  still  prevalent,  he  says. 


WOMEN  MED  STUDENTS  KEEP  UP  WITH  MEN 

CHIC.4G0  — Once  again  women  have  proved 
that  theycan  hold  their  own  with  the  men  in  the  world 
of  medicine. 

This  time  the  study  involved  men  and  women 
medical  students  at  the  University  of  Kansas  Medical 
Center,  Kansas  City,  Kan.  The  students  were  followed 
closely  through  a three-month  junior  year  period  in- 
volving a clinical  clerkship  in  medicine. 

There  were  no  significant  differences  in  final 
course  grades  between  the  two  sexes,  say  Drs.  Frede- 
rick F.  Holmes  and  Grace  E.  Holmes  and  Ms.  Ruth 
Hassanein  of  the  medical  center. 

Performances  in  wards  and  clinics  and  on  writ- 
ten and  oral  examinations  was  also  without  significant 
differences. 

“Gender  would  appear  to  have  no  relationship 
to  medical  student  performance  in  this  clinical  clcrk- 
shi[),”  they  write. 

An  accompanying  editorial  catalogs  the  long 
struggle  of  women  to  win  equal  treatment  in  admis- 
sion to  medical  schools  and  as  physicians  after  gra- 
duation. 

“The  battle  of  the  sexes  for  superiority  is  an 
eternal  and  unresolved  one,”  declares  Marlys  Hearst 
Witte,  Ml),  of  the  University  of  Arizona  College  of 
Medicine,  Tucson. 

“Whether  one  looks  at  general  intelligence,  crea- 


tivity, and  cognitive  tests  of  style,  or  sociability,  love, 
empathy,  emotionality,  dependence  and  nuturance, 
the  competing  sexes  show  far  more  similarities  than 
any  questionable  and  overlapping  differences,”  says 
Dr.  Witte. 


AMA  ANNOUNCES  $5,000  GRANT  FOR  JOUR- 
NALISM FELLOWSHIPS 

CHICAGO  — The  American  Medical  Associa- 
tion has  awarded  a grant  of  .15,000  to  the  Council 
for  the  Advancement  of  Science  Writing  in  support 
of  the  Nate  Haseltine  Fellowship  Program  in  scien- 
tific writing. 

The  grant  will  provide  fellowships  of  up  to  $1,500 
a year  to  working  journalists  and  journalism  students 
who  wish  to  pursue  a career  in  science  writing. 

The  fellowship  program  replaces  the  AM.A’s 
13-year  Journalism  awards  program  in  which  awards 
totaling  $5,000  each  year  were  presented  for  outstand- 
ing reporting  and  writing  on  the  science  and  art  of  me- 
dicine. 

The  new  fellowship  program  will  continue  the 
AMA’s  interest  in  supporting  American  journalism 
that  contributes  to  a better  understanding  of  medicine 
and  health,  declared  James  H..  Sammons,  MD,  AMA 
executive  vice  president,  in  announcing  the  award. 

The  program  will  be  administered  by  the  Council 
for  the  Advancement  of  Science  Writing.  Application 
blanks  and  further  information  are  available  from  Wi- 
lliam J.  Cromie,  executive  director,  CASW,  618  N. 
Elmwood,  Oak  Park,  111.  60302. 

The  program  is  named  in  honor  of  the  late  Nate 
Haseltine,  long  time  leading  American  science  writer. 
Working  journalists  with  two  years  or  more  of  expe- 
rience who  wish  to  specialize  in  science  writing  or  to 
upgrade  their  skills  may  apply.  Journalists  working 
full-time  can  apply  for  fellowship  funds  for  part-time 
schooling  or  self-directed  study.  The  study  program 
would  involve  working  with  an  experienced  science 
writer  and  receiving  funds  for  reference  materials  and 
travel  to  scientific  meetings. 

Students  applicants  mu.st  have  undergraduate 
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degrees  in  journalism  or  science  and  prove  to  the  sa- 
tisfaction of  a selection  committee  that  they  have  the 
motivation  and  ability  to  become  science  writers. 


RESIDENT  PHYSICIANS  SECTION  TO  BE  INAU- 
GURATED BY  AMA 

Health  care  costs  and  methods  to  prevent  phy- 
sician impairment  are  two  major  issues  which  will  be 
examined  by  the  Resident  Physicians  Section  of  the 
American  Medical  Association  when  the  group  con- 
venes for  the  first  time  at  the  annual  convention  of 
the  medical  association  in  San  Francisco  in  June. 

The  Resident  Physicians  Section,  developed 
over  the  past  five  years,  will  be  the  forum  in  which 
representatives  of  the  nation’s  60,000  young  phy- 
sicians in  residency  training  programs  may  study  na- 
tional health  care  problems  and  present  tbeir  views 
to  the  AMA  House  of  Delegates. 

At  present,  about  11,000  residents  are  mem- 
bers of  the  new  special  section,  which  will  be  inau- 
gurated at  the  126th  annual  convention  by  AMA  Chair- 
man of  the  Board  Raymond  T.  Holden,  MD. 

The  Resident  Physicians  Section,  under  this 
year’s  chairman,  Gaylord  Nordine,  MD  of  Des  Moines, 
Iowa,  has  planned  its  own  two-day  program,  choosing 
to  deal  with  what  the  residents  feel  are  two  of  the 
profession’s  most  pressing  concerns  — the  cost  of  me- 
dical care,  and  the  increasing  recognition  of  the  exis- 
tence of  physicians  whose  use  of  alcohol  or  drugs  or 
whose  development  of  emotional  problems  may  lead 
to  impairment  of  skills  and  ability. 

“The  stress-filled  life  of  the  physician  actually 
has  its  beginning  during  the  residency  years,”  says  Dr. 
Nordine.  “The  demands  on  the  resident  — the  drive 
for  excellence,  the  striving  for  perfection,  the  long 
hours,  the  pace  — make  stress  an  overriding  factor  in  the 
residency  program.  The  resident  comes  to  feel  stress 
as  a part  of  his  or  her  training,  and  many  physicians 
then  cariA'  on  with  this  stress  throughout  their  profes- 
sional lives.” 

The  Resident  Physicians  Section  members.  Dr. 
Nordine  explained,  will  seek  to  make  resident  physi- 


cians aware  of  the  hazards  of  stress  in  the  medical 
profession  and  how  they  must  guard  against  later  im- 
pairment. Not  only  will  the  aim  be  to  assist  residents 
and  their  families  to  prevent  impairment,  but  the  young- 
er physicians  eventually  hope  to  join  with  the  younger 
members  of  other  professions  to  examine  how  stress 
may  lead  to  impairment  and  to  work  together  toward 
prevention. 

“The  residents  want  to  examine  their  own  situa- 
tion first,”  Dr.  Nordine  said,  “and  then  see  where  and 
how  they  can  share  their  findings  and  recommendations 
with  other  young  professionals  in  the  same  demanding 
circumstances.” 

In  the  cost  containment  program  planned  by  the 
Resident  Physicians  Section,  the  residents  will  study 
their  role  in  helping  to  curtail  health  care  costs. 

“The  resident  physician  — now  numbering  one 
out  of  every  six  doctors  in  tbe  country  — is  not  only 
getting  more  and  more  active  in  the  American  Medical 
Association,”  Dr.  Nordine  said,  “but  is  coming  more 
and  more  to  realize  his  or  her  responsibility  in  helping 
to  hold  down  the  cost  of  medical  and  health  care.” 

Of  the  11,000  Resident  Physician  Section  mem- 
bers, about  120  are  expected  to  register  in  San  Francisco 
for  the  official  convening  of  their  section.  For  each  100 
members  or  fraction  thereof  in  each  state,  one  delegate 
with  voting  power  will  attend  the  annual  convention. 
There  is  also  a section  representative,  with  voting  privi- 
leges, in  the  AMA  House  of  Delegates. 

Dr.  Nordine  will  complete  his  term  as  chairman 
at  the  convention,  and  the  first  slate  of  officers  will  be 
elected  to  head  the  section,  along  with  members  to  serve 
on  the  group’s  governing  council. 


AMERICANS  MA  Y HA  VE  TOO  MUCH  IRON  IN  DIET 

CHICAGO  — .Americans  may  already  have  too 
much  iron  in  their  daily  diet,  and  there  certainly  is  no 
justification  for  further  fortification  of  foods  with  iron, 
says  an  editorial  in  the  May  12  Journal  of  the  .American 
Medical  Association. 

Too  much  iron  may  trigger  a serious  hereditary 
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illlH  ■ss  known  as  luMnochroinatosis.  Heinocliromalosiíi 
causes  ílraslic  clianjics  ¡n  skin  color,  diabetes,  liver  trou  - 
bles and  heart  failure.  l'ntreat<  (l,  it  is  fatal.  Treatinenl- 
is  prolonged  and  difficult,  entailing  bbu'ding  the  paticnit 
weekly  for  up  to  two  or  more  years. 

The  addition  of  extraneous  chemicals  to  our  diet 
is  a topic  of  acrimouious  controversy,  says  William  fl. 
Crosby,  Ml),  in  the  editorial.  Dr.Ooshy  is  with  the 
Scripps  (Jlinic  and  Research  Foundation,  l,a  Jolla,  Calif., 
and  is  a member  of  the  J A.MA  editorial  board. 

Food  additives,  by  and  large,  have  prohahlv  done 
more  good  than  harm.  Iodine  in  salt  to  prevent  goiter 
and  vitamin  I)  in  milk  to  prevent  rickets  are  two  good 
examples.  Salt  in  baby  food  and  sugar  in  breakfast  food 
are  tw  o examples  not  so  good,  says  Dr.  Crosby. 

The  fortification  of  food  with  iron  is  a problem 
more  complex  than  most  others.  It  is  intended  to  pre- 
vent iron  deficiency  , and  the  target  population  is  mens- 
truating w omen,  he  points  out. 

Women  get  rid  of  substantial  quantities  of  iron 
during  menstruation.  The  disorder  of  too  much  iron  is 
largely  a disease  of  men.  Hemochromatosis  is  a heredita- 
ry disease.  Those  who  urge  caution  in  mandating  increa- 
sed fortification  of  the  American  diet  suspect  that 
iron  may  be  detrimental  to  men  who  have  inheri- 
ted the  tendency  to  accumulate  too  much  iron  in 
the  body.  Dr.  Crosby  says. 

The  editorial  is  in  comment  on  a scientific 
research  study  published  in  the  same  issue,  in  which 
Swedish  doctors  report  on  a screening  program  to 
determine  iron  content  in  a population  group.  Five 
percent  of  the  men  had  elevated  iron  levels,  and  in 
two  percent  the  level  was  so  high  that  they  were 
in  the  early  stage  of  the  disease.  No  women  had  iron 
overload. 

“In  Sweden,  42  percent  of  the  iron  in  the  diet 
is  lorlification  iron.  In  the  United  States,  at  the  present 
time,  an  estimated  2.')  percent  of  American  dietary 
iron  derives  from  fortification.  Perhaps  we  have  come 
too  far  already.” 

Discussion  has  been  under  way  in  the  United 
States  since  1970  regarding  additional  iron  fortifica- 
tion of  Hour,  under  a proposal  of  the  Food  and  Drug 
Administration.  The  regulation  has  not  yet  been  adop- 
ted. 


ABANDON  RADICAL  MASTECTOMY  FOR  BREAST 


CANCER,  EXPERTS SA  Y 

CHIC.AGO  — Radical  mastectomy  for  breast 
cancer  does  not  increase  survival  compared  to  more 
conservative  operations  and  should  he  abandoned 
except  in  special  circumstances,  says  a report  in  the 
current  (April)  issue  of  Archives  of  Surgery,  a scien- 
tific journal  of  the  American  Medical  Association. 

“The  question  of  what  operation  to  use  in  the 
treatment  of  cancer  of  the  breast  has  long  been  de- 
bated,” say  a team  of  Rockford,  Illinois  specialists. 

Drs.  Alfred  C.  Meyer  and  Simmons  S.  Smith 
of  Rocklord  School  of  Medicine  and  Ms.  Meredith 
Potter  of  Rockford  College,  have  surveyed  all  wo- 
men operated  on  in  Rockford  for  breast  cancer  from 
1924  to  1972  who  could  be  followed  for  at  least  five 
years  after  surgery.  Most  of  the  patients  were  followed 
for  ten  years,  or  until  death. 

Many  different  surgeons  were  involved,  and 
each  used  the  type  of  operation  he  thought  best.  So- 
me were  radical  mastectomy,  some  simple  mastecto- 
my, some  modified  radical  mastectomy  and  a few 
simple  removal  of  lumps. 

“An  analysis  of  1,686  surgically  treated  car- 
cinomas of  the  breast  in  one  community  showed  no 
statistically  significant  differences  in  five  and  ten- 
year  survival  for  simple,  modified  radical,  or  radical 
mastectomy,”  the  researchers  conclude. 

Likelihood  of  cancer  developing  in  the  opposi- 
te hreast  decreased  from  21  percent  among  women 
younger  than  age  30  to  5 percent  among  those  80  or 
older.  Average  for  the  entire  group  was  8 percent. 

There  is  no  appreciable  difference  in  ten-year 
survival  in  the  age  range  of  35  to  75  years,  but  the 
disease  seems  milder  in  older  women  who  approach 
their  normal  life  expectancy,  they  say. 


BEHAVIOR  MODIFICATION  AIDS  OBESE  CHIL- 
DREN TO  REDUCE 

CHICAGO  — Behavioral  therapy  offers  new 
promise  in  helping  obese  children  to  get  rid  of  the 
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excess  pounds,  says  a report  in  the  current  (April) 
issue  of  American  Journal  of  Diseases  of  Children, 
a publication  of  the  American  Medical  Association. 

Obesity  is  one  of  the  most  refractory  health 
problems  facing  the  physician  today,  say  Drs.  Kelly 
D.  Brownell  and  Albert  J.  Stunkard  of  the  Univer- 
sity of  Pennsylvania  Medical  School,  Philadelphia. 

Thirty  percent  of  men  and  40  percent  of  wo- 
men aged  40  to  49  have  been  considered  obese  by  the 
criterion  of  weighing  20  percent  more  than  desirable 
weight,  Drs.  Brownell  and  Stunkard  point  out. 

“At  least  25  percent  of  all  children  are  obese,” 
they  declare.  And  obese  children  are  likely  to  grow 
up  obese  adults,  with  its  consequent  health  problems 
of  diabetes,  high  blood  pressure  and  coronary  heart 
disease. 

Childhood  obesity  can  have  devastating  social 
and  emotional  consequences.  Obese  children  are  often 
the  target  of  peer  abuse,  and  often  have  problems 
within  the  family. 

Kindergarten  children  actively  dislike  chubbi- 


ness in  their  peers.  Obese  high  school  students  suffer 
discrimination  in  college  acceptance.  And  obesity 
is  associated  with  a poor  self-image. 

The  doctors  report  on  experimental  studies 
in  teaching  behavior  modification  to  children  to  help 
them  lose  weight. 

Children  keep  daily  logs  of  what  they  eat,  and 
estimates  of  its  caloric  content.  Children  are  seated 
at  different  tables,  where  they  are  served  low  calorie, 
nutritionally  balanced  meals.  They  are  taught  to  slow 
down  the  rate  of  eating,  by  such  methods  as  putting 
down  the  utensils  between  bites. 

The  central  element  in  behavioral  weight  con- 
trol is  slowing  the  rate  of  eating.  Slower  rate  helps 
obese  people  control  their  food  intake,  say  Drs.  Brow- 
nell and  Stunkard. 

“There  is  every  reason  to  believe  that  behavior 
modification  will  play  an  increasingly  important  part 
in  the  treatment  of  childhood  obesity  and,  indeed, 
in  many  aspects  of  pediatric  practice,”  they  declare. 
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Oficinas  para  Alquiler.  Magnífica  Localización  con  Park- 
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1600  p/c  aprox.  - renta  $750.00.  800  p/c  aprox.  segun- 
da planta  - renta  $350.00.  Inf.  y cita  para  verlas  con  la 
Sra.  Amador,  Tels.  790-5704,  764-8161  y 763-4808. 


Solicitamos  los  servicios  - Médicos  Otorrinolaringólogos 
Departamento  Servicios  Sociales,  Programa  Determina- 
ción Incapacidad.  Para  más  información:  Director  Mé- 


dico. Teléfonos  754-8910  - 754-8989  - Ext.  251.  Infor- 
mes deben  incluir  historial  detallado  de  la  condición 
existente.  Examen  de  Oídos,  Nariz  y Garganta,  Audio- 
grama y Pruebas  Calóricas. 


OFICINA  A LA  VENTA 

Condominio  Las  Américas  Professional  Center,  Ave. 
Domenech  400,  820  sq.  ft.  - 3er  Piso.  Decorada  - Precio 
atractivo.  Inf.  Tel.  723-1819  o 767-8015. 
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Each  capsule  contains 
5 mg  chlordiazepoxide  HCl  and 
2.5  mg  clidinium  Br. 


Librax  is  unique  among  G.l.  medications  in  providing 
the  specific  antianxiety  action  of  Librium®  (chlordiaz- 
epoxide HCl)  as  well  as  the  potent  antisecretory  and 
antispasmodic  actions^f  Quarzan®  (clidinium  Br)  for 
adjunctive  therapy  of  irrit§ib!e  jDowel  syndrome*  and 
duodenal  ulcer.* 
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* Librax  has  been  evaluated  as  possibly  effective  for  this  Indication. 
Please  see  brief  summary  of  prescribing  information  on  following  page. 
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Librax* 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br. 

Please  consult  complete  prescribing  information,  a 
summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the 
treatment  of  peptic  ulcer  and  in  the  treatment  of  the 
irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation. 

Contraindications:  Glaucoma;  prostatic  hypertrophy,  be- 
nign bladder  neck  obstruction;  hypersensitivity  to  chlor- 
diazepoxide HCI  and/or  clidinium  Br. 

Vi^rnings:  Caution  patients  about  possible  combined  ef- 
fects with  alcohol  and  other  CNS  depressants,  and 
against  hazardous  occupations  requiring  complete  mental 
alertness  {e  g.,  operating  machinery,  driving).  Physical  and 
psychological  dependence  rarely  reported  on  recom- 
mended doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI)  to  known  addiction-prone  individu- 
als or  those  who  might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions)  reported  following  discon- 
tinuation of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  ataxia,  oversedation, 
confusion  (no  more  than  2 capsules/day  initially;  increase 
gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  pharmacology 
of  agents,  particularly  potentiating  drugs  such  as  MAO  in- 
hibitors, phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence 
of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  ef- 
fects on  blood  coagulation  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax. 

When  chlordiazepoxide  HCI  is  used  alone,  drowsiness, 
ataxia,  confusion  may  occur,  especially  in  elderly  and  de- 
bilitated; avoidable  in  most  cases  by  proper  dosage  ad- 
justment, but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased 
libido — all  infrequent,  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  typical  of 
anticholinergic  agents, /.e.,  dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets 
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Apre^line 

(li^dralazine) 


Avoids  many  troublesome  side 
effects  that  limit  daily  activities 

Added  to  your  usual  diuretic, 
Apresoline  helps  lower  blood  pressure 
without  many  of  the  problems  asso- 
ciated with  adrenergic  inhibitors  or 
beta  blockers:  sexual  dysfunction, 
drowsiness,  lethargy,  and  sedation  are 
unlikely  to  occur.  Postural  hypoten- 
sion is  rare. 

Acts  on  main  hemody- 
namic abnormality 


internal  elastic  membrane 
endothelial  cell 


Compatible  with 
a diuretic  and  virtually  all 
antihypertensive  regimens 

Differing  in  action  from  most  other  oral 
antihypertensives,  Apresoline  often  enhances 
and  complements  their  effectiveness  — thus 
permitting  lower  individual  dnig  dosages. 
Accompanying  a fall  in  blood  pressure 
from  Apresoline  is  an  increase  in  cardiac 
rate  and  output.  As  with  any  antihypertensive 
agent,  use  with  caution  in  patients  with  ad- 
vanced renal  damage.  Contraindicated  in 
coronary  artery  disease. 


Through  direct  relaxation  of  arte- 
riolar smcx)th  muscle,  Apresoline  works  by 
lowering  excessive  peripheral  resistance  — the 
main  hemodynamic  disturbance  in  most 
hypertension. 


Please  turn  page  lor  bnel  prescribing  information. 


Apresoline®  hydrochloride 

(hydralazine  hydrochloride) 

TABLETS 

INDICATIONS 

Essential  hypertension,  alone  or  as  an  adjunct. 

CONTRAINDICATIONS 

Hypersensitivity:  coronary  artery  disease;  mitral  val- 
vular rheumatic  heart  disease. 

WARNINGS 

Hydralazine  may  produce  in  a few  patients  a clini- 
cal picture  simulating  systemic  lupus  erythematosus. 
In  such  patients  hydralazine  should  be  discontinued 
unless  the  benefit  to  risk  determination  requires 
continued  antihypertensive  therapy  with  this  drug. 
Symptoms  and  signs  usually  regress  when  the  drug 
is  discontinued  but  residua  have  been  detected 
many  years  later.  Long-term  treatment  with  steroids 
may  be  necessary. 

Complete  blood  counts,  L E.  cell  preparations  and 
antinuclear  antibody  titer  determinations  are  indi- 
cated before  and  periodically  during  prolonged 
therapy  even  though  patient  is  asymptomatic. 

These  studies  are  also  indicated  in  the  presence  of 
any  unexplained  symptoms. 

A positive  antinuclear  antibody  titer  and/or  positive 
L.E.  cell  reaction  requires  that  the  physician  care- 
fully weigh  the  implications  of  the  test  results 
against  the  benefits  to  be  derived  from  antihyper- 
tensive therapy  with  hydralazine. 

Use  MAO  inhibitors  with  caution. 

Usage  in  Pregnancy 

Animal  studies  indicate  that  high  doses  of  hydral- 
azine are  teratogenic  in  mice,  possibly  in  rabbits, 
and  not  in  rats.  Although  clinical  experience  does 
not  include  any  positive  evidence  of  adverse  effects 
on  the  human  fetus,  hydralazine  should  be  used 
during  pregnancy  only  If  the  benefit  clearly  justifies 
the  potential  risk  to  the  fetus. 


PRECAUTIONS 

Use  cautiously  in  suspected  coronary  artery  or 
other  Cardiovascular  diseases,  cerebral  vascular 
accidents,  and  advanced  renal  damage.  Postural 
hypotension  may  occur,  and  the  pressor  response 
to  epinephrine  may  be  reduced. 

Peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling,  has  been  obsen/ed. 
Published  evidence  suggests  an  antipyridoxine 
effect  and  addition  of  pyridoxine  to  the  regimen  if 
symptoms  develop. 

Blood  dyscrasias,  consisting  of  reduction  in  hemo- 
globin and  red  cell  count,  leukopenia,  agranulocy- 
tosis, and  purpura,  have  been  reported  rarely. 

If  such  abnormalities  develop,  discontinue  therapy. 
Periodic  blood  counts  are  advised  during  pro- 
longed therapy. 

ADVERSE  REACTIONS 
Common:  Headache;  palpitations:  anorexia; 
nausea;  vomiting;  diarrhea;  tachycardia;  angina 
pectoris.  Less  frequent:  Nasal  congestion;  flushing; 
lacrimation;  conjunctivitis;  peripheral  neuritis,  evi- 
denced by  paresthesias,  numbness,  and  tin- 
gling; edema;  dizziness;  tremors;  muscle  cramps; 
psychotic  reactions  characterized  by  depression, 
disorientation,  or  anxiety;  hypersensitivity  (including 
rash,  urticaria,  pruritus,  fever,  chills,  arthralgia, 
eosinophilia,  and,  rarely,  hepatitis);  constipation;  dif- 
ficulty in  micturition;  dyspnea;  paralytic  ileus;  lymph- 
adenopathy;  splenomegaly;  blood  dyscrasias,  con- 
sisting of  reduction  in  hemoglobin  and  red  cell 
count,  leukopenia,  agranulocytosis,  and  purpura; 
hypotension;  paradoxical  pressor  response. 
DOSAGE 

Initiate  therapy  in  gradually  increasing  dosages;  ad- 
just according  to  individual  response.  Start  with  10 
mg  4 times  daily  for  the  first  2 to  4 days,  increase  to 
25  mg  4 times  daily  for  balance  of  first  week.  For 
second  and  subsequent  weeks,  increase  dosage  to 
50  mg  4 times  daily.  For  maintenance,  adjust  dosage 
to  lowest  effective  level. 
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tensive effect.  In  such  cases,  a lower  dosage 
of  Apresoline  combined  with  a thiazide,  reserpine, 
or  both  may  be  considered.  However,  when 
combining  therapy,  individual  titration  is  essential 
to  insure  the  lowest  possible  therapeutic  dose  of 
each  drug. 
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EFECTOS  FUNCIONALES  A CORTO  PLAZO  DE  LA 
RADIACION  SOBRE  TEJIDO  PULMONAR  NORMAL 

1 2^1 
A.  E.  Lanaro,  MD,  A.  Elias  de  Alonso,  MD,  A.  Bosch,  MD  y R.  Dietrich,  MD 


Resumen:  Treinta  y dos  pacientes  irradiados  al 
tórax  fueron  estudiados  para  determinar  el 
efecto  de  la  irradiación  en  el  tejido  pulmonar 
sano  hasta  tres  meses  después  de  radioterapia. 
Veintiséis  eran  casos  de  carcinoma  de  la  ma- 
ma, 4 de  enfermedad  de  Hodgkin,  1 linfoma 
histiocítico  y 1 carcinoma  del  estómago.  Antes 
del  tratamiento  todos  los  pacientes  tenían 
pulmones  normales  según  examen  físico,  ra- 
diografía del  tórax,  gamagrama  de  perfusión 
y función  pulmonar  en  diez  casos  en  que  ésta 
fue  determinada.  Los  pacientes  recibieron 
tratamiento  con  una  fuente  de  cobalto.  El 
promedio  de  irradiación  a los  pulmones  fue 
de  4,690  rads.  La  duración  del  tratamiento 
fue  de  5 semanas.  Los  estudios  se  repitieron 
a la  mitad  del  tratamiento,  al  final  del  mis- 
mo, un  mes,  y tres  meses  después  de  finalizado 
éste.  De  los  32  pacientes,  30  se  estudiaron 
hasta  el  final  de  la  terapia,  25  hasta  un  mes 
después  y 18  hasta  3 meses  después  de  ter- 
minar la  irradiación.  Veintidós  pacientes  mos- 
traron disminución  de  la  perfusión  en  el  área 
de  irradiación.  Diez  no  presentaron  cambios. 


0 De  la  División  de  Medicina  Nuclear  del  Centro  para 
EstudSos  Energéticos  y Ambientales  de  la  UPR,  2)  del  Labora- 
torio de  Función  Pulmonar,  Hospital  Universitario  del  Centro 
Médico  de  P.  R.  y 3)  del  Departamento  de  Radiología  de  la 
Universidad  de  Wisconsin. 
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royalty-free  license  in  and  to  any  copyrights  covering  this 
paper,  with  the  right  to  authorize  others  to  reproduce  all  or 
^ any  part  of  the  copyrighted  paper.  ” 


De  los  22  que  mostraron  cambios,  en  2 éstos 
aparecieron  a mitad  de  tratamiento,  en  9 al 
final  del  mismo,  en  7 al  mes  y en  4 a los  tres 
meses  de  fínalizar  la  terapia.  En  ninguno  se 
observó  recuperación  posteriór.  A algunos 
de  estos  pacientes  se  les  hizo  estudios  de  fun- 
ción pulmonar  y gamagrama  de  ventilación 
después  del  tratamiento.  Un  grupo  de  estos 
pacientes  continúan  en  observación  para  ver 
cambios  a largo  plazo. 

Summary:  The  study  included  32  patients 

with  chest  irradiation  to  see  the  effects  of 
this  irradiation  on  the  healthy  pulmonary 
tissue  tiU  3 months  after  radiotherapy.  Twen- 
ty-six cases  were  Ca  of  breast,  4 Hodgkin’s 
disease,  1 histiocytic  lymphoma  and  1 Ca  of 
stomach.  Before  the  treatment  all  the  pa- 
tients had  normal  lungs  as  shown  by  physi- 
cal examination,  chest  x-rays,  perfusion  scan- 
nings and  in  10  cases  normal  pulmonary  func- 
tion. The  patients  received  treatment  with 
a Cobalt  source.  The  average  of  irradiation 
to  the  lungs  was  4,690  rads.  The  treatment 
duration  was  5 weeks.  The  studies  were  per- 
formed in  the  middle  of  the  treatment,  at  the 
end,  a month  and  3 months  after  the  end  of 
it.  From  the  32  patients,  30  were  studied 
till  the  end  of  therapy,  25  till  1 month  later 
and  18  till  3 months  after  finishing  the  irradia- 
tion. Twenty-two  patients  showed  diminished 
perfusion  at  the  irradiated  area.  Ten  didn’t 
present  changes.  Out  of  22  with  changes,  2 
showed  them  in  the  middle  of  the  treatment, 
9 at  the  end  of  it,  7 a month  later  and  4,  3 
months  after  therapy.  No  one  showed  pos- 
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Figura  1 ; Paciente  operada  de  carcinoma  de 
seno  izquierdo.  Gamagrama  de  perfusión  pulmonar 
antes  de  irradiación.  De  aspecto  normal  con  cardio- 
megalia. 


terior  recovery.  In  sonte  of  these  patients, 
pulmonary  function  studies  and  ventdation 
scans  were  performed  after  treatment.  A group 
of  these  patients  continue  under  observation 
to  see  late  changes. 

Son  relativamente  poco  conocidos  los 
efectos  funcionales  de  la  radiación  sobre  el 
pulmón  humano  normal.  Alteraciones  histo- 
lógicas y radiográficas  tempranas  y tardías  fue- 


ron estudiadas  mayormente  en  animales  ex- 
perimentales (1-5).  Hay  informes  sobre  cam- 
bios en  la  función  pulmonar  mostrando  reduc- 
ción en  volúmenes  pulmonares  y en  la  capa- 
cidad de  difusión  además  de  dichas  altera- 
ciones histológicas  y radiográficas  (6-8),  en 
la  mayor  parte  de  los  casos  producidos  con 
dosis  altas  de  radiación.  Sin  embargo,  la  ma- 
yoría de  los  informes  enfatizan  lo  leve  de  los 
cambios  funcionales  (9-12).  La  mayoría  de  los 
estudios  clínicos  se  realizaron  en  pacientes 
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Figura  2 : La  misma  paciente  un  mes  después 
de  irradiada.  Gamagrama  de  perfusión  con  marcada 
hipoactividad  en  ápice  de  pulmón  izquierdo. 


con  carcinoma  de  pulmón  donde  el  órgano 
está  ya  patológicamente  alterado  y en  una 
situación  anormal.  Son  pocos  los  estudios 
recientes  relacionados  a la  irradiación  de  pul- 
món sano  (13)  y la  intención  de  este  trabajo 
es  presentar  los  efectos  producidos  por  dosis 
de  niveles  terapéuticos  en  humanos  con  pul- 
món normal. 

Para  observar  dichos  efectos  hemos  to- 
mado un  grupo  de  pacientes  que,  por  lesiones 
malignas  no  pulmonares,  debían  ser  irradia- 


dos en  forma  tal  que  el  pulmón,  normal,  re- 
cibiría radiación  en  un  área  determinada.  A 
esos  pacientes  se  les  realizó  un  gamagrama 
de  perfusión  pulmonar  con  macroagregados 
de  seroalbúmina  antes,  a mitad  y al  finalizar, 
y un  mes  y tres  meses  después  de  finalizado 
el  tratamiento,  o sea  un  total  de  cinco  estudios 
por  paciente  en  forma  similar  a la  que  parte 
de  los  autores  de  este  trabajo  (A.E.L.  y A.B.) 
utilizaron  para  estudiar  y hallar  cambios  en  la 

función  de  la  glándula  tiroidea  normal.  (14- 
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Figura  3:  Paciente  con  enfermedad  de  Hodgkin. 
Gamagrama  de  perfusión  pulmonar  (vista  posterior) 
antes  de  irradiación.  Imagen  de  aspecto  normal 


16).  A un  grupo  de  ellos  se  les  hizo  además 
otros  estudios  de  función  pulmonar  y gama- 
grama  de  ventilación. 

Material  y Métodos 

Se  comenzaron  54  pacientes  de  los  que  se  pudie- 
ron seguir  y analizar  32  por  un  período  que  va  de  3 
semanas  de  comenzado  a 3 meses  de  finalizado  el  tra- 
tamiento. De  ellos  29  eran  mujeres  y 3 hombres,  con 
una  edad  promedio  de  46.4  años  (entre  20  y 71).  Los 
diagnósticos  qtie  originaron  dicho  tratamiento  son 
presentados  en  la  Tabla  1. 


Tabla  I 
Diagnóstico 


Ca  de  mama 

Derecho 
Izquierdo 
Enfermedad  de  Hodgkin 

Ca  de  estómago 

Linfoma 

Total 
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Figura  4:  El  mismo  paciente  3 meses  después 
de  irradiado  mediastino.  Gamagrama  de  perfusión 
(vista  posterior)  muestra  hipoactividad  en  los  bordes 
pulmonares  mediastinales. 


Los  22  pacientes  eliminados  del  estudio  eran 
de  características  similares  a las  de  los  que  han  sido 
incluidos  — edad  promedio  4.5.6  años  (rango  de  C a 
71);  17  mujeres  y 5 hombres;  con  dosis  promedio 
de  4310  rads;  con  diagnósticos  de  Ca  de  mama  1.1, 
Hodgkin  4,  linfornas  3,  Ca  de  esófago  1 y Tumor 
de  Wilms  I. 

Los  motivos  [lara  retirar  los  casos  del  grupo 
fueron  los  siguientes: 

a)  l’or  no  llenar  el  requisito  básico  de  tener 
pulmón  sano  antes  de  irradiar  — gama- 


grama  de  perfusión  inicial  anormal  — 13 
pacientes  (con  alteraciones  debidas  a me- 
tástasis pulmonares,  compresión  por  ma- 
sas mediastinales,  radioterapia  previa  del 
lado  ojiuesto  por  carcinoma  bilateral  de 
seno). 

b)  Por  no  hacer  el  gamagrama  previo  a te- 
rapia sino  haber  .sido  estudiados  recién 
en  medio  del  tratamiento  — 5 pacientes. 
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Figura  5:  Paciente  operada  de  carcinoma  de 

seno  derecho.  Gamagrama  de  ventilación  pulmonar, 
(vista  posterior).  Arriba;  antes  de  irradiación.  De 
aspecto  normal.  Abajo:  después  de  irradiación,  mode- 
rada hipoactividad  en  ápice  de  pulmón  derecho. 


c)  Que  no  regresaron  a estudio  después  del 
inicial  — 3 pacientes. 

d)  Muerto  en  el  período  de  terapia-1  paciente. 
El  tratamiento  fíie  administrado  en  la  División 

de  Radiología  Oncológica  del  dentro  para  Estudios 


Energéticos  y .Ambientales  (antes  Centro  Nuclear  de 
Puerto  Rico)  mediante  una  fuente  de  ^^Co  (El  Do- 
rado 8000  Ci).  El  promedio  de  radiación  recibida  fue 
de  4690  rads  (Tabla  II)  y el  tamaño  del  campo  de 
irradiación  varió  entre  100  v 300  cm“. 
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Tabla  II 

Distribución  de  los  Pacientes  en  Relación  a 
Dosis  Recibida 

3000  rads 1 paciente 

4000  rads 6 pacientes 

4500  rads 5 pacientes 

5000  rads 20  pacientes 


A estos  pacientes  se  les  estudió  la  perfusión 
pulmonar  mediante  la  inyección  intravenosa  de  ma- 
croagregados  de  albúmina  o gelatina  marcados  con 
99mTc  y obteniendo  la  imagen  con  el  paciente  sen- 
tado en  una  Cámara  Gamma  o con  el  paciente  acos- 
tado en  un  gamágrafo  lineal,  haciéndolas  en  el  mismo 
paciente  siempre  en  la  misma  posición.  El  plan  de 
estudio  fue  una  prueba  antes  de  comenzar  la  radio- 
terapia, otra  en  el  medio  de  ésta,  al  final,  al  mes  y 
a los  3 meses  de  finalizada.  No  todos  los  pacientes 
concurrieron  a todas  sus  citas,  así  el  tiempo  de  segui- 
miento fue  variable  y su  distribución  se  muestra  en 
la  Tabla  III.  Dieciocho  de  los  pacientes  tuvferon  las 
cinco  pruebas  de  acuerdo  al  plan  de  estudio. 


Tabla  III 

Distribución  de  los  Casos  en  Relación  al  Nú- 
mero de  Pruebas  Realizadas 


Hasta  3 meses  después 

de  terapia 18 

Hasta  I mes  después 

de  terapia 7 

Hasta  final  de  terapia 5 

Hasta  mitad  de  terapia 2 


El  área  irradiada  o de  tratamiento  se  describe 
en  la  Tabla  IV. 

Las  imágenes  fueron  interpretadas  por  dos  de  los 
autores  por  separado,  consultándose  a un  tercero  en 
caso  de  duda. 

A 9 pacientes  se  les  hizo  al  comienzo  gamagrama 
de  ventilación  con  ^^^Xe.  Todos  los  estudios  de  ven- 
tilación se  hicieron  con  el  paciente  sentado.  De  los  9 
pacientes,  uno  solamente  tuvo  el  gamagrama  inicial;  dos 
fueron  seguidos  hasta  mitad  de  la  terapia;  5 hasta  el 
final;  y 1 hasta  un  mes  después. 

A 10  pacientes  de  los  que  presentaron  perfusión 
disminuida  se  les  hizo  además  los  siguientes  estudios 


Tabla  IV 

Distribución  de  los  Casos  por  Región  Tratada 


Supraclavicular,  pared  costal  (tangencial)  y axilar 14 

Supraclavicular,  axilar  y mamaria  interna  II 

Mediastino  y axilar 2 

Infraclavicular  y axilar 1 

Hipocondrio  izquierdo I 

Mediastino I 

Supraclavicular,  axilar  y mediastino 1 

Supraclavicular  y pared  costal 1 
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de  función  pulmonar:  todos  los  volúmenes  pulmona- 
res, curva  de  expiración  forzada,  velocidades  de  flujo 
expiratorio,  capacidad  de  difusión  en  descanso  usando 
monóxido  de  carbono  y gases  arteriales.  De  éstos  se 
siguieron  5 solamente  hasta  final  del  tratamiento;  1 
hasta  el  mes  y 2 hasta  los  3 meses.  A los  2 pacientes 
restantes  se  les  hizo  función  pulmonar  a los  3 meses  pero 
no  se  tiene  información  previa  a la  terapia. 

Resultados 

Se  demostró  una  disminución  de  la  per- 
fusión en  el  área  de  tratamiento  en  22  casos 
(68.7  por  ciento)  (Fig.  1-4)  y no  se  mostraron 
cambios  en  10  de  ellos  (31.3  por  ciento).  El 
tiempo  de  aparición  de  los  cambios  figura  en 
Tabla  V. 


Tabla  V 

Aparición  de  la  Alteración 


A mitad  del  tratamiento 2 

Al  final  del  tratamiento 9 

Un  mes  después  de  ese  final 7 

Tres  meses  después 4 


No  se  observó  cambio  de  perfusión  en  los 
10  pacientes  restantes  y su  seguimiento  se 
muestra  en  la  Tabla  VI. 

Tabla  VI 

Seguimiento  de  los  Pacientes  que  no  Presen- 
taron Cambios 


Mitad  del  tratamiento 1 

Final  del  tratamiento 5 

Un  mes  después  de  ese  final ] 

Tres  meses  de  finalizar 3 


No  se  encontró  ninguna  relación  de  esta 
falta  de  efecto  con  edad,  sexo,  campo  de  irra- 
diación, dosis  recibida  o motivo  de  la  irradia- 
ción. 

Ninguno  de  los  22  pacientes  que  tuvieron 
cambios  de  perfusión  había  recuperado  al  fi- 
nal del  período  de  observación  — 18  se  siguie- 
ron hasta  3 meses  después  de  irradiados. 

El  gamagrama  de  ventilación  presentó 
disminución  de  la  misma  en  el  ápice  irradiado 
en  un  solo  caso  al  final  del  tratamiento  (Fig. 

5). 

De  los  22  pacientes  que  tuvieron  altera- 
ción de  la  perfusión  a 8 se  les  hizo  otros  estu- 
dios de  rutina  de  la  función  antes  de  empezar 
la  terapia  y después  de  terminada  la  misma. 
Ninguno  de  ellos  presentó  cambio. 

Discusión 

Este  trabajo  presenta  los  efectos  funcio- 
nales en  el  tejido  pulmonar  sano  compren- 
dido en  el  campo  de  irradiación,  en  32  pa- 
cientes irradiados  con  dosis  de  niveles  tera- 
péuticos. 

De  esos  32  casos,  22  o sea  el  68.7  por 
ciento  presentaron  cambios  en  la  perfusión, 
estudiada  por  gamagrafía.  Once  de  ellos  o 
sea  el  50  por  ciento  ya  tenían  cambios  al  fina- 
lizar la  terapia  y 18  casos  (81.8  por  ciento) 
los  tenían  al  mes  de  irradiados.  Ninguno  de  los 
seguidos  recuperó  en  el  período  de  3 meses 
en  que  fueron  estudiados.  La  frecuencia  de 
esos  cambios,  siempre  disminución  de  la  per- 
fusión, es  muy  alta  y debe  atribuirse  a la  irra- 
diación que  es  el  factor  común  a todos  los 
pacientes  en  el  área  específica  observada.  Estos 
hallazgos  de  cambios  en  la  circulación  funcio- 
nal pulmonar  están  de  acuerdo  con  los  cam- 
bios histológicos  descritos  para  las  mismas 
circunstancias  en  el  conejo  (17).  Sin  embargo, 
en  ese  mismo  trabajo  con  conejos  se  vió  recu- 
peración total  del  daño  a los  21  días  de  ter- 
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: minado  el  tratamiento  mientras  que  en  el  hom- 

bre, en  este  estudio,  no  se  ve  normalización 
' en  los  tres  meses  que  se  siguieron  parte  de  los 
pacientes. 

Alth  (13)  encontró  efectos  en  la  perfu- 
1 sión  en  el  100  por  ciento  de  los  casos  los  cuales 
aparecían  a 1500  rads,  mientras  que  Caldwell 
tuvo  una  sola  reacción  en  38  pacientes  estu- 
diados (18).  Según  nuestra  experiencia  poco 
más  del  30  por  ciento  de  los  casos  no  presen- 
taron cambios  y de  aquellos  que  los  presenta- 
ron, el  50  por  ciento  lo  hicieron  al  finalizar 
la  irradiación. 

El  área  en  que  se  observó  la  hipoperfusión 
ha  sido  en  general  el  ápice  pulmonar  del  lado 
irradiado  en  los  pacientes  de  Ca  de  mama  que 
son,  en  mucho,  la  mayoría  de  este  estudio. 
No  se  vió  alteración  fuera  del  área  irradiada 
! o en  el  área  contralateral  como  fue  mencio- 
nado en  un  trabajo  reciente  (19).  La  irradia- 
ción tangencial  de  la  pared  toráxica  al  parecer 
no  ha  producido  en  general  ningún  efecto  en 
el  parénquima  pulmonar.  Esto  apoya  las  ob- 
servaciones de  los  autores  que  propiciaron  ese 
método  como  menos  lesivo  para  el  paciente 
(20). 

En  cuanto  a los  estudios  de  rutina  de  la 
función  pulmonar,  alteraciones  en  éstos  se 
habían  demostrado  usando  técnicas  conven- 
cionales de  radioterapia  en  que  el  tejido  pul- 
monar estaba  expuesto.  Teates  (8)  en  estudios 
en  perros  encontró  cambios  que  persistieron 
por  todo  el  período  de  observación  de  207 
días.  Emergil  y colaboradores  (21)  encontra- 
ron cambios  progresivos  de  los  volúmenes 
pulmonares  y disminución  en  la  difusión. 
Estudios  más  recientes  en  pacientes  irradia- 
dos por  el  método  de  irradiación  tangencial 
han  demostrado  poco  o ningún  efecto  en  la 
función  pulmonar  (20,  22). 

De  los  ocho  pacientes  estudiados  en  este 
grupo  antes  de  la  terapia  y después  de  termi- 
nada ésta,  ninguno  demostró  cambio  alguno 
en  la  función  pulmonar. 


Es  aparente  que  el  estudio  de  la  perfu- 
sión por  gamagrafía  pulmonar  es  una  de  las 
formas  más  sensitivas  de  demostrar  altera- 
ciones en  el  tejido  pulmonar  causadas  por  la 
irradiación  del  tórax. 

Aunque  el  grupo  se  ha  reducido,  se  con- 
tinúa observando  a los  pacientes  comprendi- 
dos en  este  estudio  en  busca  de  efectos  tardíos 
o recuperación  de  los  cambios  tempranos  en- 
contrados. 
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Chronic  headache  is 
most  often  vascular '' 

Cerebrovascular  dilatation  is  a common  cause 
of  headache,  and  prostaglandins  (E,  and  E^)  can 
cause  intense  pain  due  to  their  direct  dilatation 
effect  on  cerebral  arteries. 


Platelet  aggregation 
and  headache ' 

Blood  flow  decreases  following  exercise  and 
stress,  and  this  can  trigger  a chronic  headache. 
This  is  probably  due  to  clumping  or  aggregation  of 
platelets  causing  diminished  blood  flow  and 
oxygen  transport  to  the  head. 


Fever  caused  by  pyrogens 
and  prostaglandins 

Fever  reaction  results  from  the  release  of 
endogenous  leukocytic  pyrogens  which  stimulate 
the  synthesis  of  prostaglandins  (also  potent 
pyrogens).  Both  of  these  act  to  increase  body 
temperature. 


■ Inhibits  the  synthesis  of  endogenous 

prostaglandins  thus  serving  to  mediate  ! 
vasodilation  and  control  vascular  headache 
■ pain  and  fever. 

" ■ Has  a potent  anti -platelet  aggregation  activi 

and  is  believed  to  relieve  headache  pain  by 
maintaining  a more  even  blood  flow. 

References:  ' Kudrow,  L.:  Systemic  Causes  of  Headache,  Postgraduate  Medicine,  56;  September,  1974. 
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When  íever,  pain, 
or  inílammation  is  the  problem... 

aspirin 

remains  the  standard  ior  comparison. 

The  best  of  aspirin  is 

Ascriptiir 

The  only  aspirin  that  provides  the 
gastrointestinal -protective  benefits  of  Maalox: 
A particularly  important  advantage  in 
chronic  or  recurrent  therapy. 

When  more  important  analgesia  is  required, 
such  as  to  alleviate  more  severe  pain,  prescribe 
Ascriptin^with  Codeine  C,  Tablets  No.2  or  3. 


Ascriptin®  Aspirin-Maafox® 

Analgesic,  Antipyretic,  Anti-inflammatory 

FORMULA:  Each  tablet  contains:  Aspirin  ...  (5  grains)  325  mg.,  Maalox® 
(magnesium-aluminum  hydroxide)  . . . 150  mg.  INDICATIONS:  As  an  anal- 
gesic for  the  relief  of  pain  in  such  conditions  as  headache,  neuralgia,  minor 
injuries  and  dysmenorrhea.  As  an  analgesic  and  antipyretic  in  colds  and 
influenza.  As  an  analgesic  and  anti-inflammatory  agent  in  arthritis  and  other 
rheumatic  diseases.  USUAL  ADULT  DOSE:  Two  or  three  tablets  four  times 
daily.  For  children  under  12 — at  the  discretion  of  the  physician.  SUPPLIED: 
Bottles  of  50  and  100  tablets  with  child-resistant  caps.  Bottles  of  . 500  tablets. 
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and  the  identification  number  132.  The  other  side  displays  the  number  2 
which  Indicates  the  following  contents:  Codeine  Phosphate  (warning:  may  be 


habit  forming)  . . . {V*  grain)  16.2  mg.;  Aspirin  ...  (5  grains)  325  mg.; 
Maalox®  (magnesium-aluminum  hydroxide)  . . . 150  mg. 
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habit  forming)  . . . (Vz  grain)  32.4  mg.;  Aspirin  ...  (5  grains)  325  mg.; 
Maalox®  (magnesium-aluminum  hydroxide)  . . . 150  mg. 

INDICATION:  As  an  analgesic  for  the  relief  of  pain  of  all  degrees  of  severity 
up  to  that  which  requires  morphine.  SIDE  EFFECTS:  Side  effects  are  rare. 
Nausea,  constipation  and  drowsiness  may  occur.  USUAL  ADULT  DOSE: 
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We've  been  delivering  for 
four  generations  -and  still  cost  less. 


Carnation  Evaporated  Milk  formulas  have  been 
raising  strong,  healthy  babies  since  1899-delivering 
the  good,  sound,  natural  nutrition  newborns  and 
infants  thrive  on.  You  see.  Carnation  Evaporated  Milk 
has  naturally  occurring  protein  with  all  other 
nutrients  intact.  You  indicate  vitamins,  iron 
and  carbohydrates  to  meet  each  baby’s  needs. 

Importantly,  a whole  formula  made  with 
Carnation  Evaporated  Milk  still  costs  new 
mothers  less  than  any  other.  Carnation 
Evaporated  Milk... for  four  generations.  The 
babies  under  your  care  will  thrive  on  it,  too. 


I FREE!  Send  for  sample  copies  of  these  informative  ■ 
I patient  oriented  booklets:  "Preparing  Your  Baby's  For- 
mula," "You  and  Your  Contented  Baby''  Mail  to:  Carna- 
tion  Company,  GPO  Box  682,  San  Juan,  Puerto  Rico, 
^00936. 
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RECONSTRUCTION  OF  FAILED  AORTOFEMORAL 
OR  FEMOROPOPLITEAL  GRAFTS 

Raúl  García  Rinaldi,  MD,  PhD,  Gene  A.  Guinn,  MD  and  L.  Von  Koch,  MD 


Abstract:  Remedial  vascular  surgery  for  failed 
aortofemoral  or  femoropopliteal  grafts  requires 
adaptations  of  basis  reconstructive  techniques. 
A series  of  patients  successfully  treated  for  fai- 
led grafts  is  presented.  The  techniques  used  for 
reconstruction  include  1)  revascularization  of 
the  profunda  femoral  artery,  2)  the  scaling  of 
pre-existing  grafts  to  a size  compatible  with  that 
of  the  profunda  femoral  artery  and  3)  the  in- 
sertion of  additional  grafts  to  increase  the  run- 
off. 

Failure  of  grafts  due  to  false  aneurysms 
were  treated  by  reanastomosis  of  the  graft  to 
the  host  vessel  using  intraluminal  hemostatis 
with  Fogarty  catheters.  If  the  graft  is  too  short, 
a segment  of  graft  should  be  added  to  reach  the 
uninvolved  artery.  False  aneurysms  secondary 
to  graft  infection  may  require  the  insertion  of 
new  grafts  using  extra-anatomic  routes. 

Although  re-do  vascular  surgery  frequently 
presents  a challenge,  with  persistance  and  in- 
genuity an  adequate  circulation  can  be  re-esta- 
blished in  the  majority  of  patients. 


Rehabilitation  of  the  patient  with  symp- 
tomatic occlusive,  peripheral  vascular  disease 
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depends  on  the  long-term  patency  of  the  graft 
utilized  for  reconstruction.  Important  factors 
which  influence  long-term  patency  are:  1)  ade- 
quacy of  the  distal  circulation;  2)  characteris- 
tics and  diameter  of  the  graft  utilized  and  3) 
the  judgment  and  skills  of  the  surgeon  per- 
forming the  operation. 

Successful  vascular  surgery  requires  pre- 
cise preoperative  angiography  to  evaluate 
the  distal  circulation.  (1)  Training  and  ex- 
perience in  vascular  surgery  provides  the  basis 
for  the  selection  and  execution  of  the  appro- 
priate revascularization  procedure. 

Nevertheless,  the  long-term  patency  of 
aorto-iliac-femoral  grafts  range  from  80-66 
percent  at  five  and  ten  years  respectively  (2) 
thus,  many  patients  require  surgery  for  occlu- 
ded grafts.  Reoperations  for  early  and  late 
occlusion  usually  present  a formidable  cha- 
llenge and  one  has  to  consider  all  the  factors 
that  may  have  produced  the  failure.  Atheros- 
clerosis is  usually  progressive  and  the  degree 
and  site  of  involvement  are  frequently  wor- 
sened after  initial  reconstruction.  (3)  Suture 
line  failure  due  to  infection,  suture  fatigue 
or  weakness  of  the  host  artery  may  result 
in  false  aneurysms,  occlusion  or  distal  em- 
bolization. Furthermore,  errors  in  judgment 
at  the  first  operation  may  have  to  be  corrected. 

Crawford  (4)  and  Berhardt  (5)  have  re- 
cently presented  their  experience  dealing  with 
occluded  aorto-iliac-femoral  grafts.  Bernhardt 
reported  on  38  patients  requiring  50  operations 
for  failure  of  aortofemoral  grafts.  Most  cases 
could  be  treated  by  femoral  thrombectomy 
using  Fogarty  catheters,  profundoplasty  and 
graft  extension  to  the  profunda  femoris  ar- 
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tery.  Only  20  patients  required  the  insertion 
of  new  grafts.  (5)  In  contrast,  Crawford  re- 
ported insertion  of  new  grafts  in  the  majority 
of  patients  treated  for  occluded  grafts  and 
found  that  graft  thrombectomy  had  an  un- 
acceptable failure  rate  (4). 

Adaptations  of  basic  valvular  recons- 
tructive techniques  are  necessary  to  restore 
circulation  in  secondary  operations.  To  il- 
lustrate some  of  these  techniques,  we  have 
selected  representative  problems  successfully 
treated  during  the  last  18  months.  The  ma- 
jority of  these  patients  had  their  initial  oper- 
ation in  one  of  the  various  hospitals  in  our 
medical  center.  To  simplify  the  interpretation 
of  the  vascular  diagrams,  all  illustrations  will 
be  drawn  as  if  the  pathology  was  on  the  right 
side. 


I.  Occlusion  of  Aortofemoral  Bypass  Graft 
in  the  First  Days  After  Reconstruction: 

Figure  No.  1 illustrates  the  vascular  dia- 
gram of  a patient  who  underwent  an  aorto- 
bilateral  common  femoral  artery  bypass  with 
a 16  mm.  knitted  Dacron  bifurcation  graft. 
At  the  initial  operation  the  extent  of  the  athe- 
rosclerotic occlusive  process  in  the  superficial 
and  common  femoral  arteries  was  underes- 
timated resulting  in  occlusion  of  one  of  the 
limbs  of  the  graft  within  24  hours.  At  reoper- 
ation an  endarterectomy  of  the  proximal  su- 
perficial and  profunda  femoral  arteries  was 
performed.  A new  bifurcation  of  the  common 
femoral  artery  was  created  by  suturing  toge- 
ther the  anterior  and  posterior  walls  of  both 
arteries  with  6-0  polypropylene  (Prolene  ® ) as 
illustrated.  The  Dacron  limb  was  opened  and 
resutured  to  the  reconstructed  vessel.  With  this 
unobstructed  runoff  the  graft  has  remained 
patent.  This  method  of  enlargement  of  the 
effective  vessel  orifice  has  been  utilized  in  other 


Figure  1;  Creation  of  a new  bifurcation  after  en- 
darterectomy (see  text). 


Figure  2:  Use  of  thrombectomy  of  the  Dacron 
graft  and  addition  of  run-off  by  a saphenous  vein  by- 
pass to  the  anterior  tibial  artery  (see  text). 
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sites  such  as  in  aneurysms  of  the  primary  bi- 
furcation of  the  renal  artery  (6). 

Figure  No.  2 illustrates  a vascular  dia- 
gram of  a patient  that  had  undergone  a suc- 
cessful vein  patch  angioplasty  of  the  right 
common  femoral  artery  six  years  earlier.  The 
patient  was  re-admitted  with  a large  aneurysm 
of  the  abdominal  aorta,  severe  aorto-iliac  occlu- 
sive disease,  hypertension,  and  complete  oc- 
clusion of  the  right  renal  artery.  Selective 
renal  vein  renins  suggested  the  occluded  right 
renal  artery  as  the  etiology  of  the  hyperten- 
sion. Resection  of  his  infrarenal  abdominal 
aortic  aneurysm  and  replacement  with  a 19 


Figure  3:  Graft  thrombectomy,  additional  run-off 
by  a femoropopliteal  Dacron  Velour  graft.  The  pro- 
funda femoral  was  revascularized  with  a PTFE  graft 
(see  text). 


mm.  woven  dacron  bifurcation  graft  was  per- 
formed. The  graft  limbs  were  anastomosed 
to  the  profunda  femoral  artery  on  the  right 
side  and  to  the  common  femoral  artery  on 
the  left.  A 6 mm.  Dacron  velour  side-limb 
was  anastomosed  end-to-side  to  the  distal 
renal  artery.  The  patient  did  well  initially, 
however,  the  right  limb  of  the  bifurcation 
graft  occluded.  At  reoperation  the  thrombo- 
sis extended  from  the  graft  to  fill  the  pro- 
funda femoral  artery. 

Fogarty  catheter  thrombectomy  of  the 
profunda  femoral  artery  was  successful.  Ad- 
ditional runoff  for  the  aortofemoral  graft 


Figure  4:  Graft  thrombectomy,  scaling  down  of  graft 
and  addition  of  run-off  by  femoropopliteal  graft  (see 
text). 
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was  provided  by  constructing  a saphenous 
vein  bypass  from  the  Dacron  femoral  graft 
to  the  right  anterior  tibial  artery.  With  this 
reconstruction  the  graft  remained  patent. 

II.  Failure  of  Aortofemoral  Graft  Due  to 

Suboptirnal  Graft  Placement: 

Figure  No.  3 illustrates  the  angiographic 
pattern  of  a patient  who  underwent  an  aorto- 
femoral graft.  At  the  first  operation  the  limb 
of  a 16  mm.  knitted  Dacron  bifurcation  graft 
was  anastomosed  to  the  profunda  femoral 
artery.  Additionally,  a 6 mm.  Dacron  velour 
side-limb  was  anastomosed  end-to-end  to  the 
superficial  femoral  artery.  The  graft  occluded 
and  the  leg  became  ischemic.  At  reoperation, 
the  graft  was  reopened  with  a Fogarty  cathe- 
ter. To  increase  the  vascular  bed,  a 6 mm.  Da- 
cron velour  bypass  graft  to  the  popliteal  ar- 
tery above  the  knee  was  performed.  The  pro- 
funda femoral  artery  was  exposed  and  an  en- 
darterectomy performed  up  to  a normal  ap- 
pearing segment  of  the  artery.  Since  the  sa- 
phenous vein  was  unsuitable,  a 6 mm.  poly- 
tetrafluoroethylene  (PTFE)  graft  was  inter- 
posed between  the  endarterectomized  pro- 
funda femoral  artery  and  the  aortofemoral 
graft.  Postoperatively  the  patient  has  had 
excellent  peripheral  pulses  and  the  ischemia 
was  reversed. 

Figure  No.  4 illustrates  the  angiographic 
diagram  of  a patient  who  underwent  an  aorto- 
femoral bypass  utilizing  a 16  mm.  knitted 
Dacron  graft.  At  the  original  operation,  one 
of  the  graft  limbs  was  anastomosed  to  the 
superficial  femoral  artery.  Nine  months  later 
the  patient  developed  graft  occlusion  and  se- 
vere claudication.  Arteriography  revealed  a 
thrombosed  Dacron  graft  limb  with  progression 
of  the  occlusive  disease  of  the  superficial  fe- 
moral arteries.  The  occluded  graft  limb  was 
easily  opened  with  a Fogarty  catheter.  Re- 


Figure  5;  The  pre-existing  graft  was  lengthened  with 
a smaller  Dacron  graft,  of  a size  compatible  with  the 
profunda  femoral  artery  (see  text). 


Figure  6;  Insertion  of  new  graft  limb,  profundo- 
plasty  with  the  onlay  patch  technique  and  additional 
run-off  by  a saphenous  vein  bypass  to  the  popliteal 
artery  below  the  knee  (see  text). 
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construction  was  accomplished  by  the  inter- 
position of  a 6 mm.  Dacron  velour  graft  between 
the  reopened  Dacron  graft  and  the  distal  pro- 
funda femoral  artery.  A 6 mm.  Dacron  velour 
femoropopliteal  bypass  was  constructed  to  in- 
crease the  distal  vascular  bed.  With  this  re- 
construction the  graft  has  remained  open. 

III.  Failure  of  Aortofemoral  Graft  Due  to 

Progression  of  Disease  in  the  Distal  Cir- 
culation: 

Figure  No.  5 illustrates  a patient  who 
earlier  underwent  resection  of  aortic  and  iliac 
artery  aneurysms  and  replacement  with  a 16 
mm.  woven  Dacron  bifurcation  graft  to  the 
common  iliac  arteries.  Claudication  developed 
two  years  after  operation  with  disappearance 
of  both  femoral  pulses.  Translumbar  aortogra- 
phy revealed  a patient  aortoiliac  graft,  progres- 
sion of  atherosclerosis  in  both  external  iliac 
arteries  and  occlusion  of  the  right  superficial 
femoral  artery.  He  was  treated  by  distal  ex- 
tension of  the  limbs  of  the  iliac  grafts  with 
6 mm.  Dacron  velour  grafts.  The  left  graft 
limb  was  anastomosed  to  the  left  common 
femoral  artery.  On  the  right  side,  the  distal 
profunda  femoral  artery  was  opened  until  a 
suitable  patent  segment  was  found  and  the 
graft  anastomosed  to  it.  Following  operation 
pulses  returned  and  claudication  was  relieved. 

Figure  No.  6 illustrates  a vascular  dia- 
gram of  a patient  who  underwent  an  aorto- 
bilateral  femoral  graft  utilizing  a 16  mm.  knit- 
ted Dacron  graft  for  aortoiliac  occlusive  di- 
sease. He  presented  three  years  later  with  acute 
ischemia  of  the  foot.  Aortography  revealed 
occlusion  of  the  graft  limb  and  of  the  super- 
ficial and  proximal  profunda  femoral  arteries. 
A patent  segment  in  the  popliteal  artery  below 
the  knee  was  demonstrated.  At  reoperation 
a new  Dacron  graft  limb  was  inserted  in  the  ab- 
domen. The  profunda  femoral  artery  was  ope- 
ned up  to  the  takeoff  of  the  fourth  branch. 


Reconstruction  - Grafts 


Figure  7 : Insertion  of  a new  interposition  graft 
from  the  non-occluded  external  iliac  artery  to  the 
declotted  femoropopliteal  graft.  The  profunda  femo- 
ral artery  was  re  vascularized  with  a saphenous  vein 
graft. 


and  an  endarterectomy  performed.  The  distal 
portion  of  the  new  Dacron  limb  graft  was  ope- 
ned and  anastomosed  as  an  onlay  patch  to  the 
profunda  femoral.  Additional  runoff  was  pro- 
vided by  constructing  a femoropopliteal  bypass 
graft  using  autogenous  saphenous  vein  below  the 
knee.  The  grafts  have  remained  patent. 

IV.  Failure  of  Femoropopliteal  Graft  Due  to 
Progression  of  Atherosclerosis  at  the  In- 
flow of  the  Graft: 
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Figure  No.  7 illustrates  the  vascular  dia- 
gram of  a patient  who  had  a Dacron  femoro- 
popliteal  graft  implanted  four  years  earlier. 
He  developed  an  acutely  ischemic  leg  without 
femoral  or  distal  pulses.  Translumbar  aorto- 
graphy demonstrated  that  the  graft,  the  proxi- 
mal profunda,  femoral,  common,  superficial 
femoral  and  distal  external  iliac  arteries  were 
occluded.  At  reoperation,  the  femoral  and 
iliac  arteries  were  exposed  by  division  of  the 
inguinal  ligament  until  a soft  pulsatile  segment 
was  found.  A 6 mm.  Dacron  velour  graft  was 
anastomosed  proximally  to  the  external  iliac 
artery  and  distally  to  the  declotted  femoro- 
popliteal  graft.  The  profunda  femoral  artery  was 
occluded  proximally  by  atherosclerosis  but  was 
open  at  the  first  branch.  A segment  of  autoge- 
nous saphenous  vein  (3.5  mm.)  was  interposed 
between  the  open  profunda  femoral  artery  and 


Figure  8 : A smaller  graft  was  interposed  between 
the  Dacron  graft  and  the  superficial  femoral  artery. 
The  profunda  femoral  artery  was  implanted  on  the 
graft. 


the  Dacron  graft.  After  reconstruction  all  grafts 
have  remained  patent. 


V.  Failure  of  Grafts  Due  to  Formation  of 

False  Aneurysms: 

Figure  No.  8 illustrates  a vascular  diagram 
of  a patient  who  had  an  aortobilateral  common- 
femoral  artery  bypass.  Two  years  after  operation 
he  presented  with  a pulsatile  mass  in  the  groin 
and  palpable  distal  pulses.  Translumbar  aorto- 
graphy confirmed  the  presence  of  an  anastomo- 
tic aneurysm.  A 6 mm.  Dacron  velour  graft  was 
interposed  between  the  aorto-femoral  limb  and 
the  superficial  femoral  artery.  The  profunda 


Figure  9:  The  pre-existing  graft  was  sutured  to 
the  profunda  femoral  artery.  The  popliteal  graft  was 
lengthened  to  reach  non-diseased  popliteal  artery. 
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femoral  was  implanted  to  the  graft  in  the 
fashion  shown  in  the  figure.  After  17  months, 
circulation  remains  normal  without  recur- 
rence of  the  aneurysm. 

The  vascular  diagram  of  a patient  who 
had  an  aorto-bilateral  femoral  bypass  and  a 
femoropopliteal  bypass  with  knitted  dacron 
grafts  is  illustrated  in  Figure  9.  He  presented 
with  a pulsatile  mass  in  the  groin  with  pal- 
pable distal  pulses.  Arteriography  revealed 
a false  aneurysm  of  both  the  femoral  and  po- 
pliteal anastomoses  and  a patent  distal  cir- 
culation. The  patient  was  treated  by  reanas- 
tomosis of  the  aortofemoral  limb  to  the  pro- 
funda femoral  artery.  The  popliteal  false  aneu- 
rysm was  entered  at  the  site  of  the  previous 
anastomosis  and  the  artery  oversewn  at  this 
point.  A 6 mm.  Dacron  velour  graft  was  anas- 
tomosed proximally  to  the  distal  end  of  the 
femoropopliteal  graft  and  distally  to  the  po- 
pliteal artery  about  the  level  of  the  knee. 

It  is  of  interest  that  both  anastomoses 
had  been  constructed  with  Dacron  sutures 
and  that  cultures  taken  at  the  time  of  surgery 
were  sterile. 

Discussion 

Revascularization  of  the  lower  extremity 
where  occluded  aortofemoral  popliteal  grafts 
are  present  is  a complex  surgical  problem  which 
requires  ingenuity  and  persistance  (4,  5).  Since 
severe  ischemia  frequently  accompanies  graft 
occlusion,  it  is  mandatory  to  re-establish  circu- 
lation promptly.  Delay  in  operation  may  result 
in  limb  loss.  Re-do  vascular  surgery  requires  a 
committment  to  work  with  the  residual  open 
vessels,  utilizing  all  available  methods  for  esta- 
blshing  appropriate  circulation.  Good  arterio- 
grams are  essential  since  progression  of  atheros- 
clerosis is  the  usual  cause  of  graft  failure.  (1,  3) 
Non-visualization  of  the  distal  circulation  should 
not  discourage  an  aggressive  attempt  at  restor- 
ing circulation  since  a clot  filled  artery  may 


Reconstruction  - Grafts 


Figure  10:  Profundoplasty-after  endarterectomy 
(b),  graft  is  fashioned  as  an  onlay  patch  to  widen  the 
lumen. 


Figure  11:  Profundoplasty  (alternative  method). 
After  endarterectomy  (b),  the  profunda  is  widened 
by  a patch  of  Dacron,  vein  or  superficial  femoral  ar- 
tery, (c).  The  graft  is  sutured  end-to-end  or  end-to- 
side,  (d). 


resemble  a permanently  occluded  vessel. 

With  failure  of  aorto-common  femoral 
grafts,  the  key  step  in  the  management  is  revas- 
cularization of  the  profunda  femoral  artery. 
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(5)  An  open  deep  femoral  system  is  frequently 
sufficient  to  maintain  viability  of  the  lower 
extremity.  Revascularization  can  be  accompli- 
shed by  profundoplasty  with  Dacron  autogenous 
saphenous  vein,  or  onlay  of  endarterectomized 
superficial  femoral  artery  (see  Figures  10,  11). 
(4,  5)  Grafts  anastomosed  to  the  profunda  fe- 
moral arteries  should  be  of  compatible  diameter. 
We  frequently  utilize  a 6 mm.  Dacron  velour 
graft  which  forms  a firmly  adherent  intimal 
layer.  If  the  profunda  is  < 2.5  mm.  a saphenous 
vein  should  be  substituted.  Grafts  of  expanded 
polytetrafluoroethylene  may  be  also  used.  If 
the  profunda  femoral  artery  is  completely  obli- 
terated, the  graft  must  be  anastomosed  distally 
to  the  politeal  artery.  If  the  anastomosis  is  above 
the  knee,  a Dacron  graft  may  be  utilized.  If 
below  the  knee,  a composite  Dacron-saphenous 
vein  graft  is  preferred. 

Another  technique  we  commonly  utilize 
in  the  management  of  the  failed  aortofemoral 
graft  is  the  scaling  down  of  the  larger  graft,  to 
match  the  smaller  diameter  of  the  distal  vessel. 
By  reducing  the  discrepancy  in  size  between 
graft  and  the  native  vessel,  turbulence  at  the  site 
of  anastomosis  is  reduced.  (7)  Smaller  grafts 
form  a thinner,  more  adherent  “neo-intima” 
when  anastomosed  to  a host  artery  of  compa- 
tible diameter.  (7)  Most  of  the  occluded  limbs 
of  aortofemoral  grafts  in  this  series  were  8 mm. 
in  diameter.  Whenever  possible  we  revascularized 
the  superficial  and  deep  femoral  systems  even 
if  it  required  one  side-graft  to  increase  flow. 

Anastomotic  (false)  aneurysms  require 
operation  because  of  their  propensity  to  cause 
complications.  One  must  try  to  establish  whe- 
ther the  false  aneurysm  is  due  to  weakness  of 
the  host  artery,  loss  of  tensile  strength  of  the 
suture  material,  inadequate  suture  technique 
or  infection.  If  the  aneurysm  is  due  to  failure 
of  the  suture  or  disruption  of  the  suture  line, 
the  anastomosis  should  be  re-done  using  a 
suitable  segment  of  the  distal  artery.  In  many 
cases,  segments  of  tubular  grafts  are  utilized 


to  lengthen  the  pre-existing  graft  when  the 
cause  of  the  aneurysm  is  failure  of  the  host 
vessel  separation  of  the  graft  despite  an  in- 
tact suture  line.  If  infection  is  present,  the 
graft  should  be  removed  and  a new  graft  anas- 
tomosed to  the  distal  vessel,  utilizing  a different 
extra-anatomic  route.  We  feel  that  surgery  for 
false  aneurysms  can  be  simplified  by  the  use 
of  intra-luminal  Fogarty  catheters  in  the  major 
branches  to  control  hemorrhage,  which  reduces 
the  extent  of  dissection  required  (4). 

Whenever  we  perform  graft-to-graft  anas- 
tomoses we  utiiize  Ti-cron  which  is  of  proven 
durability.  However,  when  performing  anas- 
tomoses to  small  vessels  we  utilize  Prolene  ® 
which  is  monofilament,  causes  less  shearing  of 
delicate  vessels,  and  slides  easily.  The  entire 
anastomosis  can  thus  be  performed  under  di- 
rect vision. 

If  the  patient  has  failure  of  a recently 
implanted  graft,  Fogarty  catheters  can  and 
should  be  used  to  declot  the  graft.  Grafts  that 
have  functioned  for  long  periods  and  then 
thrombose  may  require  the  insertion  of  a new 
graft  (4).  However,  Bernhardt  (5)  and  Moore 
(8)  feel  that  Fogarty  thrombectomy  is  effective 
in  the  vast  majority  of  graft  limb  occlusions. 
In  our  series  both  thrombectomy  and  graft  re- 
placement were  used  successfully. 

Whenever  the  anastomosis  is  to  the  arteries 
distal  to  the  popliteal  artery,  systemic  hepari- 
nization should  be  used,  to  prevent  distal 
thrombosis  during  reconstruction.  However, 
patients  are  not  chronically  anticoagulated, 
hoping  to  enhance  graft  patency. 

At  the  completion  of  a vascular  recons- 
truction involving  small  vessels,  operative 
arteriography  should  be  performed  (9).  The 
arteriogram  should  demonstrate  adequate  run- 
off without  stenosis  or  intimal  flaps  at  the 
anastomosis.  After  vascular  reconstruction  the 
artery  distal  to  the  anastomosis  should  have  a 
palpable  pulse.  Doppler  equipment  is  used  if 
the  patient  is  cold  and  vasoconstricted. 
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SPONTANEOUS  PERFORATION  OF  CECUM 
DUE  TO  ADYNAMIC  ILEUS 

Stefan  H.  Fromm,  MD,  FACS 


Summary:  A case  of  spontaneous  cecal  per- 
foration due  to  adynamic  ileus  following  rou- 
tine post  partum  sterilization  is  described.  The 
ileus  may  have  been  secondary  to  an  episode 
of  acute  gastroenteritis  suffered  about  one  week 
post  partum.  The  mechanism  of  perforation 
is  thought  to  be  ischemia  of  the  anterior  wall 
of  the  cecum  due  to  narrowing  of  the  nutrient 
vessels  because  of  overdistention. 


In  1970  three  instances  of  cecal  perfora- 
tion in  patients  without  colonic  obstruction 
were  reported  from  Wayne  State  University 
in  Detroit  (1).  The  three  patients  had  deve- 
loped adynamic  ileus  after  a transthoracic  va- 
gotomy in  one,  skeletal  trauma  in  another  and 
inguinal  herniorrhaphy  in  the  third.  A recent 
case  seen  at  Hospital  Maestros  is  the  reason 
for  this  report. 


Case  Report 

29  year  old  woman,  Gr.  2 P.  2,  delivered  of  her 
second  pregnancy  on  September  17  without  difficul- 
ty. She  underwent  sterilization  the  same  day,  and  was 
discharged  uneventfully  on  the  third  hospital  day.  Over 
the  course  of  the  next  few  days  she  developed  abdo- 
minal pain  and  distention,  and  loose  stools  suggestive 
of  acute  gastroenteritis.  She  was  readmitted  to  the 
hospital  on  September  26  because  of  increasing  ab- 
dominal distention  and  some  fever.  On  admission  she 


had  fever  of  102®,  tachycardia  and  a distended  abdo- 
men with  decreased  peristaltic  sounds.  She  was  started 
on  treatment  by  nasogastric  suction  and  intravenous 
fluids.  Her  white  blood  cell  count  was  12,800  with  a 
slight  shift  to  the  left.  Over  the  next  few  days  she  pas- 
sed some  flatus  per  rectum,  but  continued  with  abdo- 
minal distention,  fever  and  leukocytosis.  On  October 
1st.  she  appeared  acutely  ill  and  X-ray  films  obtained 
that  day  showed  a large  amount  of  free  air  under  the 
right  diaphragm  and  an  air  fluid  level  in  the  right  upper 
quadrant.  Surgical  consultation  was  obtained  and  she 
was  taken  to  the  operating  room  where  a laparotomy 
revealed  a markedly  distended  colon  with  an  inflamed 
anterior  wall  of  the  cecum  which  showed  pin  point 
perforations,  and  a large  accumulation  of  air  and  fluid 
in  the  right  subphrenic  and  subhepatic  spaces.  The  ab- 
cess  spaces  were  drained  and  the  colon  was  decompres- 
sed through  an  appendecostomy  which  was  then  clo- 
sed. The  anterior  wall  of  the  cecum  seemed  viable 
enough  and  it  was  elected  not  to  resect  or  exteriorize 
it.  The  patient  initially  did  quite  well,  but  required 
redrainage  of  the  subphrenic  abcess  on  the  5th.  postop 
day.  From  that  time  on  she  improved  slowly  until  the 
abcess  finally  closed  and  the  patient  was  discharged 
recovered  on  November  11  (6  weeks  postop). 


Discussion 

While  cecal  perforation  in  patients  with 
colonic  obstruction  is  a well  recognized  entity, 
that  this  may  also  occur  in  patients  with  para- 
lytic ileus  is  less  well  known. 

The  first  report  on  cecal  perforation  due 
to  adynamic  ileus  appeared  in  1958  (2).  It 
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described  a young  woman  who  developed  ileus 
after  ceasarean  section.  Since  then  other  re- 
ports have  appeared  (3,  5,  6)  following  inguinal 
herniorrhaphy,  nephrectomy  and  blunt  ske- 
letal trauma. 

The  cause  of  the  ileus  is  not  always  clear, 
and  does  not  always  seem  to  be  complete. 
In  the  case  reported  here,  and  in  some  of  those 
reviewed  in  the  literature,  the  patient  passed 
flatus  per  rectum  in  spite  of  the  increasing 
abdominal  distention  and  decreased  bowel 
sounds.  It  seems  that  small  bowel  peristalsis 
may  resume  earlier  than  in  the  colon  and  this 
combined  with  a competent  ileocecal  valve 
causes  rapid  increase  in  the  intraluminal  pres- 
sure of  the  cecum  until  it  exceeds  the  20-55 
mm  hg  required  to  burst  it  (4).  The  role  of 
associate  vascular  insufficiency  is  not  clear, 
but  all  of  the  patients  described  are  either 
over  60  years  of  age  or  recently  post  partum, 
as  was  the  case  with  the  patient  reported  here. 

The  diagnosis  of  this  condition  is  not 
easy  because  it  is  rare  and  the  symptoms  are 
nonspecific.  Mild  to  moderate  abdominal 
distention  with  decreased  bowel  sounds  is 
characteristic  of  adynamic  ileus,  but  this  is 
found  in  many  postoperative  and  post  injury 
states.  The  onset  of  right  lower  quadrant  ten- 
derness and  guarding  should  alert  the  surgeon 
to  cecal  ischemia  and  perforation.  X-ray  evi- 
dence of  cecal  distention  of  over  10cm  in 
transverse  diameter  should  make  one  think 
of  impending  perforation.  Nevertheless,  the 
recognition  of  a surgical  abdomen,  and  the 
discovery  of  free  air  under  the  diaphragm, 
allows  for  the  correct  diagnosis  and  treatment 


to  be  established  at  the  time  of  laparatomy. 

The  treatment  includes  some  form  of 
colonic  decompression,  preferably  through  an 
appendecostomy,  and  repair  of  the  anterior 
cecal  wall,  exteriorization  of  the  cecum  or  re- 
section if  the  ischemia  and  inflammatory  reac- 
tion are  too  severe.  All  abscess  cavities  need 
to  be  adequately  drained  and  the  usual  sup- 
portive measures  of  intravenous  fluid  replace- 
ment and  antibiotics  need  to  be  instituted. 
The  postoperative  period  may  be  complicated 
by  the  management  of  intrabdominal  abcesses, 
and  also  by  prolonged  colonic  distention  due 
to  inability  of  the  colon  to  regain  its  normal 
tone.  This  colonic  ileus  has  been  known  to  last 
for  as  long  as  eight  weeks. 


References 


1.  Carrasquilla,  C.,  A.  Arbulu,  S.  Fromm,  C.  Lucas:  “Cecal 
Perforation  due  to  Adynamic  Ileus”  Dis.  Colon  & Rectum. 
13(3)252,  1970. 

2.  Eckman.  W.  G.,  F.  Wenzke,  W.  Abramson:  “Perforation 
of  the  Cecum  Complicating  Adynamic  Ileus”  American 
J.  Surg.  96:  718,  1958. 

3.  Millar,  D.  R.,  B.  Ovlisen:  “Two  Cases  of  Spontaneous 
Perforation  of  the  Cecum  Following  Ceasarean  Section” 
Acta  Obstet.  Gynec.  Scand.  45:  254,  1966. 

4.  Rack,  F.  J.:  “Obstructive  Perforation  of  the  Cecum:  “Re- 
port of  Eight  Cases”  Amer.  J.  Surg.  84:  527,  1952. 

5.  Robertson,  J.  A.,  W.  A.  Eddy,  A.  J.  Vosseler:  “Sponta- 
neous Perforation  of  the  Cecum  Without  Mechanical  Obs- 
truction - Review  of  literature  and  case  report”  Amer.  J. 
Surg.  96:  448,  1958. 

6.  Yeo,  R.:  “Spontaneous  Perforation  of  the  Cecum”  Post 
grad  Med  j.  43:  65,  1967. 


RECENT  ADVANCES  IN  THE  MANAGEMENT  OF  APLASTIC  ANEMIA: 
A CLINICAL  REVIEW  AND  CASE  REPORT 

Juan  A.  Del  Rio,  MD  and  Francisco  Robert,  MD 


Aplastic  anemia  is  a poorly  understood 
disorder  (or  group  of  disorders)  characterized 
by  cellular  depletion  and  fatty  replacement 
of  bone  marrow,  pancytopenia  and  prolonged 
plasma  iron  clearance.  Although  one  may  search 
carefully  for  a possible  etiologic  agent  in  this 
disorder,  there  remain  approximately  50  per- 
cent of  cases  in  which  no  cause  is  found  or 
suspected  (1).  There  are  several  etiologic 
agents  associated  with  acquired  aplastic  ane- 
mia, among  them  are:  hydrocarbons  (Benzene), 
ionizing  radiation,  antineoplastic  drugs,  insec- 
ticides, antimicrobial  agents  (chloramphenicol) 
and  many  other  chemical  agents.  Pancytopenia 
with  aplastic  marrow  has  been  reported  occa- 
sionally in  association  with  such  conditions 
as  mycobacterial  infection,  infectious  hepatitis 
and  in  several  varieties  of  dengue  type  virus 
infections  (2,  3,  4). 

The  appropriate  treatment  for  aplastic 
anemia  remains  controversial  probably  be- 
cause this  is  a disease  or  syndrome  with  a 
variable  course  and  also  because  the  patho- 
genesis is  somewhat  obscure.  Advances  in 
supportive  care  (antibiotics,  transfusions,  and 
hormones)  have  probably  contributed  to  an 
improved  outlook  for  a group  of  mild  or  mo- 
derately affected  patients  in  which  long-term 
survivals  of  50  percent  are  now  quite  common, 
in  contrast  to  20  percent  (or  less)  prior  to 
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1950  (5).  However,  there  is  a subgroup  of 
patients  with  severe  depression  of  bone  marrow 
function  with  a poor  or  short-term  survival 
despite  androgens  and  intensive  supportive 
care  (6).  Several  poor-prognostic  factors  have 
been  identified  in  this  group  of  patients  with 
severe  aplastic  anemia;  among  them  are:  < 500/ 
cu  MM  peripheral  granulocyte  count,  platelet 
count  < 20,000/cu  MM,  reticulocytopenia  ( < 
1 percent  corrected)  and  increased  percent  of 
nonmyeloid  cells  in  the  marrow. 

With  the  recent  development  of  bone 
marrow  transplantation  techniques  and  dis- 
coveries on  tissue  typing,  it  has  been  possible 
to  change  the  poor  prognosis  of  patients  with 
severe  aplastic  anemia.  Recent  reports  indicate 
that  early  marrow  transplantation  from  a histo- 
compatible  donor  appears  to  be  the  most  ef- 
fective available  therapy  in  this  poor-risk  sub- 
population of  bone  marrow  failure  (7).  Delay 
of  transplantation  predisposes  to  morbidity 
from  infection  and  hemorrhage,  and  increases 
the  chances  of  patient  sensitization  to  blood 
products  or  to  donor  transplantation  antigens 
(8). 

We  describe  here  a patient  with  severe 
marrow  failure  that  was  recently  admitted 
in  our  Hematology-Oncology  Service,  and 
later  on  submitted  for  a bone  marrow  trans- 
plant in  Seattle,  Washington. 

Case  Report 

The  patient  is  a 25-vear-<)ld  male,  who  was  under 
treatment  for  schizoplirenia  for  several  years  prior  to 
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FIGURE  I 

Bone  MarrowBiopsy  Specimens 

A.  Photomicrograph  (Pre-Transplant)  shows  marked 
hypocellularity  of  hematopoietic  elements. 

B.  Photomicrograph  (Post-Transplant)  shows  normal 
cellularity  and  adequate  representation  of  normal 
hematopoietic  elements. 

Hematoxylin  and  eosin  stain;  original  magnification 
X 400  and  x 200,  respectively. 


this  admission  (March  1977).  He  was  otherwise  healthy 
until  February  of  1977  when  he  noted  the  onset  of 
weakness,  palpitation,  general  malaise  and  fever.  On 
seeking  the  advice  of  a local  physician,  he  was  found 
to  have  an  urinary  tract  infection  for  which  was  given 
Septra.  Few  weeks  afterward  the  patient  was  found 
to  be  anemic  and  was  referred  to  the  Hematology-Onco- 
logy Section  of  this  institution,  (San  Juan  VAH),  with 
the  chief  complaints  of  fever,  weakness  and  hemorrha- 
gic manifestations. 

There  was  history  of  psoriasis,  for  which  no 
specific  treatment  with  cytotoxic  agents  had  been 
given.  A thorough  investigation  for  a possible  etio- 
logic  factor(s)  revealed  that  the  patient  was  on  treat- 
ment for  several  years  with  Mellaril,  Valium  and  Artane. 
He  denied  exposure  to  chemical  solvents,  insecticides 
or  history  of  icteric  hepatitis. 

On  presentation  at  that  time  he  was  noted  to 


have  a hemoglobin  of  3.4  grn/dl;  a white  blood  cell 
count  of  2,200/mm^  with  69  percent  lymphocytes, 
11  percent  neutrophils,  8 percent  monocytes,  and 
10  percent  eosinophils;  and  a platelet  count  of  8,000/ 
mm  (Table  1).  Physical  examination  on  admission 
revealed  a well-developed,  febrile  patient  with  multiple 
petechias,  psoriatic-like  eruption,  and  a systolic  ejection 
murmur.  There  were  no  peripheral  lymphadenopathies 
or  visceromegaly.  Bone  marrow  biopsy  at  that  time 
revealed  marked  hypocellularity,  compatible  with 
aplastic  anemia  (1  ig.  1).  The  patient  was  treated  ini- 
tially with  platelet  and  red  cell  transfusions  and  was 
started  on  therapy  with  oxymethalone  and  a short 
cycle  of  steroids.  He  generally  failed  to  improve  except 
for  an  improved  exercise  tolerance  following  red  cell 
transfusions.  This  hospital  course  was  comj)licated  by 
left  sided  mastitis  with  staphylococcus  aureus  and  fre- 
(pient  red  cell  and  |)latelet  transfusions. 
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TABLE  I 


Laboratory  Data 


Hgb 

(gm)dl) 

Platelet  WBC 

Count  ( cells  )mnv  J 

(cells)mm^)  (Percent  granulocytes) 

Corrected 

Reticulocyte 

Count 

Bone  Marrow 
Cellularity 

LDH* 

SCOT** 

ALK. 

*** 

T.  Bil. 
(mg)dl, 

2/07/77 

13.7 

— 

9,000)73  percent 

— 

.... 

152 

55 

113 

.4 

2/09/77 

3.4 

8,000 

500)11  percent 

... 

10  percent 

— 

— 

-- 

... 

4111177 

4.1 

14,000 

800)32  percent 

.3 

10  percent 

140 

38 

64 

;4 

9)09177 

10.0 

85,000 

1,200)17  percent 

1 percent 

... 

114 

18 

81 

.3 

9119177 

12.0 

36,000 

2,060)13  percent 

... 

30  percent 

100 

26 

219 

.3 

10114177 

14.0 

178,000 

7,550)54  percent 

... 

60  percent 

269 

245 

252 

.6 

2)03178 

15.6 

200,000 

9,100)50  percent 

... 

— 

192 

160 

144 

.5 

mU/ml  (N-100-225) 
mU/ml  (N-10-50) 
mU/ml  (N-30-1 15) 


Initial  work-up  in  the  management  of  this  case 
was  the  determination  of  the  ABO  and  HLA  antigens 
of  his  parents  and  siblings.  We  found  that  one  of  his 
brothers  was  ABO  and  HLA  (HLA-A  andllLA-B)  iden- 
tical to  the  patient  (Ag  33;  B^  91)’  and  that  the  mixed 
lymphocyte  cultures  between  his  brother  and  the  pa- 
tient was  nonreactive. 

In  view  of  his  poor  response  to  the  initial  sup- 
portive therapy  and  taking  in  consideration  tlie  fact 
that  liis  brother  was  an  excellent  potential  marrow-do- 
nor, he  was  immediately  transferred  to  the  Fred  Hut- 
chinson Cancer  Research  Center  for  a hone-marrow 
transplantation.  He  was  given  4 doses  of  cycloplios- 
phamide  (50  mg/Kg/day  over  a 4-day  period)  in  pre- 
paration for  trans|)lantation.  On  day  5“  (9-1-77), 
he  received  a marrow  infusion  i)f  20.6  x 10*"^  c<dls 
(2.4  X 10  cell.s/Kg)  from  his  brotlier,  and  dailj  doses 
of  stem  cells  (unirradiated  donor  peripheral  blood 
huffy  coat)  from  day  6*^  to  da\  10*\  I'.vidence  of  en- 
graftment  was  prompt  with  presence  of  erythroid, 
tnyeloid,  and  megakaryocy tic  pn'cursors  in  the  pa- 
tients marrow  on  day  1,3**  (9-9-77);  and  evidence 
of  peripheral  engraftment  by  day  23**  (9/19/77)  (Ta- 


ble I).  Because  of  the  patient’s  past  psychiatric  his- 
tory, it  was  felt  that  laminar  airflow  room  isolation 
would  not  be  suitable  for  him  and,  therefore,  he  was 
managed  with  mask  and  hand  washing  precautions 
only.  The  patient  required  only  moderate  support, 
receiving  platelets,  prior  to  transplantation  and  for 
a short  period  of  time  after  the  marrow  infusion  from 
random  donors  and  from  the  donor’s  huffy  coat  in- 
fusions. Nine  units  of  red  blood  cells  from  random 
donors  were  given  during  the  pre  and  post  transplan- 
tation period.  Infections  during  this  period  of  gra- 
nulocytopenia were  not  clearly  documented;  however, 
the  patient  had  several  episodes  of  fever  for  which 
multiple  antibiotics  were  given  with  excellent  res- 
ponse. 

A course  of  methotn'xate  was  administered 
following  bone  marrow  transplantation  as  prophy- 
laxis of  "Craft-Versus-Host  Disease”  (CVHD).  Clear 
evidence  of  (p\  HD  was  not  apparent  during  the  pa- 
tient s hospitalization,  although  he  experienced  gas- 
trointestinal symptomatology  (diarrhea)  and  abnor- 
mal liver  function  tests  shortly  after  the  transplant. 
These  abnormalities  remained  unexplained  while  they 
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may  be  related  to  GVHD,  the  time  of  onset  was  felt 
to  be  much  earlier  than  the  typical  course.  Liver,  skin 
and  rectal  biopsies  were  performed  and  were  not  diag- 
nostic of  GVHD.  The  liver  biopsy  showed  a chronic 
hepatocellular  disease,  (possibly  secondary  to  drug 
ingestion  or  chronic  active  hepatitits),  and  a super- 
imposed acute  hepatitis,  which  could  be  secondary 
to  GVHD,  viral  hepatitis  or  a drug  toxicity.  No  ther- 
apy other  than  methotrexate  was  undertaken  for  the 
treatment  of  GVHD. 

Progressively,  the  patient  has  been  treated  con- 
servatively and  marked  improvement  of  his  liver  func- 
tion tests  has  been  observed,  as  well  as  slow  resolu- 
tion of  the  diarrheas  (Table  I).  Several  months  after 
the  transplant,  patient  had  two  (2)  episodes  of  op- 
portunistic infections;  the  first  one  was  a symptomatic 
oro-esophageal  candidiasis;  and  the  second  was  a bi- 
lateral interstitial  pneumonia  with  negative  biopsies 
for  Pneumocystis  Carinii  or  Cytomegalovirus  but  with 
a Listeria  Monocytogenes  bacteremia.  He  was  success- 
fully treated  with  antibiotics  and  a rapid  resolution 
of  both  infectious  processes  were  noted.  At  present, 
ihe  patient  is  amhulatory  and  doing  well  and  his  last 
pc'ii|)heral  hlood  counts  are  within  normal  limits  (Ta- 
hlc  I). 

Comments 

The  pathogenesis  of  aplastic  anemia  is 
somewhat  obscure,  particularly  the  acquired 
idiopathic  and  drug-hypersensitivity  forms. 
Several  pathophysiologic  mechanisms  have  been 
postulated,  however,  the  one  with  more  eviden- 
ce is  that  of  an  abnormality  of  the  pluripotent 
hematopoietic  stem  cells.  This  abnormality 
is  one  in  which  inappropriate  differentiation 
of  pluripotent  cells  into  mature  myeloid  lines 
occurs.  Several  investigators  suggest  that  stem 
cells  may  be  damaged  in  certain  cases  of  human 
aplasia  so  that  the  rate  of  self-replication  fails 
to  exceed  the  rate  of  differentiation  and,  as  a 
consequence,  the  hypoplasia  persists. 

The  management  of  patients  with  depres- 
sion of  bone  marrow  function  involves:  (1) 
a thorough  investigation  for  a possible  cause 
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and  prohibition  of  further  exposure  to  a sus- 
pected drug  or  toxic  agent;  (2)  maintenance 
of  hemoglobin  levels  (most  patients  without 
associated  diseases  such  as  ischemic  heart 
disease  can  tolerate  an  hematocrit  of  30  per- 
cent, or  even  lower)  by  leukocyte-poor  packed 
red  cells  transfusions;  (3)  prevention  and  ma- 
nagement of  hemorrhage  and  infection;  (4)  at- 
tempts to  stimulate  marrow  regeneration;  (5) 
evaluation  of  the  possible  role  of  the  spleen 
in  the  destruction  of  transfused  red  cells  or 
platelets,  and  consider  splenectomy  in  selected 
patients  if  there  is  enough  evidence  of  signifi- 
cant sequestration;  (6)  early  bone  marrow  trans- 
plantation in  carefully  selected  poor  risk  pa- 
tients, provided  there  is  a suitable  histocompa- 
tible  donor  available  (1,  7). 

We  here  report  the  successful  hemato- 
logic reconstitution  of  a young  patient  that 
had  poor  prognostic  factors  associated  with 
marrow  aplasia.  The  donor  was  a sibling  with 
identical  histocompatibility  leukocyte  anti- 
gens (HLA)  in  loci  A,  B and  D.  The  HLA-D 
determinants  were  established  by  the  in  vitro 
mixed-lymphocyte  culture  reaction  (MLC), 
between  the  donor  and  recipient.  At  present, 
the  reactivity  of  the  MLC,  (that  should  be  non- 
reacting) is  the  best  in  vitro  model  for  pre- 
dicting the  potential  for  serious  or  fatal  graft- 
versus-host  reactions  (10).  This  concept  is  ba- 
sed on  data  derived  from  marrow  transplan- 
tation in  animal  system  and  results  reported 
from  the  few  successful  marrow  transplants 
in  which  donors  compatible  for  mixed  lym- 
phocyte culture,  other  than  HLA  genotipical- 
ly  identical  siblings  donors,  were  used. 

In  1951,  it  was  shown  that  mice  given 
a supralethal  dose  of  total  body  irradiation 
could  be  saved  from  marrow  aplasia  by  infu- 
sion of  marrow  cells  from  genetically  iden- 
tical (syngenic)  donors  (11).  Thereafter,  at- 
tempts to  treat  patients  with  marrow  failure 
with  marrow  transplants  were  made  in  the 
late  1950’s  with  disastrous  results.  Early  dur- 
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ing  this  decade  there  has  been  a resurgence 
of  interest  in  clinical  marrow  transplantation 
due  to  advances  in  knowledge  of  human  his- 
tocompatibility, typing,  immunosupression, 
and  supportive  care,  and  to  an  improved  un- 
derstanding of  transplantation  immunology 
and  tumor  immunology  derived  from  animal 
studies.  Bone  marrow  transplantation  has  been 
also  considered  as  a treatment  modality  in  other 
disorders  such  as  hematologic  malignancies  and 
in  patients  with  severe  congenital  immunodefi- 
ciency diseases  (10,  11,  12).  In  this  report  we 
would  like  to  review  only  the  data  of  allogeneic 
bone  marrow  transplantation  for  aplastic  ane- 
mia due  to  the  fact  that  it  is  an  area  of  consi- 
derable success  and  one  which  illustrate  the  ma- 
jor problems  in  marrow  transplantation  immu- 
nology. 

Clinical  marrow  transplantation  has  been 
based  on  studies  in  animal  models  (11).  I he 
principal  areas  explored  have  been  the  histo- 
compatibility antigens  on  donor  and  host  cells, 
the  immunosuppressive  regimens  for  prevent- 
ing the  rejection  of  marrow  by  the  host  and  the 
approaches  in  the  prevention  of  treatment  of 
GVHD. 

In  man,  the  major  histocompatibility 
antigens  (HLA)  are  genetically  determined 
by  a region  on  an  autosomal  chromosome. 
These  HLA  antigens  are  found  in  four  (4)  se- 
parate genetic  loci  (HLA-A,  HLA-B,  HLA-C, 
HLA-D)  that  are  close  enough  together  on 
the  same  chromosome,  and  are  recognized 
by  cytotoxic  isoantisera  and  by  the  mixed 
lymphocyte  culture  (MLC)  reactions  (13). 
Although  tissue  histoincompatibility  at  those 
loci  is  rejected  more  rapidly  than  allogeneic 
tissue  sharing  the  antigens  determined  by 
those  loci,  even  the  latter  is  rejected  unless 
the  immunologic  reactivity  of  the  recipient 
is  sufficiently  suppressed.  The  principal  im- 
munosuppressive agents  for  marrow  engraft- 
ment  have  been  categorized  on  the  basis  of 
when,  in  the  relation  to  the  antigenic  stimu- 


lus, the  immune  response  is  most  sensitive 
to  a given  agent  (14).  Class  I agents  (ionizing 
radiation,  L-phenylalanine  mustard)  are  most 
effective  in  suppressing  the  immune  response 
when  given  just  prior  to  the  antigenic  stimulus 
and  relatively  ineffective  when  given  after 
immunization.  These  agents  probably  affect 
very  early  stages  of  the  immune  response  in- 
volving antigen  recognition,  antigen  proces- 
sing, and  information  transfer.  Class  II  agents 
(Methotrexate,  6-mercaptopurine  and  azathio- 
prine),  are  mo.st  effective  when  given  12-48  hrs. 

following  the  exposure  to  antigen.  The  stages 
of  proliferation  and  differentiation  of  the  im- 
mune response  are  most  sensitive  to  these 
agents.  Class  III  agents,  (cyclophosphamide  and 
possibly  antilymphocyte  serum),  are  able  to 
suppress  the  immune  response  when  given 
before  or  after  the  immune  response  and  thus 
share  properties  with  both  Class  I and  II  agents. 

In  our  patient,  cyclophosphamide  was 
the  initial  immunosuppressive  agent  used  in 
the  preparation  for  marrow  grafting.  It  is  a 
Class  III  agent,  but  is  most  effective  as  an 
immunosuppressant  when  given  after  the  anti- 
genic stimulus  (14).  The  Seattle  group  em- 
ployed cyclophosphamide  (CY)  in  prepara- 
tion for  marrow  grafting  by  the  following 
method:  On  day  0,  one  unit  of  donor  blood 
is  administered  intravenously.  On  days  1-4, 
50  mg/Kg  of  CY  is  administered  intravenous- 
ly on  each  of  4 successive  days,  and  bone 
marrow  from  the  donor  is  administered  intra- 
venously 24  hrs.  after  the  last  dose  of  CY  on 
day  5.  The  most  serious  toxicity  with  this 
drug  regimen  is  myocardiopathy,  but  this  is 
a rare  complication.  Hemorrhagic  cystitis  is 
also  a well-recognized  toxicity  of  CY  and  oc- 
curs to  a variable  degree. 

Recently,  the  clinical  results  of  alloge- 
neic marrow  transplants  from  HLA-identical 
siblings  in  aplastic  anemia  have  introduced  a 
note  of  otpimism  into  this  extraordinarily 
difficult  problem.  Experience  from  several 


1 


224 


BoL  Asoc.  Méd.  P.  Rico 
Julio  1978 

institutions  is  rewarding.  The  Seattle  group 
has  treated  73  consecutive  patients  with  se- 
vere aplastic  anemia  and  68  of  them  lived 
long  enough  to  demonstrate  engraftment; 
but  in  21  patients  the  graft  was  rejected  (11, 
15).  Forty-seven  (47)  patients  showed  sus- 
tained engraftment,  and  18  of  them  died. 
GVHD  was  the  cause  of  death  in  the  major- 
ity of  those  patients.  The  overall  result  was 
that  31  out  of  73  patients  survived  with  mar- 
row celullarity  and  complete  hematologic 
reconstitution  eight  months  to  five  years  af- 
ter grafting.  Using  a binary  logistic  regression 
analysis,  they  identified  two  factors  that  pre- 
dicted marrow-graft  rejection  (15).  One  of 
these  factors  is  a positive  relative  response 
index  in  MLC  indicating  sensitization  of  pa- 
tient against  donor;  and  the  second  factor 
was  a low  number  of  marrow  cells  (<3x10^ 
cells  per  kilogram)  used  for  transplantation. 
These  findings  suggest  that  more  powerful 
immunosuppressive  conditioning  regimens  sho- 
uld be  used  in  patients  who  are  sensitized,  and 
that  the  greatest  possible  amount  of  donor 
marrow,  perhaps  supplemented  by  stem  cells 
derived  from  the  peripheral  blood,  should  be 
obtained  as  it  was  done  in  our  patient. 

The  data  from  the  UCLA  group  is  also 
very  enthusiastic  (16).  They  analized  the  role 
of  the  ABO  system  as  a potential  target  anti- 
gen of  graft  rejection  and  graft-versus-host 
disease  in  53  patients  treated  with  allogeneic 
HLA-identical  marrow  transplants.  They  found 
no  correlation  between  ABO  compatibility 
and  marrow  engraftment,  graft  rejection  or 
GVHD.  These  findings  indicate  that  the  ABO 
system  is  not  a clinically  significant  barrier 
to  successful  bone  marrow  transplantation 
in  otherwise  histo-compatible  individuals. 

Despite  the  use  of  HLA  genotypically 
identical  sibling  donors,  GVHD  continues 
to  represent  a major  clinical  problem  in  hu- 
man marrow  transplantation.  The  clinical 
characteristics  of  GVHD  include  skin,  liver, 
and  intestinal  involvement  (11,  17).  GVHD 
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usually  began  with  an  erythematous  rash  on 
the  ears,  palms,  and  soles  and  progresses  to 
a generalized  rash  with  bullous  formation 
and  erythroderma.  Liver  involvement  is  evi- 
denced by  hepatomegaly,  hyperbilirubinemia, 
and  jaundice.  Intestinal  involvement  is  usually 
manifested  by  nausea,  vomiting,  malabsorp- 
tion, watery  to  bloody  diarrhea,  abdominal 
pain,  and  ileus.  This  syndrome  begins  within 
2-4  weeks  after  the  transplant.  From  the  ani- 
mal studies  as  well  as  from  the  clinical  expe- 
rience it  has  become  clear  that  some  form 
of  immunosuppressive  therapy  must  be  used 
after  grafting  to  diminish  or  prevent  GVHD 
(17).  To  be  effective,  treatment  with  immu- 
nosuppressive agents  must  be  started  before 
this  syndrome  becomes  apparent.  Of  the  many 
agents  studied,  methotrexate  and  cyclophos- 
phamide (Class  II  and  III,  respectively)  have 
been  found  to  be  useful.  In  our  case,  a post- 
grafting regimen  with  methotrexate  was  given 
with  good  results.  However,  despite  post-grafting 
immunosuppression  with  either  methotrexate 
or  cyclophosphamide,  severe  and  fatal  graft- 
versus-host  disease  has  been  observed  in  10  to 
20  percent  of  human  marrow  graft  recipients. 
Based  on  studies  in  dogs,  the  Seattle  group 
have  used  antihuman  thymocyte  globulin  from 
rabbits  or  goats  for  severe  GVHD  (11).  Preli- 
minary results  are  encouraging. 

Another  major  problem  in  bone  marrow 
transplantation  is  infection.  Leukopenia,  in- 
tensive immunosuppression  and  GVHD  are  im- 
portant factors  that  explain  the  high  suscep- 
tibility to  infections  in  these  patients.  Most 
of  the  patients  grafted  for  aplasia  developed 
an  infection  (bacterial,  fungal  or  viral)  some 
time  after  marrow  grafting  (11).  Perhaps  the 
most  troublesome  single  infectious  complica- 
tion is  that  of  interstitial  pneumonia,  most 
often  attributable  to  cytomegalovirus  (11 
17). 

For  some  years  it  has  been  speculated 
that  immune  processes  may  be  involved  in 
the  pathogenesis  of  aplastic  anemia  in  some 
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patients  (18).  Recent  observations  in  several 
case  reports  have  shown  successful  recovery 
from  aplastic  anemia  in  patients  receiving 
cytotoxic  therapy;  and  these  findings  further 
support  the  hypothesis  of  an  immune  patho- 
genesis (19,  20).  Since  androgenic  treatment 
gives  inconsistent  or  poor  results  in  severe 
aplasia,  and  taking  in  consideration  that  more 
than  half  of  these  patients  do  not  have  a com- 
patible sibling,  it  is  not  unreasonable  to  con- 
sider immunosuppressive  therapy  (ex.  cyclo- 
phosphamide) as  a useful  alternative  in  a se- 
lected group  of  patients.  However,  this  moda- 
lity of  therapy  must  be  considered  experimen- 
tal therapy,  restricted  to  patients  with  severe 
aplasia,  and  undertaken  in  recognition  of  the 
risk  involved  and  the  resources  required  (19). 

Conclusions 

Aplastic  anemia  probably  is  a group  of 
disorders  with  variable  degree  of  bone  marrow 
failure.  The  appropriate  treatment  for  this 
hematologic  problem  remains  controversial; 
however,  the  management  of  each  patient 
should  be  individualized  according  to  the  se- 
verity of  their  presenting  disease.  Therapeu- 
tic trials  with  androgens  are  justified  prima- 
rily in  those  patients  with  symptomatic  le- 
vels of  anemia  who  have  moderate  levels  of 
residual  erythropoiesis  and  who  sustain  an 
adequate  iron  supply  to  the  bone  marrow. 
On  the  other  hand,  patients  presenting  with 
severe  marrow  failure  and  with  poor  prog- 
nostic factors,  early  marrow  transplantation 
appears  to  be  the  most  effective  available 
treatment  if  a suitable  HL-A  identical  sibling 
is  available. 

Acknowledgment 

We  wish  to  thank  Dr.  G.  Ramirez  de  Arellano,  (Chief, 


Laboratory  Service,  San  Juan  VAC)  and  Ms.  Edna  J.  Mettle- 
ship  for  their  interest  in  this  case  and  for  the  immunologic 
evaluation.  We  are  also  indebted  to  Dr.  E.  Thomas  and  staff 
members  from  the  Fred  Hutchinson  Cancer  Research  Center 
(Seattle,  Washington)  for  their  excellent  service  given  to  this 
case. 


References 

1.  U'introbe,  M.  M.,  et  al:  “Pancytopenia,  Aplastic  Anemia, 
and  Pure  Red  Cell  Aplasia”.  Clinical  Hematology,  7th  Edi- 
tion, p.  1741.  Lea  and  Febiger,  1974. 

2.  Engstrom,  P.  F.,  et  al:  “Disseminated  Mycobacterium  Kan- 
sasii  Infection”.  Am  J Med  52:  533,  1972. 

3.  Rubin, E.,  et  al:  “Syndrome  of  Hepatitis  and  Aplastic  Ane- 
mia”. Am  J Med  45:  88,  1968. 

4.  Nelson,  E.  R.,  Bierman,  H.  R.:  “Hematodepressive  Virus 
Diseases  in  Thailand”.  Ann  Intern  Med  62:  867,  1965. 

5.  Camitta,  B.  M.,  Rappeport,  J.  M.,  Parkman,  R.,  and  Nathan, 
D.  D.:  “Selections  of  Patients  for  Bone  Marrow  Tran.-iplan- 
tation  in  Severe  Aplastic  Anemia”.  Blood  45:  355,  197  ). 

6.  Lynch,  R.  E.,  Williams,  D.  M.,  Reading,  J.  C.,  ami  ( <irl 
wright,  G.  E.:  “The  Prognosis  in  Aplastic  Anemia  . Blood 
45:  517,  1975. 

7.  Cammitta,  B.  M.,  Thomas,  E.  D.,  Nathan,  D.  G..  Sanios,  G.. 
Gordon-S  mith,  E.  C.,  Gale,  R.  P.,  Rappeport.  U.  and 
Storb,  R.:  “Severe  Aplastic  Anemia:  A Prospeclix c .''ImK 
of  the  Effect  of  Early  Marrow  Transplanlalioii  on  \riilc 
Mortality”.  Blood  48:  63,  1976. 

8.  Storb,  R.,  et  al:  “The  Influence  of  Tran>fii>ii)n-  liom  1 n- 
related  Donors  Upon  Marrow  Graft  Beluccn  lll'loiomii.i- 
tible  Canine  Siblings”.  J.  Immunol.  107:  100.  |0,  I 

9.  Boggs,  D.  R.,  and  Boggs,  S.  S.:  "Edilorial  1 1 \ pnl In  -i-.  I he 

Pathogenesis  of  .Aplastic  Anemia:  \ DcIiiIim'  I’liiiipoli  iil 
Hematopoietic  Stem  Cell  with  lnapi)ro|ii  i.ili'  B.il.im  i'  ol 
Differentiation  and  Self-Replication  . Blooil  IB  .1  I0.(). 

10. O'Reilly,  R.  J.,  Dupont,  B..  el  al:  “Recon-I  i In  I ii>n  in 

Combined  Immunodeficieney  by  Trans|)lanl.ilion  ul  Mano» 
From  an  linrelated  Donor'.  \.  I'.ngl.  ,|  Med.  20.:  I.ill. 
1977. 

11. Eefer,  .1.,  Thomas,  E.  D.,  el  al:  ’"Man"''  I r.in-jil.inl'  in 
Aplastic  Anemia  and  Leukemia  ".  Sem.  in  I li  in.iliilnav  lU 
353,  1974. 

12. Eefer,  A.,  Buckner,  C.  D.,  and  I hoaias.  I >.  / ..  rial:  '<  iin- 
of  Hematologic  Neoplasia  with  Tran>|)laiilali()n  ol  Mariou 
from  Identical  Twins”.  N.  Engl.  J.  Med,  20i  : I It).  10,  . . 

13.  Perkins,  //.  .4.:  “Transplantation  Immnnologv  in  "I  uden- 
berg  H.  H.,  et  al.  (ed)  ":  Basic  and  Clinical  lmmun()log\  . 
Lange  Med.  Publications.  Los  .Altos,  (iaiitornia  (I9i6).  p 
160. 

l4.Santos,  G.  W.:  “Immunosuppression  for  Clinical  Marrow 
Transplantation”.  Sem.  in  Hematology  11:  341,  19i4. 

1.5. Storb,  R.,  Prentice,  R.  L.,  and  Thomas,  D.  L.:  "Marrow 


Breast 

self-«camiiiation 

KEYHOLE 
OF  THE  PHYSICtAN 


Item: 

Breast  cancer  is  a major  concern  of  American  women, 
according  to  a recent  Galiup  study  conducted  for  the  Ameri- 
can Cancer  Society. 

item: 

Aithough  aware  that  eariy  discovery  improves  the  chances  of 
cure,  and  that  BSE  can  iead  to  early  discovery,  fewer  than 

1 in  5 women  practice  BSE,  and  only  half  have  an  annual 
breast  examination  by  a physician. 

item: 

Only  35%  of  ali  women  polled  reported  that  a physician  had 
ever  raised  the  subject  of  breast  self-examination,  and  only 
24%  had  received  instruction  from  the  physician  on  how  to 
do  it.  Even  among  women  who  regularly  see  a gynecologist, 
only  34%  had  been  instructed  on  BSE. 

item: 

But,  among  women  who  received  personal  instruction  from 
their  physicians,  the  overwhelming  majority  (92%)  practiced 
BSE  during  the  preceding  year. 

The  Gallup  study  revealed  that,  far 
more  important  than  increasing 
awareness  of  breast  self-examina- 
tion, is  the  problem  of  inducing 
women  to  practice  it  regularly.  The 
physician  plays  a key  role  in  this— 
by  teaching  women  the  correct 
technique,  and  instilling  in  them  the 
confidence  that  will  assure  their 
continued  practice  of  BSE. 

The  American  Cancer  Society  gives 


major  emphasis  to  breast  cancer 
through  research  and  a vast  array 
of  public  educational  materials,  de- 
signed to  give  women  life-saving 
information  about  the  disease.  Our 
latest  approach  is  via  a pioneering 
television  film  starring  Jennifer 
O’Neill,  "Breast  Cancer:  Where  We 
Are.”  Where  we  will  be  in  a few 
years  will  certainly  hinge  on  our 
joint  efforts. 


American  Cancer  Society 


What  other  antihyper- 
tensive  has  all  this 
to  offer: 

Proven  record  of  effectiveness... 

Reserpine,  hydrochlorothiazide, 
and  hydralazine  (the  components  of 
Ser-Ap-Es)  were  the  agents  used 
in  the  landmark  VA  Cooperative 


Studies.’’^  And  in  a recent  North- 
west Florida  Public  Health  Survey, 
Ser-Ap-Es  proved  highly  effective 
for  hypertensives  in  the  100-109 
mmHg  diastolic  range,^  satisfactory 
control  or  significant  improvement 
being  attained  in  98%  of  patients. 

Comprehensive  control... 

combines  three  fundamental 
antihypertensive  mechanisms  — 
fluid  volume  reduction,  sympathetic 
inhibition,  direct  vasodilation. 


Favorable  side-effect  profile... 

since  component  dosages  are 
usually  lower  than  they  would  be  if 
given  alone  to  achieve  comparable 
antihypertensive  effect. 

Convenient  ■ aa 

the  one-tablet  regimen  is 
easier  to  remember,  easier  to  refill,  t 

Encourages  long'^erm 
adherence... 

Ser-Ap-Es  is  easy  to  administe 
and  convenient  for  patients  to  take. 


reserpine  0.1  mg 

hydralazine  hydi'ochlnr'ide  25  mg 
hydr-oehlorothiiizide  15  mg 


If  you  didn’t  have 
it  now,  you’d  want 
to  create  it. 


■Ivhen  dosages  correspond  to  those 
jlireestablished  by  individualized 
||:tration,  a Ser-Ap-Es  regimen  is 

I^lasy  to  stay  with.  Ser-Ap-Es  is  sig- 
ificantly  lower  in  cost  than  the  indi- 
: idual  components  prescribed 
eparately. 

t lompared  favorably  with  beta- 
’ locker  regimens... 

The  most  recent  VA  study 
Dmpared  reserpine  plus  hydro- 


chlorothiazide to  propranolol  plus 
hydrochlorothiazide  for  patients 
with  mild  essential  hypertension. 
The  reserpine  regimen  appeared  at 
least  equally  effective  and  required 
no  complicated  dosage  titration. 
And  reserpine  did  not  cause  signifi- 
cantly greater  side  effects  with 
the  exception  of  nasal  stuffiness. 


Use  Ser-Ap-Es  cautiously  in 
patients  with  advanced  renal  dam- 
age or  cerebrovascular  accident. 
Discontinue  at  first  sign  of  mental 
depression. 

Please  turn  page  for  brief 
prescribing  information. 


C I E A 


Ser-Ap-Es^ 

reserpine  0.1  mg  “ 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  hypertension.  Hyper- 
tension requires  therapy  titrated  to  the  indi- 
vidual patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  manage- 
ment. The  treatment  of  hypertension  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


INDICATIONS 

Hypertension.  (See  box  warning.) 

CONTRAINDICATIONS 

Reserpine:  Known  hypersensitivity;  mental  de- 
pression (especially  with  suicidal  tendencies); 
active  peptic  ulcer;  ulcerative  colitis;  electro- 
convulsive therapy. 

Hydralazine:  Hypersensitivity;  coronary  artery 
disease;  mitral  valvular  rheumatic  heart  disease. 
Hydrochlorothiazide:  Anuria;  hypersensitivity  to 
this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Reserpine:  Use  with  extreme  caution  in  patients 
with  a history  of  mental  depression.  Discontinue 
at  first  sign  of  despondency,  early  morning  in- 
somnia, loss  of  appetite,  impotence,  or  self- 
deprecation.  Drug-induced  depression  may  per- 
sist for  several  months  after  drug  withdrawal  and 
may  be  severe  enough  to  result  in  suicide. 

MAO  inhibitors  should  be  avoided  or  used  with 
extreme  caution. 

Hydralazine:  Hydralazine  may  produce  in  a few 
patients  a clinical  picture  simulating  systemic 
lupus  erythematosus.  In  such  patients  hydrala- 
zine should  be  discontinued  unless  the  benefit 
to  risk  determination  requires  continued  anti- 
hypertensive therapy  with  this  drug.  Symptoms 
and  signs  usually  regress  when  the  drug  is  dis- 
continued but  residua  have  been  detected  many 
years  later.  Long-term  treatment  with  steroids 
may  be  necessary. 

CBC’s,  L.E.  cell  preparations,  and  antinuclear 
antibody  titer  determinations  are  indicated  before 
and  periodically  during  prolonged  therapy  with 
hydralazine  or  if  the  patient  develops  any  un- 
explained signs  or  symptoms. 

A positive  antinuclear  antibody  titer  and/or  posi- 
tive L.E.  cell  reaction  requires  that  the  physician 
carefully  weigh  the  implications  of  the  test  re- 
sults against  the  benefits  to  be  derived  from 
antihypertensive  therapy  with  hydralazine. 

Use  MAO  inhibitors  with  caution. 
Hydrochlorothiazide:  Use  with  caution  in  severe 
renal  disease.  In  patients  with  renal  disease, 
thiazides  may  precipitate  azotemia.  Cumulative 
effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function. 

Thiazides  should  be  used  with  caution  in  patients 
with  impaired  hepatic  function  or  progressive  liver 
disease,  since  minor  alterations  of  fluid  and  elec- 
trolyte imbalance  may  precipitate  hepatic  coma. 
Thiazides  may  add  to  or  potentiate  the  action  of 
other  antihypertensive  drugs.  Potentiation  occurs 
with  ganglionic  or  peripheral  adrenergic  block- 
ing drugs. 

Sensitivity  reactions  are  more  likely  to  occur  in 
patients  with  a history  of  allergy  or  bronchial 
asthma. 

The  possibility  of  exacerbation  or  activation  of 
systemic  lupus  erythematosus  has  been  reported. 

Usage  in  Pregnancy 

Reserpine:  The  safety  of  reserpine  for  use  during 
pregnancy  or  lactation  has  not  been  established; 
therefore,  the  drug  should  be  used  in  pregnant 
patients  or  women  of  childbearing  potential  only 
when,  in  the  judgment  of  the  physician,  it  is 
essential  to  the  welfare  of  the  patient.  Increased 
respiratory  tract  secretions,  nasal  congestion, 
cyanosis,  and  anorexia  may  occur  in  neonates 
and  breast-fed  infants  of  reserpine-treated 


mothers  since  reserpine  crosses  the  placental 
barrier  and  appears  in  maternal  breast  milk. 
Hydralazine:  Animal  studies  indicate  that  high 
doses  of  hydralazine  are  teratogenic  in  mice, 
possibly  in  rabbits,  and  not  in  rats.  Although 
clinical  experience  does  not  include  any  positive 
evidence  of  adverse  effects  on  the  human  fetus, 
hydralazine  should  be  used  during  pregnancy 
only  if  the  benefit  clearly  justifies  the  potential 
risk  to  the  fetus. 

Hydrochlorothiazide:  Thiazides  cross  the  pla- 
cental barrier  and  appear  in  cord  tslood.  The  use 
of  thiazides  in  pregnant  women  requires  that  the 
anticipated  benefit  be  weighed  against  possible 
hazards  to  the  fetus.  These  hazards  include  fetal 
or  neonatal  jaundice,  thrombocytopenia,  and 
possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

Nursing  Mothers:  Thiazides  appear  in  breast 
milk.  If  the  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with  history 
of  peptic  ulcer,  ulcerative  colitis,  or  gallstones 
(biliary  colic  may  be  precipitated). 

Exercise  caution  when  treating  hypertensives 
with  renal  insufficiency.  Use  cautiously  with 
digitalis  and  quin  id  ine. 

Intraoperative  hypotension  has  occurred  in  hy- 
pertensive patients  receiving  rauwolfia  prepara- 
tions, but  withdrawal  of  reserpine  does  not  assure 
that  circulatory  instability  will  not  occur  in  such 
patients. 

Hydralazine:  Use  cautiously  in  suspected  coro- 
nary artery  or  other  cardiovascular  disease, 
cerebral  vascular  accidents,  and  advanced  renal 
damage.  Postural  hypotension  may  occur,  and  the 
pressor  response  to  epinephrine  may  be  reduced. 
Peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling,  has  been  observed. 
Published  evidence  suggests  an  antipyridoxine 
effect  and  addition  of  pyridoxine  to  the  regimen 
if  symptoms  develop. 

Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been  re- 
ported. If  such  abnormalities  develop,  discon- 
tinue therapy.  Periodic  blood  counts  are  advised 
during  prolonged  therapy. 

Hydrochlorothiazide:  Periodic  determination  of 
serum  electrolytes  to  detect  possible  electrolyte 
imbalance  should  be  performed  at  appropriate 
intervals.  Observe  patients  for  clinical  signs  of 
fluid  or  electrolyte  imbalance  (hyponatremia, 
hypochloremic  alkalosis,  and  hypokalemia). 
Serum  and  urine  electrolyte  determinations  are 
particularly  important  when  the  patient  is  vomit- 
ing excessively  or  receiving  parenteral  fluids. 
Medication  such  as  digitalis  may  also  influence 
serum  electrolytes.  Warning  signs  are  dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular 
fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbance  such  as  nausea  or 
vomiting. 

Hypokalemia  may  develop,  especially  with  brisk 
diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  steroids  or  ACTH. 
Interference  with  adequate  oral  intake  of  electro- 
lytes  will  also  contribute  to  hypokalemia.  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  digitalis  (eg, 
increased  ventricular  irritability). 

Any  chloride  deficit  is  generally  mild  and  usually 
does  not  require  specific  treatment  except  under 
extraordinary  circumstances  (as  in  liver  diseases 
or  renal  disease).  Dilutional  hyponatremia  may 
occur  in  edematous  patients  in  hot  weather;  ap- 
propriate therapy  is  water  restriction  rather  than 
administration  of  salt,  except  in  rare  instances 
when  the  hyponatremia  is  life-threatening.  In 
actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be 
precipitated  in  certain  patients.  Insulin  require- 
ments in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged.  Latent  diabetes  may 
become  manifest  during  thiazide  administration. 
Thiazide  drugs  may  increase  the  responsiveness 


to  tubocurarine.  The  antihypertensive  effects  of 
the  drug  may  be  enhanced  in  the  postsympathec- 
tomy patient.  Thiazides  may  decrease  arterial 
responsiveness  to  norepinephrine.  This  is  not 
sufficient  to  preclude  effectiveness  of  the  pressor 
agent  tor  therapeutic  use. 

If  progressive  renal  impairment  becomes  evi- 
dent, consider  withholding  or  discontinuing 
diuretic  therapy. 

Thiazides  may  decrease  serum  PBI  levels  with- 
out sign  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides. 
Pathological  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have 
been  observed  in  a few  patients  on  prolonged 
thiazide  therapy.  The  common  complications  of 
hyperparathyroidism  such  as  renal  lithiasis, 
bone  resorption,  and  peptic  ulceration  have  not 
been  seen.  Thiazides  should  be  discontinued 
before  carrying  out  tests  for  parathyroid  function. 
ADVERSE  REACTIONS 

Reserpine:  Gastrointestinal— hypersecretion: 
nausea;  vomiting;  anorexia;  diarrhea.  Cardio- 
vascular—ang'ina-Wke  symptoms;  arrhythmias 
(particularly  when  used  concurrently  with  digi- 
talis or  quinidine);  bradycardia.  Central  Nervous 
System— drowsiness;  depression;  nervousness; 
paradoxical  anxiety;  nightmares;  rare  parkinson- 
ian syndrome  and  other  extrapyramidal  tract 
symptoms;  CNS  sensitization  (manifested  by  dulJ 
sensorium,  deafness,  glaucoma,  uveitis,  and 
optic  atrophy).  Miscellaneous— trequenhy  nasal 
congestion;  pruritus;  rash;  dryness  of  mouth; 
dizziness;  headache;  dyspnea;  syncope;  epi- 
staxis; purpura  and  other  hematological  reac- 
tions; impotence  or  decreased  libido;  dysuria; 
muscular  aches;  conjunctival  injection;  weight 
gain;  breast  engorgement;  pseudolactation; 
gynecomastia;  rarely  water  retention  with  edema 
in  hypertensive  patients. 

Hydralazine:  Common— headache;  palpitations; 
anorexia;  nausea;  vomiting;  diarrhea;  tachy- 
cardia; angina  pectoris.  Less  frequent— nasal 
congestion;  flushing;  lacrimation;  conjunctivitis; 
peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling;  edema;  dizziness; 
tremors;  muscle  cramps;  psychotic  reactions 
characterized  by  depression,  disorientation,  or 
anxiety;  hypersensitivity  (including  rash,  urti- 
caria, pruritus,  fever,  chills,  arthralgia,  eosino- 
philia,  and,  rarely,  hepatitis);  constipation;  diffi- 
culty in  micturition;  dyspnea;  paralytic  ileus; 
lymphadenopathy;  splenomegaly;  blood  dyscras- 
ias, consisting  of  reduction  in  hemoglobin  and 
red  cell  count,  leukopenia,  agranulocytosis  and 
purpura;  hypotension;  paradoxical  pressor 
response. 

Hydrochlorothiazide:  Gastrointestinal— anorexia, 
gastric  irritation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic),  pancreatitis,  sialadenitis.  Central 
Nervous  System— dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia.  Hemato/og/c- leukopenia, 
agranulocytosis,  thrombocytopenia,  aplastic 
anemia.  Card/ovascu/ar- orthostatic  hypotension 
(may  be  potentiated  by  alcohol,  barbiturates,  or 
narcotics).  Hypersensitivity— purpura,  photosensi- 
tivity, rash,  urticaria,  necrotizing  angiitis,  Stevens- 
Johnson  syndrome,  and  other  hypersensitivity 
reactions.  Other- hyperglycemia,  glycosuria, 
hyperuricemia,  muscle  spasm,  weakness,  rest- 
lessness. Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw  therapy. 
DOSAGE 

As  determined  by  individual  titration  (see  box 
warning). 

Usual  dosage  is  1 to  2 tablets  t.i.d.  For  mainte- 
nance, adjust  dosage  to  lowest  patient  require- 
ment. When  necessary,  more  potent  antihyper- 
tensives may  be  added  gradually  in  dosages 
reduced  by  at  least  50  percent. 

HOW  SUPPLIED 

Tablets  (light  salmon  pink,  dry-coated),  each 

containing  0.1  mg  reserpine,  25  mg  hydralazine 

hydrochloride,  and  15  mg  hydrochlorothiazide; 

bottles  of  100,  1000  and  Accu-Pak® 

blister  units  of  100.  C77-4  Rev.  1/77 

Consult  complete  product  literature  before 

prescribing. 
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GRAPHICS 


Choose  the  Correct  Answer: 


CASE  1. 

This  65-year  old  female  was  told  to  have  a heart  murmur  at  the  age  of  15.  She  started  to  notice 
easy  fatigability,  in  her  early  40’s.  This  progressed  gradually  to  moderately  severe  dyspnea  at  rest. 
In  1977  she  was  referred  for  cardiac  catheterization.  Physical  examination  revealed  an  elderly  woman 
looking  chronically  ill.  PB  was  110/80,  pulse  86/minute  regular,  vdth  occasional  extrasystoles,  the 
CVP  was  over  15  cms,  medium  moist  rales  were  present  in  both  cases.  A systolic  ejection  murmur 
Grade  IV/6  was  heard  in  the  2nd  left  inter-costal  space.  All  these  findings  were  augmented  after 
inspiration.  ECG  showed  normal  sinus  rhythm,  right  ventricular  hypertrophy,  frequent  PAC’s  and 
PVC’s.  Echocardiogram  showed  a dilated  right  ventricle  with  paradoxical  septal  motion,  normal 
left  atrium  and  left  ventricular  chambers. 

(a)  Mitral  stenosis  with  pulmonary  hypertension. 

(b)  ASD  with  pulmonary  hypertension. 

(c)  Tricuspid  valve  myxoma. 

(d)  Primary  pulmonary  hypertension. 
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CASE  2. 

This  16-year  old  male  was  found  to  have  a heart  murmur  since  birth.  He  has  been  followed 
at  the  outpatient  clinic  complaining  of  mild  dyspnea  on  effort.  Physical  examination  revealed  a 
well  nourished  well  developed  male  in  no  acute  distress.  BP  was  100/70,  pulse  was  68/m  regular, 
CVP  was  8cm.  H2O.  The  lungs  were  clear  to  auscultation,  a right  ventricular  lift  was  palpable.  A 
harsh  Grade  3/6  systolic  ejection  murmur  was  present  in  the  2nd  right  inter-costal  space  that  ended 
close  to  a soft  P2.  The  electrocardiogram  showed  right  ventricular  hypertrophy. 

The  most  likely  diagnosis  is: 

(a)  Functional  murmur. 

(b)  Atrial  septal  defect. 

(c)  Pulmonic  stenosis. 

(d)  Tricuspid  stenosis. 
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CASE  3. 

This  11-year  old  boy  was  referred  due  to  abnormal  auscultatory  findings.  Physical  examination 
revealed  a young  male  patient,  slim  type,  in  no  acute  distress.  BP  was  100/60,  pulse  was  86/minute, 
CVP  was  6cm  H2O,  lungs  were  clear  to  auscultation.  The  point  of  maximal  impulse  was  palpable 
in  the  5th  left  inter-costal  space,  mid-clavicular  line,  a mid-systolic  click  was  present  in  the  apical 
area.  No  murmurs  were  heard.  The  ECG  was  normal  for  the  patient’s  age. 

The  most  likely  diagnosis  is: 

(a)  Mitral  valve  prolapse. 

(b)  Pulmonic  stenosis. 

(c)  Straight-back  syndrome. 

(d)  Atrial  septal  defect. 
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DISCUSSION 


CASE  1. 

This  patient  was  found  to  have  an  atrial  septal  defect  with  2.5:1  left  to  right  shunt  and  mo- 
derate pulmonary  hypertension.  The  systolic  murmur  was  due  to  increased  flow  across  the  pulmo- 
nic valve.  The  diastolic  murmur  was  a Graham  Steele  murmur  of  pulmonic  insufficiency.  The  only 
additional  diagnostic  possibility  was  mitral  stenosis  with  pulmonary  hypertension  which  is  elimi- 
nated on  the  basis  of  normal  left  atrial  size  by  echocardiography  and  the  absence  of  a diastolic  gra- 
dient across  the  mitral  valve. 

CASE  2. 

The  diagnosis  is  pulmonic  stenosis.  The  chest  film  shows  post-stenotic  dilatation  of  the  pul- 
monary artery,  diminished  pulmonary  flow  and  retrosternal  fullness  by  a dilated  right  ventricle. 
The  harsh  systolic  murmur  at  the  base  of  the  heart  with  terminating  close  to  a soft  P2,  eliminates 
other  possibilities. 


CASE  3. 

Pulmonic  stenosis  is  eliminated  by  the  absence  of  right  ventricular  dilatation  and  right  ventri- 
cular hypertrophy  on  the  EGG.  An  atrial  septal  defect  is  suggested  by  a dilated  main  pulmonary 
artery  conus.  However,  the  pulmonary  flow  is  normal  and  no  murmurs  were  present.  Fluoroscopy 
of  the  pulmonic  area  revealed  normal  pulsations  of  a non-dilated  artery.  It  was  thought  to  be  a nor- 
mal finding  in  a slim  young  patient.  The  mid-systolic  click  was  not  physiologic  since  it  failed  to 
disappear  after  inspiration  as  it  would  bj  expected  if  due  to  pulmonic  valve  opening.  The  systolic 
click  moved  closer  to  the  first  heart  sound  in  the  standing  position.  Indeed,  echocardiogram  revea- 
led the  classical  findings  of  this  condition,  mitral  valve  prolapse.  The  lateral  chest  film  shows  a fairly 
straight  thoracic  vertebral  column  which  has  been  observed  in  patients  with  this  syndrome. 

Julio  E.  Pérez,  MD 
Migdalia  González,  MD 
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Dr.  José  L.  Cangiano 
President,  Editorial  Board 
Boletín  Asociación  Médica  de  P.  R. 

Apartado  9387 
Santurce,  Puerto  Rico  00908 

Dear  Dr.  Cangiano: 

I hereby  would  like  to  disagree  with  the 
interpretation  of  radiographic  findings  that 
appeared  in  Page  19  of  the  Boletín,  Vol.  70, 
January  1978,  No.  1. 

The  PA  and  Lateral  Chest  films  were 
correctly  interpreted  as  having  a large 
left  atrium  with  calcifications,  probably 
in  a mural  thrombus.  There  is  certainly 
right  ventricular  enlargement  demonstra- 
ted by  obliteration  of  the  retrosternal 
clear  space.  However,  there  is  no  eviden- 
ce of  left  ventricular  enlargement  since  the 
barium  column  in  the  lateral  view  is  not 
indented  by  the  left  ventricle,  it  has  rather 
been  pushed  back  by  the  very  large  right 
ventricle.  The  dilated  pulmonary  arteries 
and  large  right  ventricle  indicate  pulmonary 
arterial  hypertension.  Based  on  the  pre- 
vious analysis  the  predominant  valvular 
lesion  appears  to  be  mitral  stenosis  and 
not  mitral  insufficiency.  Mitral  stenosis 
with  long  standing  pulmonary  venous 
hypertension  must  have  resulted  in  pul- 
monary arterial  hypertension  and  the 
right  ventricular  enlargement  observed. 

I imagine  that  the  history  given  as  holo- 
systolic  murmur  was  retrospectively  made  by 
the  presenting  physicians  when  they  thought 


that  the  primary  diagnosis  was  mitral  insuf- 
ficiency. Sincerely, 

Edda  Q.  de  Sevilla,  MD 
Asst.  Chief, 

Radiology  Section 
Veterans  Adm.  Center 

Dr.  José  L.  Cangiano,  Editor 
Bulletin  P.  R.  Medical  Association 
Box  9387 

Santurce,  P.  R.  00908 
Dear  Dr.  Cangiano: 

I have  read  with  great  interest  Dr.  Quin- 
tero’s interpretation  of  the  chest  X-ray  which 
appeared  in  volume  70  page  19  of  the  Bulle- 
tin. The  main  objective  of  this  interesting  and 
rather  unusual  X-ray  was  to  show  a dilated 
calcified  left  atrium.  Although  microscopic 
areas  of  calcification  in  a dilated  atrium  might 
be  a rather  frequent  histologic  finding,  exten- 
sive radiolucent  calcifications  are  not  usual. 

The  right  ventricle  was  indeed  the  largest 
chamber  and  as  pointed  by  Dr.  Quintero,  the 
barium  column  was  not  indented  by  the  left 
ventricle. 

Considering  these  findings,  we  agree  with 
the  fact  that  mitral  stenosis,  not  insufficiency, 
was  the  predominant  valvular  lesion.  Most  li- 
kely the  systolic  murmur  described  was  secon- 
dary^ to  functional  tricuspid  insufficiency. 

Respectfully, 

Sonia  Dones,  MD 

Juan  M.  Aranda,  MD 
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In  B7%  of  patients 

studied  [3Q3  of  349], 

Hzo  GantanoT  rei^ced 

pain  and^  burning 
within  24  hours' 


A controlled,  multicenter  study  assessed  the  efficacy  of 
Azo  Gantanol  in  relieving  pain  and/or  ^rnjng  a^ociat^ 
acute  urinary  tract  infection  in  ; ^ v;' 


hps 


Before  prescribing,  please  consult  complete  pr 
uct  infornwtion,  a summary  of  which  follows; 
Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis 
oyelitis  and  cystitis)  due  to  susceptible  organ;. 


pyelitis  and  cystitis)  aue  lo  suscepuuic  uigoiri-i 
(usually  £.  coli,  Klebsielfa-Aerobacter,  Sfaphy'i 
r'rtrriiQ  aiirpus.  Pfotaus  mirabHis,  and,  Iessfr6-|i 


tUdUOliy  (.•  . / I 

coccus  at/reus,  Proteus  mirabihs,  and,  lesstre-li 
quently,  Proteus  vulgaris)  in  the  absence  of  i 
obstructive  uropathy  or  foreign  belies.  N<rte;  C. 
fully  coordinate m vitro  sulfonamide  sensitivity- 
tests  with  bacteriologic  and  clinical  response; 
aminobenzoic  acid  to  follow-up  culture  media. . 
increasing  frequency  of  resistant  organisms  li"'- 
the  usefulness  of  antibacterials  including  sul-  , 
fonamides.  Measure  sulfonamide  blood  levels  i 
variations  may  occur;  20  mg/100  ml  should  be| 
maximum  total  level. 

Contraindications:  Children  below  age  12;  sul 
fonamide  hypersensitivity;  pregnancy  at  term  aj 
during  nursing  period;  because  Azo  Gantanol  ii 
tains  phenazopyridine  hydrochloride  it  is  contri 
dicated  in  glomerulonephritis,  severe  hepahir,.. 
uremia,  and  pyelonephritis  of  pregnancy  with  tj 
disturbances.  S 


disturbances.  S 

Warnings:  Safety  during  pregnancy  not  establ  J 
rioafhc  from  hvoersensitivitv  reactions,  agranig 


flaming»;  oaiciy  ciumife  -y . 

Deaths  from  hypersensitivity  reactions,  agran4 
tosis,  aplastic  anemia  and  other  blood  dyscra: 
have  been  reported  and  early  clinical  signs  (s 
throat,  fever,  pallor,  purpura  or  jaundice)  may 
dicate  serious  blood  disorders.  Frequent  CBC 
urinalysis  with  microscopic  examination  are  r 
ommended  during  sulfonamide  therapy. 
Precautions:  Use  cautiously  in  patients  with  i 
paired  renal  or  hepatic  function,  severe  allerg 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whom 
dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crystalluria 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran 
ulocytosis,  aplastic  anemia,  thrombocytopem 
leukopenia,  hemolytic  anemia,  purpura,  hypr 
thrombinemia  and  methemoglobinemia);  alie 
reactions  (erythema  multiforme,  skin  eruptio 
Stevens- Johnson  syndrome,  epidermal  necro 
urticaria,  serum  sickness,  pruritus,  exfoliativ 
dermatitis,  anaphylactoid  reactions,  periorbil 
edema,  conjunctival  and  scleral  injection,  pr 
sensitization,  arthralgia  and  allergic  myocard 
G /.  reactions  (nausea,  emesis,  abdominal  p.. 
hepatitis,  diarrhea,  anorexia,  pancreatitis  ani 
stomatitis);  C/VS  reactions  (headache,  penp.^ 
neuritis,  mental  depression,  convulsions,  ats 
hallucinations,  tinnitus,  vertigo  and  insomni; 
miscellaneous  reactions  (drug  fever,  chills,  t 
nephrosis  with  oliguria  and  anuria,  periaii,.Ti 
nodosa  and  L.  E.  phenomenon).  Due  to  cert 
chemical  similarities  with  some  goitrogens.  ■] 
uretics  (acetazolamide,  thiazides)  and  oral  r 
elycemic  agents,  sulfonamides  have  caused 
instances  of  goiter  production,  diuresis  and 
glycemia.  Cross-sensitivity  with  these  agent' 
exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  ac 
painful  phase  of  urinary  tract  infections.  Us. 
^ult  dosage:  2 Gm  (4  tabs)  initially,  then  1 
(2  tabs)  B.l.D.  for  up  to  3 days.  If  pain  pers 
causes  other  than  infection  should  be  sougl 
After  relief  of  pain  has  been  obtained,  com 
treatment  with  Gantanol  (sulfamethoxazole) 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orai; 
dye  (phenazopyridine  HCI)  will  color  the  urij 
Supplied:  Tablets,  red.  film-coated,  e^h  ci: 
ine  0.5  Gm  sulfamethoxazole  and  100  mg  i 
phenazopyridine  HCI — bottles  of  100  and  -i 
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AMA  NEWS  RELEASE 

AMERICAN  MEDICAL  ASSOCIATION  FILES  SUIT 
A GAINST  RELEASE  OF  MEDICARE  LISTS 

CHICAGO  — June  5,  1978  - The  American  Me- 
dical Association  was  granted  a request  today  for  an 
Order  temporarily  restraining  Joseph  A.  Califano, 
Secretary  of  the  United  States  Department  of  Health, 
Education,  and  Welfare  from  making  public  a list  iden- 
tifying each  physician  who  provided  services  and  the 
amount  of  Medicare  payments  purportedly  generated 
by  him  or  her  in  1977  to  beneficiaries  of  the  Medicare 
program. 

In  the  action  before  Judge  Roszkowski  of  the 
United  States  District  Court  for  the  Northern  Dis- 
trict of  Illinois,  Eastern  Division,  the  AMA  noted 
that  publication  of  this  list  would  invade  the  consti- 
tutionality and  statutorily  recognized  interest  of  each 
such  physician  in  the  confidentiality  of  information 
relating  to  personal  income.  Release  of  najnes  would 
further  call  into  question  the  integrity  of  the  physi- 
cians, and  would  deter  physicians  from  treating  Medi- 
care beneficiaries  in  the  future. 

The  Association  pointed  out  that  once  the  list 
is  made  available  to  the  public,  plaintiffs  will  suffer 
irreparable  damage,  yet  Secretary  Califano  would  lose 
nothing  by  waiting  to  release  the  list  until  the  complex 
legal  issues  it  raises  are  resolved. 

Robert  B.  Hunter,  M.  D.,  Chairman  of  the  AMA 
Board  of  Trustees,  and  one  of  the  Plaintiffs,  said,  “It 
is  unfortunate  that  Mr.  Califano  persists  in  releasing 
these  lists  at  all.  In  the  past  this  has  led  to  irreparable 
harm  to  the  plaintiffs  because  when  made  public,  the 
i'uplication  has  been  that  physicians  receiving  high 
incomes  under  the  Medicare  program  have  been  sus- 
pect. The  release  of  these  lists  is  an  expensive  exercise 
that  has  not  been  proven  to  have  any  beneficial  effect 
on  the  operation  of  the  Medicare  program.”  Other 
plaintiffs  are:  Frank  J.  Jirka,  M.D.,  Vice  Chairman  of 
the  AMA  Board  of  Trustees,  Lowell  H.  Steen,  M.  D., 


Member  of  the  AMA  Board  of  Trustees,  Harold  Gur- 
gone,  a patient  of  Dr.  Jirka,  and  Walter  E.  Schrage, 
a patient  of  Dr.  Steen. 

In  related  cases.  Orders  temporarily  restraining 
the  release  of  lists  have  been  issued  in  Florida  and 
Louisiana.  In  the  Florida  case,  a special  magistrate 
has  recommended  that  “Plaintiffs’  motion  for  a Pre- 
liminary Injunction  should  be  granted.” 

In  a supporting  memorandum,  the  AMA  revie- 
wed the  circumstances  of  the  release  of  the  previous 
list  for  1975  that  was  so  riddled  with  errors  the  Se- 
cretary of  HEW  had  to  withdraw  it  and  disseminate 
a revised  version.  The  1977  list  may  also  be  inaccura- 
te. However,  even  if  accurate,  the  Association  says, 
the  figures  give  the  erroneous  impression  that  certain 
physicians  are  “gouging”  the  public  by  receiving  im- 
proper or  otherwise  questionable  payments  from 
the  Medicare  program. 


INJURIES  LISTED  FROM  EXPLODING  POP  BOT- 
TLES 

CHICAGO  — The  pop  bottles  are  still  explod- 
ing, says  a report  in  the  June  9 Journal  of  the  Ameri- 
can Medical  Association. 

A report  on  injuries  from  exploding  soft  drink 
bottles  in  the  Journal  last  fall  prompted  response  from 
other  doctors  who  had  treated  such  injuries. 

A physician  in  Panama  wrote  that  exploding 
bottles  are  a health  hazard  in  that  republic  also,  and 
his  own  wife  was  hurt  when  a bottle  she  was  carrying 
up  a staircase  exploded  against  her  leg. 

Paul  S.  Bergeson,  M.  D.,  and  colleagues,  from 
Good  Samaritan  Hospital,  Phoenix,  Ariz.,  say  that 
following  the  initial  publication  last  fall  they  have 
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been  able  to  expand  their  account  from  three  cases 
to  17  from  information  sent  to  them  by  other  doctors. 

Of  course,  the  few  explosions  related  to  the 
many  millions  of  bottles  handled  daily  in  the  United 
States  still  offer  only  a slight  risk.  And  voluntary  stan- 
dards for  bottle  strength  have  been  set  by  the  Glass 
Packaging  Institute,  the  National  Soft  Drinks  Asso- 
ciation, and  the  National  Bureau  of  Standards,  Dr. 
Bergeson  says. 

But  these  standards  do  not  help  the  huge  supply 
of  old  bottles  still  in  use.  A polyester  bottle  is  now  in 
production  that  is  said  to  be  shatterproof  in  normal 
use.  It  has  been  dropped  from  as  high  as  13  feet  without 
breaking.  This  may  be  a safer  alternative  to  the  glass 
bottle,  although  the  bottle  cap  still  presents  a danger, 
says  Dr.  Bergeson. 

Of  the  17  explosions,  13  occurred  in  southern 
or  southwestern  states,  and  most  of  them  in  the  war- 
mer months  of  the  year.  Thus  hot  weather  may  be  a 
factor.  But  three  cases  happened  at  Christmas-time, 
and  one  of  the  bottles  was  in  a refrigerator  when  it 
blew  up. 

One  bottle  exploded  in  the  middle  of  a living 
room,  spraying  material  over  all  four  walls  and  half- 
way up  a flight  of  stairs.  One  injured  party,  whose 
upper  body  was  sprayed  with  fragments  of  glass,  still 
has  small  bits  of  glass  working  out  through  the  skin 
more  than  two  years  later. 

Seven  of  the  cases  involved  small  children,  and 
crawling  infants  are  particularly  at  risk,  he  says. 


LEG-AND-HEEL  TECHNIQUE  AIDS  HEART  AT- 
TACK VICTIMS 

CHICAGO  — Use  of  the  heel  and  leg  to  apply 
external  heart  compression  in  first  aid  for  heart  attack 
victims  works,  says  a report  in  the  June  9 Journal  of 
the  American  Medical  Association. 

External  heart  compression  usually  is  applied 
by  pressing  sharply  and  rapidly  on  the  chest  with  the 
heel  of  the  hand.  This  requires  a good  deal  of  strength, 
since  an  adult  victim  must  be  compressed  one  and 


one-half  to  two  inches.  And  it  must  be  done  rapidly, 
60  times  a minute. 

Slender,  weak  or  fatigued  rescuers  may  not  be 
able  to  depress  the  victim’s  sternum  sufficiently,  Lau- 
rence H.  Bilfield  and  Dr.  Gary  A.  Regula  of  Case  Wes- 
tern Reserve  School  of  Medicine,  Cleveland,  declared. 

The  Cleveland  pair  set  up  a research  project  with 
20  medical  students.  Each  was  instructed  in  the  leg- 
heel  method  of  external  heart  compression.  First  step 

is  to  remove  shoes.  Then  each  student  practiced  on  a 
training  mannequin  equipped  with  a light  that  indicated 
correct  or  incorrect  technique.  The  rescuer  stands  be- 
side the  victim,  who  is  laid  prone  on  the  floor. 

The  students  attempted  resuscitation  hy  both 
leg-heel  and  hand-arm  techniques.  The  study  found 
that  lighter  weight  individuals  could  do  a better  job 
with  the  leg-heel  approach.  One  110-pound  feminine 
student,  for  instance,  was  significantly  more  success- 
ful in  compressing  the  mannequin  with  the  leg-heel 
than  hand-arm  method. 

The  leg-heel  method  cannot  be  used  when  a single 
rescuer  has  to  provide  both  cardiac  compression  and 
mouth-to-mouth  resuscitation,  they  point  out. 

“The  leg-heel  method  seems  attractive  for  long- 
lasting  resucitation  because  the  rescuer  can  alternate 
legs  and  use  his  or  her  body  weight  more  effectively 
for  compression.” 

But  this  new  technique  is  not  yet  ready  for  ge- 
neral use,  the  researchers  declare.  It  needs  to  be  further 
tested  in  the  laboratory  and  tried  in  the  field  before 
it  can  be  recommended  as  a safe  alternative  to  the 
well-established  arm-hand  technique  of  external  heart 
compression. 


MEDICAL  STUDENTS  TO  AIR  BYPASS  SURGERY 
CONTROVERSY 

CHICAGO  — Is  coronary-artery  bypass  surgery 
really  in  the  best  interest  of  the  patient  and  of  society? 
The  pros  and  cons  of  the  question  will  be  aired 
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before  representatives  of  the  nation’s  medical  students 
at  their  annual  meeting  June  17-18  in  St.  Louis  (Chase- 
Park  Plaza  Hotel). 

The  occasion  will  be  the  annual  meeting  of  the 
Student  Business  Session  of  the  American  Medical  As- 
sociation. The  AMA’s  annual  meeting  will  also  be  held 
in  St.  Louis,  June  17-22. 

Coronary-artery  bypass  (CAB)  surgery  has  be- 
come a focus  of  national  scrutiny.  A recent  study  by 
the  Veterans  Administration  questioned  its  efficacy, 
and  the  ensuing  debate  has  spilled  over  from  the  me- 
dical journals  into  the  mass  media.  CAB  surgery  now 
consumes  one  percent  of  the  nation  s health  resources 
and  continues  to  grow. 

Thomas  A.  Preston,  M.  D.,  of  the  U.  S.  Public 
Health  Service  Hospital  and  the  University  of  Washing- 
ton, Seattle,  will  question  the  procedure.  Dr.  Preston 
feels  CAB  is  still  unproven. 

Gerald  M.  Lawrie,  M.  D.,  of  Baylor  College  of  Me- 
dicine, Houston,  with  extensive  experience  performing 
CAB  surgery  in  one  of  the  busiest  cardiovascular  centers 
in  the  world,  will  report  that  he  feels  results  from  his 
center  demonstrate  the  utility  of  the  procedure  in  terms 
of  both  symptomatic  relief  and  prolongation  of  life. 

Dr.  Preston  is  author  of  the  book:  “Coronary- 
Artery  Surgery:  A Critical  Review.”  Dr.  Lawrie  is  co- 
author, with  Michael  DeBakey,  M.  D.,  of  the  article, 
“Aortocoronary' -Artery  Bypass:  Assessment  after  13 
Years”,  which  appeared  in  the  Journal  of  the  American 
Medical  Association  last  February. 

How  to  hold  down  increases  in  cost  of  medical 
care  also  will  be  a subject  of  emphasis  for  the  medical 
students. 

Two  fourth-year  surgical  resident  physicians,  Ran- 
dy Voyles,  M.  D.,  and  Jeff  Weiman,  M.  D.,  have  taken  a 
year  out  of  their  training  at  Louisville  General  Hospital, 
Louisville,  Ky.,  to  study  health  care  planning  and  health 
care  cost  problems. 

Drs.  Voyles  and  Weiman  will  present  a program 
for  the  medical  students  on  “Practical  Approaches  to 
Medical  (>are  Cost  Containment.” 

The  program  is  aimed  at  reducing  the  length  of 
patient  stays  in  the  hospital  and  assuring  that  proper 
followup  is  included  in  each  patient’s  management  plan 
to  avoid  rehospitalization. 

The  students  will  conclude  their  business  sessions 
by  2 P.  M.  Sunday,  June  18,  so  that  they  may  partici- 


pate in  the  deliberations  of  the  AMA’s  House  of  Delega- 
tes. 

Med  student  Timothy  Hosea  of  the  University  of 
Cincinnati  is  chairperson  of  the  Medical  Student  Busi- 
ness Session  of  AMA. 


AMA  SCHEDULES  CONFERENCE  ON  SPORTS 
MEDICINE 

CHICAGO  — Physicians  will  learn  the  latest 
methods  of  treating  athletic  injuries  at  the  American  Me- 
dical Association’s  20th  Conference  on  Medical  Aspects 
of  Sports. 

The  Conference  will  be  held  Saturday,  June  17,  in 
St.  Louis  (Stouffer’s  Riverfront  Towers)  in  conjunction 
with  the  127th  Annual  Convention  of  the  AMA. 

Col.  James  L.  Anderson,  Director  of  Physical 
Education  for  the  United  States  Military  Academy  at 
West  Point,  will  report  on  the  integration  of  the  new 
young  women  cadets  into  the  Academy’s  rigorous 
physical  training  program,  which  resulted  in  stress 
fractures  at  an  incidence  rate  ten  times  as  high  for  the 
women  as  for  the  men. 

Knee  injuries  are  one  of  the  most  common  medical 
problems  for  athletes,  and  Andrew  B.  Weiss,  M.  D.,  Chief 
of  Orthopaedic  Surgery  at  the  College  of  Medicine  and 
Dentistry  of  New  Jersey,  will  review  “the  state  of  the 
art”  of  surgical  repair  of  torn  ligaments.  Only  the  most 
severe  tears  should  be  repaired.  Results  are  unpredictable 
and  the  operation  is  difficult,  he  says. 

Bruce  M.  Claussen,  M.  D.,  of  North  Platte,  Neb., 
bas  been  doctor  for  rodeo  cowboys  for  a number  of 
years,  and  will  report  on  the  many  different  types  of 
injuries  suffered  by  the  bronc  busters. 

A foot  specialist  who  is  himself  a long  distance 
runner,  Steve  1.  .Subotnick,  DPM,  will  discuss  the  foot 
and  leg  problems  of  joggers  and  runners.  Dr.  Subotnick 
credits  many  of  these  to  .small  imbalances  in  foot  or  leg 
which  don’t  cause  trouble  in  ordinary  walking,  but  crea- 
te strains  under  the  pressures  of  running. 

Program  chairperson  for  the  Conference  will  be 
Christine  E.  Haycock,  M.  D. 
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Further  information  on  the  Conference  is  available 
from  the  Department  of  Environmental,  Public  and 
Occupational  Health,  American  Medical  Association, 
535  N.  Dearborn  St.,  Chicago,  111.  60610. 


HOSPITALS  SHOW  REAL  PROGRESS  IN  CURBING 
COST  ESCALATION 

CHICAGO  — Doctors  and  hospitals  are  beginning 
to  get  a handle  on  the  rising  cost  of  hospital  care,  Paul 
W.  Earle,  executive  director  of  the  voluntary  effort  of 
organized  medicine  and  hospitals  to  curb  costs,  decla- 
red. 

Speaking  at  a national  meeting  of  the  Health 
Section  of  the  Public  Relations  Society  of  America 
at  Chicago,  Earle  said  the  professions  are  achieving 
their  goal  of  reducing  by  2 percent  each  year  the  per- 
centage of  cost  rise. 

In  1976  hospital  costs  increased  by  19.7  per- 
cent, Earle  said.  In  1977  the  rate  of  increase  was  pared 
to  15.6  percent.  And  for  the  first  quarter  of  1978  the 
rate  of  increase  was  only  about  13  percent. 

“Hospitals  and  doctors  are  tightening  up.  There’s 
no  doubt  about  it,”  Earle  declared. 

There  have  been  more  mergers,  more  sharing 
of  services,  a slowing  of  expanding  hospital  person- 
nel. And  the  average  length  of  stay  — 7.4  days  in  re- 
cent years  — has  been  reduced  to  7.2.  In  national  terms 
this  represents  a substantial  saving. 

The  voluntary  cost  containing  effort  is  a joint 
endeavor  of  the  American  Medical  Association,  Amer- 
ican Hospital  Association  and  Eederation  of  American 
Hospitals,  with  the  cooperation  of  such  other  groups 
as  Blue  Cross-Blue  Shield  and  the  Health  Insurance 
Association  of  America. 

Earle,  a vice  president  of  the  American  Hospital 
Association,  is  executive  director  of  the  steering  com- 
mittee of  the  three  organizations. 

Speaking  on  the  same  program,  William  M.  Cohan, 
representative  of  the  American  .Medical  Association 
on  the  steering  committee,  declared  that  the  cost  con- 


taining campaign  has  been  aimed  substantially  at  tbe 
chiefs  of  medical  stuffs  of  each  hospital  in  the  nation. 
The  head  doctors  havv  been  asked  to  instituté  cost 
control  measures  in  their  hospitals. 

“It  is  doctors  who  ora^r  patients  into  hospitals, 
who  prescribe  treatment,  who  order  surgery,  who  order 
X-rays  and  lab  tests.  And  the  doctors  are  already  coo- 
perating in  the  drive  to  hold  down  the  escalation  of 
costs  by  voluntary  means,”  Mr.  Cohan  said. 


AMA  PUBLISHES  NEW  EDITION  OF  HEALTH  RE- 
FERENCE GUIDE 

CHICAGO  — Special  reports  on  emergency  me- 
dical services,  health  care  in  Canada,  foreign  medical 
graduates  in  the  U.  S.,  and  the  economics  of  rural 
medical  practice  are  among  highlights  of  the  seventh 
annual  edition  of  Socioeconomic  Issues  of  Health. 

The  American  Medical  Association’s  quick  re- 
ference guide  to  facts  and  statistics  on  the  socioeco- 
nomic aspects  of  medicine  and  health  care  is  off  the 
press  this  month. 

Eormerly  known  as,  “The  Blue  Book,”  the  243- 
page  book  is  used  as  a reference  guide  by  health  pro- 
fessionals, policymakers,  researchers  and  journalists. 
It  brings  together  in  one  convenient  source  a combina- 
tion of  essays  and  current  data  concerning  the  health 
care  delivery  system. 

Data  in  Socioeconomic  Issue  of  Health  are  ga- 
thered largely  from  government  and  private  sources 
outside  the  AMA  by  the  staff  of  the  AMA’s  Center 
for  Health  Services  Research  and  Development.  A com- 
panion publication,  “Profile  of  Medical  Practice,”  is 
based  on  data  gathered  by  tbe  AMA’s  Center.  A new 

edition  will  be  out  later  this  year. 

Proper  emergency  medical  services  may  be  res- 
ponsible for  about  one-fourth  reduction  in  deaths 
among  injured  individuals,  says  the  report  on  evalua- 
tion of  emergency  services. 

Reduction  in  the  number  of  foreign  medical 
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graduates  entering  the  U.  S.,  under  recent  new  law, 
will  be  felt  sharply  by  graduate  medical  education  pro- 
grams. But  increases  in  the  output  of  U.  S.  medical 
schools  and  the  increasing  numbers  of  U.  S.  citizens 
returning  from  medical  schools  abroad  will  help  fill 
some  of  the  posts  formerly  filled  by  the  foreign  gra- 
duates, a special  report  says. 

Economic  factors  are  a major  element  in  deci- 
sion of  doctors  on  where  to  go  into  medical  practice, 
says  another  essay.  Fees  are  lower  in  rural  rather  than 
in  urban  areas,  and  there  are  definite  incentives  for 
general  practitioners  to  locate  in  counties  with  popu- 
lations greater  than  10,000  persons. 

The  book  includes  25  figures  on  general  popu- 
lation data,  vital  statistics,  national  health  expendi- 
tures, hospital  bed  census,  private  health  insurance,  and 
medical  school  graduates.  Some  56  tables  cover  additio- 
nal information  on  vital  statistics,  health  professions, 
life  expectancy  and  related  data. 

Editors  of  the  seventh  edition  are  Jack  L.  War- 
ner and  Jacquelina  R.  Leopold  of  the  Center’s  pro- 
fessional staff.  Director  of  the  Center  is  Mr.  Lynn  E. 
Jensen.  Copies  of  the  book  are  available  by  mail  from 
Order  Department  OP-51,  American  Medical  Associa- 
tion, P.  0.  Box  821,  Monroe,  Wise.  53566.  Individual 
copies  cost  $5.00. 


COMICS  LOSE  AN  ANCIENT  JOKE  -MOST  DOC- 
TORS DON  T PL  A Y GOLF 

CHICAGO  — Standup  comics  and  other  jokesters 
please  note  — let’s  drop  those  tired  old  jokes  about 
doctors  on  the  golf  course.  Not  many  doctors  play 
golf. 

An  American  Medical  Association  poll  of  doc- 
tors’ health  and  exercise  habits  revealed  that  only  10.7 
percent  of  those  re.sponding  play  golf.  Most  popular 
S[)ort  among  those  who  exercise  regularly  is  jogging, 
followed  hy  tennis  and  swimming. 

Stress,  overwork,  and  exposure  to  infectious 
disease  are  the  three  health  hazards  of  medical  practice 
mentioned  most  often  by  doctors  polled.  Results  are 


published  in  the  June  23  American  Medical  News, 
the  AMA’s  weekly  newspaper  for  physicians. 

Stress  triggers  heart  disease  and  high  hlood  pres- 
sure. The  latter  is  the  health  problem  most  often  cited 
by  respondents.  Overwork  brings  physical  and  mental 
fatigue.  Doctors  are  frequently  exposed  to  such  di- 
seases as  hepatitis  and  tuberculosis.  And  the  daily 
demands  of  medical  practice  also  can  create  depression 
or  related  mental  problems,  even  occasionally  pushing 
a doctor  over  the  brink  to  suicide. 

Doctors  tend  to  follow  their  own  advice  to  pa- 
tients. Only  18.2  percent  say  they  are  now  smoking. 
Ten  years  ago  30  percent  of  doctors  smoked.  And 
they  hold  down  their  weight.  Only  one-fourth  of  phy- 
sicians admit  to  being  more  than  10  pounds  overweight. 

But  doctors  aren’t  exercising  as  much  as  they 
recommend  for  others.  Two  out  of  five  admit  they  do 
not  exercise  on  a regular  basis.  Doctors  prefer  individual 
sports,  such  as  jogging,  because  these  can  be  done  at  odd 
hours,  such  as  6 a.m.  or  10  p.m.,  and  do  not  depend  on 
meeting  the  schedule  of  a partner  or  team. 

Doctors  also  follow  the  adage  that,  “The  physician 
who  treats  himself  has  a fool  for  a patient.”  Four  out  of 
five  say  they  go  to  a colleague  when  they  need  medical 
attention. 


FROM  THE  UNITED  STUDENT  AID  FUNDS,  INC, 
NEW  YORK,  NEW  YORK. 

NEW  STUDENT  LOAN  GUARANTEE  PROGRAM 
RECEIVES  $I  MILLION  ADDITIONAL  FUNDING 
Helped  over  800  medical,  dental  and  osteopathic  stu- 
dents continue  school  last  year. 

The  Robert  Wood  Johnson  Foundation  has  made 
a .$1  million  grant  to  continue  a loan  program  for  me- 
dical, dental  and  osteopathic  students  started  last  year. 
This  new  grant  will  enable  United  Student  ,\id  Funds 
to  offer  a toUd  of  $8.7  million  in  additional  guaranteed 
loans  during  the  1978-79  academic  year. 

According  to  Thomas  Ztninkowski,  Program  Re- 
presentative at  USA  Funds,  this  new,  privately  funded 
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source  of  financial  aid,  started  in  1977,  contains  fea- 
tures not  available  in  other  student  loan  programs. 
Most  important  is  the  “drop-out”  feature.  If  the  student 
withdraws  permanently  from  studies,  the  loan  is  totally 
for<dven,  with  no  blemish  on  the  student  s credit  rating. 
There  is  also  a three-year  grace  period  after  medical 
school,  while  students  are  in  house-staff  training,  when 
the  student  pays  interest  only.  This  is  followed  by  pay- 
ment of  principal  and  interest  over  a period  of  up  to  ten 
years. 

Last  year,  some  800  students  in  professional 
schools  took  advantage  of  the  Student  Loan  Guarantee 
Program,  and  borrowed  a total  of  S2  1/2  million  through 


United  Student  Aid  Funds,  a not-for-profit  institution. 
Many  of  these  students  could  not  have  continued  in 
school  without  these  loans. 

“With  the  costs  of  education  escalating,  the  usual 
sources  of  financial  assistance  are  often  not  sufficient. 
Loans  made  under  the  Student  Loan  Guarantee  Program 
are  used  to  add  to,  but  not  substitute  for,  other  available 
assistance  programs,”  Mr.  Zminkowski  said. 

For  further  information  on  the  Student  Loan 
Guarantee  Program,  students  should  see  their  school 
Financial  Aid  Officer.  Pamphlets  describing  the  pro- 
gram in  detail  are  available  at  the  school  Financial 
Aid  Office. 


T«K  FRANCIS  A.  rO'NTWAT 
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Health  and  Safety  Tip 

From  the  American  Medical  Association  ^ * 


535  North  Dearborn  Street/Chicago,  Illinois  60610 


Formula  Offered 
To  Find  Calorie  Need 


Calories 
Do  Count 


Do  you  need  to  lose  weight? 

If  you  do,  you  are  not  alone. 
One  out  of  every  five  Americans 
is  toting  more  pounds  than  he  or 
she  should,  says  a pamphlet 
from  the  American  Medical 
Association. 

And  you  can  forget  all  of  the 
books  and  magazine  articles 
about  losing  weight  without  diet- 
ing. The  only  way  to  take  in  your 
belt  or  slip  into  that  pantsuit 
again  is  to  eat  less  and  exercise 
more,  the  AMA  points  out. 

But,  no  matter  how  much  you 
exercise,  you  can’t  just  shake  it 
off.  An  inescapable  exercise  is 
turning  your  back  on  food  and 
repeating  many  times  a day  the 
word  "no!” 

First,  find  out  what  you 
should  weigh.  There  are  charts 
that  will  give  you  a general  idea. 
Because  no  two  persons  are 
exactly  alike,  there  are  no  ideal, 
absolute  weights.  But  you  can 
find  your  approximate  ideal 


weight,  give  or  take  five  or  ten 
pounds. 

Calories  do  count.  If  you  eat 
more  calories  than  your  body 
can  use  in  its  normal,  daily  activ- 
ity, the  excess  is  stored  in  fat. 
Most  people  leading  moderately 
active  lives  need  15  calories  per 
pound  to  maintain  their  desired 
weight.  If  you  want  to  weigh  150 
pounds,  you  can  consume  food 
containing  no  more  than  2,250 
calories  each  day — 150  x 15 
equals  2,250. 

If  you’re  above  the  desired 
weight,  you  must  consume  less 
than  the  total  calories  per  day 
needed  to  maintain  present 
weight.  You  needn’t  go  hungry. 
Just  eat  more  low-calorie  foods 
and  shun  the  gravies,  creamed 
dishes,  rich  desserts,  fried  en- 
trees, and  liquor.  Eat  slowly  and 
fill  up  on  carrot  sticks,  leafy 
vegetables,  radishes,  consom- 
mes, and  most  fresh  fruits.  Get  a 
calorie  counter  booklet  and  plan 
your  diet  menus  around  it. 

There  are  approximately 
3,500  calories  in  each  stored 
pound  of  fat.  To  lose  one  pound 
a week  consume  500  fewer 
calories  each  day  than  if  you 
were  already  at  your  desired 
weight.  If  you  want  to  lose  two 
pounds  each  week,  cut  the 
calories  back  by  1 ,000  each  day. 
It  is  usually  unwise  to  try  to  lose 
more  than  two  pounds  per  week. 
If  you  are  more  than  10  pounds 
overweight,  see  your  family 
doctor  before  launching  any  do- 
it-yourself  diet. 

August,  1978 

Frank  Chappell 
Science  News  Editor 
AMA 


What  other  antihyper- 
te Asive  has  all  this 
to  offer: 

Proven  record  of  effectiveness... 

Reserpine,  hydrochlorothiazide, 
and  hydi’alazine  (the  components  of 
Ser-Ap-Es)  were  the  agents  used 
in  the  landmark  VA  Cooperative 


Studies.*’^  And  in  a recent  North- 
west Florida  Public  Health  Survey, 
Ser-Ap-Es  proved  highly  effective 
for  hypertensives  in  the  100-109 
mmHg  diastolic  range,*  satisfactory 
control  or  significant  improvement 
being  attained  in  98%  of  patients. 

Gimprehensive  control... 

combines  three  fundamental 
antihypertensive  mechanisms  — 
fluid  volume  reduction,  sympathetic 
inhibition,  direct  vasodilation. 


1 

Favorable  side^effect  profile... 

since  component  dosages  are 
usually  lower  than  they  would  be  if 
given  alone  to  achieve  comparable 
antihypertensive  effect. 

Convenient  ■■■ 

the  one-tablet  regimen  is 
easier  to  remember,  easier  to  refill. 

Encourages  lon^-term 
adherence 

Ser-Ap-Es  is  easy  to  administer 
and  convenient  for  patients  to  take. 


Ser-Ap 


reserjúne  0.1  mg  ^ 

hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 


If  you  didn’t  have 
it  now,  you’d  want 
to  create  it. 


Tien  dosages  correspond  to  those 
‘eestablished  by  individualized 
ration,  a Ser-Ap-Es  regimen  is 
(5y  to  stay  with.  Ser-Ap-Es  is  sig- 
fficantly  lower  in  cost  than  the  indi- 
idual  components  prescribed 
sparately. 

l>iiipared  favorably  with  beta- 
locker  regimens... 

The  most  recent  VA  study  “ 
cmpared  reserpine  plus  hydro- 


chlorothiazide to  propranolol  plus 
hydrochlorothiazide  for  patients 
with  mild  essential  hypertension. 
The  reserpine  regimen  appeared  at 
least  equally  eifective  and  required 
no  complicated  dosage  titration. 
And  reserpine  did  not  cause  signifi- 
cantly greater  side  effects  with 
the  exception  of  nasal  stuffiness. 


Use  Ser-Ap-Es  cautiously  in 
patients  with  advanced  renal  dam- 
age or  cerebrovascular  accident. 
Discontinue  at  first  sign  of  mental 
depression. 

Please  turn  page  for  brief 
prescribing  information. 


C I B A 


Ser-Ap-Es* 

reserpine  0.1  mg  “ 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  hypertension.  Hyper- 
tension requires  therapy  titrated  to  the  indi- 
vidual patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  manage- 
ment. The  treatment  of  hypertension  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


INDICATIONS 

Hypertension.  (See  box  warning.) 

CONTRAINDICATIONS 

Reserpine:  Known  hypersensitivity;  mental  de- 
pression (especially  with  suicidal  tendencies): 
active  peptic  ulcer;  ulcerative  colitis;  electro- 
convulsive therapy. 

Hydralazine:  Hypersensitivity;  coronary  artery 
disease;  mitral  valvular  rheumatic  heart  disease. 
Hydrochlorothiazide:  Anuria;  hypersensitivity  to 
this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Reserpine:  Use  with  extreme  caution  in  patients 
with  a history  of  mental  depression.  Discontinue 
at  first  sign  of  despondency,  early  morning  in- 
somnia, loss  of  appetite,  impotence,  or  self- 
deprecation.  Drug-induced  depression  may  per- 
sist for  several  months  after  drug  withdrawal  and 
may  be  severe  enough  to  result  in  suicide. 

MAO  inhibitors  should  be  avoided  or  used  with 
extreme  caution. 

Hydralazine:  Hydralazine  may  produce  in  a few 
patients  a clinical  picture  simulating  systemic 
lupus  erythematosus.  In  such  patients  hydrala- 
zine should  be  discontinued  unless  the  benefit 
to  risk  determination  requires  continued  anti- 
hypertensive therapy  with  this  drug.  Symptoms 
and  signs  usually  regress  when  the  drug  is  dis- 
continued but  residua  have  been  detected  many 
years  later.  Long-term  treatment  with  steroids 
may  be  necessary. 

CBC's,  L.E.  cell  preparations,  and  antinuclear 
antibody  titer  determinations  are  indicated  before 
and  periodically  during  prolonged  therapy  with 
hydralazine  or  if  the  patient  develops  any  un- 
explained signs  or  symptoms. 

A positive  antinuclear  antibody  titer  and/or  posi- 
tive L.E.  cell  reaction  requires  that  the  physician 
carefully  weigh  the  implications  of  the  test  re- 
sults against  the  benefits  to  be  derived  from 
antihypertensive  therapy  with  hydralazine. 

Use  MAO  inhibitors  with  caution. 
Hydrochlorothiazide:  Use  with  caution  in  severe 
renal  disease.  In  patients  with  renal  disease, 
thiazides  may  precipitate  azotemia.  Cumulative 
effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function. 

Thiazides  should  be  used  with  caution  in  patients 
with  impaired  hepatic  function  or  progressive  liver 
disease,  since  minor  alterations  of  fluid  and  elec- 
trolyte imbalance  may  precipitate  hepatic  coma. 
Thiazides  may  add  to  or  potentiate  the  action  of 
other  antihypertensive  drugs.  Potentiation  occurs 
with  ganglionic  or  peripheral  adrehergic  block- 
ing drugs. 

Sensitivity  reactions  are  more  likely  to  occur  in 
patients  with  a history  of  allergy  or  bronchial 
asthma. 

The  possibility  of  exacerbation  or  activation  of 
systemic  lupus  erythematosus  has  been  reported. 

Usage  in  Pregnancy 

Reserpine:  The  safety  of  reserpine  for  use  during 
pregnancy  or  lactation  has  not  been  established; 
therefore,  the  drug  should  be  used  in  pregnant 
patients  or  women  of  childbearing  potential  only 
when,  in  the  judgment  of  the  physician,  it  is 
essential  to  the  welfare  of  the  patient.  Increased 
respiratory  tract  secretions,  nasal  congestion, 
cyanosis,  and  anorexia  may  occur  in  neonates 
and  breast-fed  infants  of  reserpine-treated 


mothers  since  reserpine  crosses  the  placental 
barrier  and  appears  in  maternal  breast  milk. 
Hydralazine:  Animal  studies  indicate  that  high 
doses  of  hydralazine  are  teratogenic  in  mice, 
possibly  in  rabbits,  and  not  in  rats.  Although 
clinical  experience  does  not  include  any  positive 
evidence  of  adverse  effects  on  the  human  fetus, 
hydralazine  should  be  used  during  pregnancy 
only  if  the  benefit  clearly  justifies  the  potential 
risk  to  the  fetus. 

Hydrochlorothiazide:  Thiazides  cross  the  pla- 
cental barrier  and  appear  in  cord  blood.  The  use 
of  thiazides  in  pregnant  women  requires  that  the 
anticipated  benefit  be  weighed  against  possibie 
hazards  to  the  fetus.  These  hazards  include  fetal 
or  neonatal  jaundice,  thrombocytopenia,  and 
possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

Nursing  Mothers:  Thiazides  appear  in  breast 
milk.  If  the  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing. 

PRECAUTIONS 

Reserpine:  Use, cautiously  in  patients  with  history 
of  peptic  ulcer,  ulcerative  colitis,  or  gallstones 
(biliary  colic  may  be  precipitated). 

Exercise  caution  when  treating  hypertensives 
with  renal  insufficiency.  Use  cautiously  with 
digitalis  and  quinidine. 

Intraoperative  hypotension  has  occurred  in  hy- 
pertensive patients  receiving  rauwolfia  prepara- 
tions, but  withdrawal  of  reserpine  does  not  assure 
that  circulatory  instability  will  not  occur  in  such 
patients. 

Hydralazine:  Use  cautiously  in  suspected  coro- 
nary artery  or  other  cardiovascular  disease, 
cerebral  vascular  accidents,  and  advanced  renal 
damage.  Postural  hypotension  may  occur,  and  the 
pressor  response  to  epinephrine  may  be  reduced. 
Peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling,  has  been  observed. 
Published  evidence  suggests  an  antipyridoxine 
effect  and  addition  of  pyridoxine  to  the  regimen 
if  symptoms  develop. 

Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been  re- 
ported. If  such  abnormalities  develop,  discon- 
tinue therapy.  Periodic  blood  counts  are  advised 
during  prolonged  therapy. 

Hydrochlorothiazide:  Periodic  determination  of 
serum  electrolytes  to  detect  possible  electrolyte 
imbalance  should  be  performed  at  appropriate 
intervals.  Observe  patients  for  clinical  signs  of 
fluid  or  electrolyte  imbalance  (hyponatremia, 
hypochloremic  alkalosis,  and  hypokalemia). 
Serum  and  urine  electrolyte  determinations  are 
particularly  important  when  the  patient  is  vomit- 
ing excessively  or  receiving  parenteral  fluids. 
Medication  such  as  digitalis  may  also  influence 
serum  electrolytes.  Warning  signs  are  dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular 
fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbance  such  as  nausea  or 
vomiting. 

Hypokalemia  may  develop,  especially  with  brisk 
diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  steroids  or  ACTH. 
Interference  with  adequate  oral  intake  of  electro- 
lytes will  also  contribute  to  hypokalemia.  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  digitalis  (eg, 
increased  ventricular  irritability). 

Any  chloride  deficit  is  generally  mild  and  usually 
does  not  require  specific  treatment  except  under 
extraordinary  circumstances  (as  in  liver  diseases 
or  renal  disease).  Dilutional  hyponatremia  may 
occur  in  edematous  patients  in  hot  weather;  ap- 
propriate therapy  is  water  restriction  rather  than 
administration  of  salt,  except  in  rare  instances 
when  the  hyponatremia  is  life-threatening.  In 
actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be 
precipitated  in  certain  patients.  Insulin  require- 
ments in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged.  Latent  diabetes  may 
become  manifest  during  thiazide  administration. 
Thiazide  drugs  may  increase  the  responsiveness 


to  tubocurarine.  The  antihypertensive  effects  of 
the  drug  may  be  enhanced  in  the  postsympathec- 
tomy patient.  Thiazides  may  decrease  arterial 
responsiveness  to  norepinephrine.  This  is  not 
sufficient  to  preclude  effectiveness  of  the  pressor 
agent  for  therapeutic  use. 

If  progressive  renal  impairment  becomes  evi- 
dent, consider  withholding  or  discontinuing 
diuretic  therapy. 

Thiazides  may  decrease  serum  PBI  leveis  with- 
out sign  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides. 
Pathological  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have 
been  observed  in  a few  patients  on  prolonged 
thiazide  therapy.  The  common  complications  of 
hyperparathyroidism  such  as  renal  lithiasis, 
bone  resorption,  and  peptic  ulceration  have  not 
been  seen.  Thiazides  should  be  discontinued 
before  carrying  out  tests  for  parathyroid  function. 
ADVERSE  REACTIONS 

Reserpine:  Gastrointestinal— hypersecretion; 
nausea;  vomiting;  anorexia;  diarrhea.  Cardio- 
vascular—angina-Wke  symptoms;  arrhythmias 
(particularly  when  used  concurrently  with  digi- 
talis or  quinidine):  bradycardia.  Central  Nervous 
System— drowsiness;  depression;  nervousness; 
paradoxical  anxiety;  nightmares;  rare  parkihson- 
ian  syndrome  and  other  extrapyramidal  tract 
symptoms;  CNS  sensitization  (manifested  by  dull 
sensorium,  deafness,  glaucoma,  uveitis,  and 
optic  atrophy).  /W/sce//aneous— frequently  nasal 
congestion;  pruritus;  rash;  dryness  of  mouth; 
dizziness;  headache;  dyspnea;  syncope;  epi- 
staxis; purpura  and  other  hematological  reac- 
tions; impotence  or  decreased  libido;  dysuria; 
muscular  aches;  conjunctival  injection;  weight 
gain;  breast  engorgement;  pseudolactation; 
gynecomastia;  rarely  water  retention  with  edema 
in  hypertensive  patients. 

Hydralazine:  Common— headache;  palpitations; 
anorexia;  nausea;  vomiting;  diarrhea;  tachy- 
cardia; angina  pectoris.  Less  frequent— nasal 
congestion;  flushing;  lacrimation;  conjunctivitis; 
peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling;  edema;  dizziness; 
tremors;  muscle  cramps;  psychotic  reactions 
characterized  by  depression,  disorientation,  or 
anxiety;  hypersensitivity  (including  rash,  urti- 
caria, pruritus,  fever,  chills,  arthralgia,  eosino- 
philia,  and,  rarely,  hepatitis);  constipation;  diffi- 
culty in  micturition;  dyspnea;  paralytic  ileus; 
lymphadenopathy;  splenomegaly;  blood  dyscras- 
ias, consisting  of  reduction  in  hemoglobin  and 
red  cell  count,  leukopenia,  agranulocytosis  and 
purpura;  hypotension;  paradoxical  pressor 
response. 

Hydrochlorothiazide:  Gastrointestinal— anorexia, 
gastric  irritation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic),  pancreatitis,  sialadenitis.  Central 
Nervous  System- dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia,  /-/emato/og/c- leukopenia, 
agranulocytosis,  thrombocytopenia,  aplastic 
anemia.  Card/ovascu/ar— orthostatic  hypotension 
(may  be  potentiated  by  alcohol,  barbiturates,  or 
narcotics),  /-/ypersens/f/v/ty— purpura,  photosensi- 
tivity, rash,  urticaria,  necrotizing  angiitis,  Stevens- 
Johnson  syndrome,  and  other  hypersensitivity 
reactions.  Ofher— hyperglycemia,  glycosuria, 
hyperuricemia,  muscle  spasm,  weakness,  rest- 
lessness. Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw  therapy. 
DOSAGE 

As  determined  by  individual  titration  (see  box 
warning). 

Usual  dosage  is  1 to  2 tablets  t.i.d.  For  mainte- 
nance, adjust  dosage  to  lowest  patient  require- 
ment. When  necessary,  more  potent  antihyper- 
tensives may  be  added  gradually  in  dosages 
reduced  by  at  least  50  percent. 

HOW  SUPPLIED 

Tablets  (light  salmon  pink,  dry-coated),  each 
contaihing  0.1  mg  reserpine,  25  mg  hydralazine 
hydrochloride,  and  15  mg  hydrochlorothiazide; 
bottles  of  100,  1000  and  Accu-Pak® 
blister  units  of  100.  C77-4  Rev.  1/77 

Consult  complete  product  literature  before 
prescribing. 

References:  1.  Effects  of  treatment  on  morbidity 
in  hypertension:  Results  in  patients  with  diastolic 
blood  pressures  averaging  115  through  129 
mmHg,  Veterans  Administration  Cooperative 
Study  Group  on  Antihypertensive  Agents.  JAMA 
202:1028-1034,  1967.  2.  Effects  of  treatment  on 
morbidity  in  hypertension,  II:  Results  in  patients 
with  diastolic  blood  pressure  averaging  90 
through  114  mm  Hg,  Veterans  Administration 
Cooperative  Study  Group  on  Antihypertensive 
Agents.  JAMA  213:1143-1152,  1970.  3.  Groover 
ME,  Fulghum  JE,  and  Simpson  WG,  et  al:  Arterial 
hypertension— Northwest  Florida  Public  Health 
Survey— II.  Diagnosis  and  treatment.  Curr  Ther 
Res  16:1203-1213,  1974.  4.  Propranolol  in  the 
treatment  of  essential  hypertension.  Veterans 
Administration  Cooperative  Study  Group  on  Anti-  I 
hypertensive  Agents.  JAMA  237:2303-2310,  1977. 
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Noticias  295 


Estimado  Lector: 


La  Junta  Editora  está  constantemente  preocupada  por  hacer  e!  Boletín  más  interesante,  infor- 
mativo y útil.  En  este  esfuerzo  usted  nos  puede  ayudar  contestando  este  cuestionario  y devolvién- 
donoslo a la  mayor  brevedad  posible. 

1)  Indique  con  qué  frecuencia  lee  usted  en  el  Boletín  de  la  Asociación  Médica  de  Puerto  Rico: 

Siempre  Ocasionalmente  Nunca 

a)  Artículos  Científicos  

b)  Artículos  Especiales  

c)  Editoriales  

d)  Notas  Terapéuticas  

e)  Cartas  al  Editor  

f)  Leyes  Aprobadas  

g)  Noticias  

h)  Book  Review  

2)  ¿Lee  usted  los  anuncios  que  aparecen  en  el  Boletín?? 

Siempre Ocasionalmente Nunca 

3)  ¿Qué  papel  juegan  en  su  educación  farmacológica  continua  los  anuncios  de  drogas  que  se  pu- 
blican en  el  Boletín? 

Principal  fuente  de  información 

Menor  fuente  de  información 

Sin  valor  alguno 

4)  ¿Qué  sugerencias  puede  hacer  usted  para  mejorar  el  Boletín?  ¿Qué  le  gustaría  se  incluyera? 


.5)  ¿Qué  le  gustaría  se  eliminara  del  Boletín? 


/) 


Como  fuente  de  información  y de  utilidad  profesionl  personal,  ¿Cómo  usted  evalúa  el  Boletín? 


Sin  Valor 


De  Alto  Valor 
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LEY  NUM.  48  — 12  DE  JUNIO  1978 


(Sustitutivo  del  P.  del  S.  522) 

LEY 


Para  enmendar  la  Ley  Núm.  121,  aprobada  el  día  27  de  junio 
de  1977,  para  autorizar  a la  Autoridad  para  el  Financia- 
miento  de  Facilidades  Industriales  y de  Control  de  Conta- 
minación Ambiental  de  Puerto  Rico  a que  provea  financia- 
miento,  adquiera,  construya,  mejore  o de  otra  forma  lleve  a 
efecto  y provea  de  facilidades  médicas  para  el  beneficio  y 
seguridad  de  los  ciudadanos  del  Estado  Libre  Asociado  de 
Puerto  Rico. 

Decrétase  por  Ja  Asamblea  Legislo.tiva  de  Puerto  Rico: 

Artículo  1. — Título  C'orto:  Esta  ley  se  conocerá  como  “Ley 
de  la  Autoridad  para  el  Financiamiento  de  Facilidades  Indus- 
triales, Médicas  y de  Control  de  Contaminación  Ambiental  de 
Puerto  Rico”. 

Artículo  2. — Política  Pública:  La  Asamblea  Legislativa  con- 
cluye y determina  que  el  desarrollo  y la  expansión  del  comercio, 
de  la  industria  y de  los  servicios  de  salud  en  el  Estado  Libre 
Asociado  de  Puerto  Rico,  son  elementos  esenciales  pa^a  el  cre- 
cimiento económico  del  país  y para  alcanzar  el  empleo  pleno, 
preservar  la  salud,  bienestar,  seguridad  y la  prosperidad  de 
todos  sus  ciudadanos.  Igualmente,  concluye  v determina  que  la 
industria  necesita  y requiere  nuevos  métodos  para  financiar  las 
inversiones  de  capital  que  se  requieren  para  adquirir  los  arte- 
factos, el  equipo  y las  facilidades  necesarias  para  sus  operacio- 
nes, incluyendo  el  control  de  la  contaminación  ainbiental;  que 
es  necesario  que  se  provean  facilidades  médicas  adecuadas, 
modernas  y eficientes  para  que  se  mejoren  al  máximo  posible  los 
servicios  y cuidados  médico-hospitalarios  que  reciben  los  ciuda- 
danos del  Estado  Libre  Asociado  de  Puerto  Rico;  que  la  asis- 
tencia que  se  provee  en  esta  ley,  incluyendo  la  asistencia  finan 
ciera  es  por  lo  tanto,  en  el  interés  público  y sirve  como  un  fin 
público  a los  propósitos  de  promover  el  desarrollo  económico, 
la  salud,  el  bienestar  y la  seguridad  de  los  ciudadanos  del  Estado 
Libre  Asociado  de  Puerto  Rico.  Es  el  propósito  de  esta  ley 
llevar  a cabo  y hacer  efectivas  las  conclusiones  de  la  Asamblea 
Legislativa  y a esos  fines  ofrecer  a la  industria  de  Puerto  Rico 
un  método  álterno  de  financiamieuto  para  promover,  ampliar  y 
establecer  facilidades  para  sus  operaciones  incluyendo  el  control 
de  contaminación  ambiental  y proveer  métodos  alternos  para 
la  adquisición  y construcción  de  facilidades  médicas. 
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Artículo  3. — Definiciones:  Las  siguientes  palabras  y tér- 
minos tendrán  los  significados  que  se  indican  a continuación, 
cuando  sean  usados  o se  haga  referencia  a los  mismos  en  esta 
ley,  a no  ser  que  del  contexto  se  entienda  claramente  otra  cosa; 

(a)  “Autoridad”  significará  la  Autoridad  para  el  Financia- 
múento  de  Facilidades  Industriales,  Médicas,  y de  Control  de 
Contaminación  Ambiental  de  Puerto  Rico,  establecida  por  esta 
ley,  o de  dicha  Autoridad  ser  abolida,  o que  de  otra  forma  se 
le  despoje  de  sus  ^unciones  bajo  esta  ley,  el  organismo  público 
o entidad  que  le  suceda  en  sus  funciones  principales  o a la  cual 
le  sean  conferidos  por  ley  los  derechos,  poderes  y deberes  dado.^s 
por  esta  ley  a LA  AUTORIDAD, 

(b)  “Junta”  significará  ia  Junta  de  Gobierno  de  LA  AUTO- 
RIDAD, creada  por  esta  ley  y de  ser  abolida  la  misma,  aquella 
Junta  o entidad  que  le  suceda  en  el  desempeño  de  sus  funciones 
principales. 

(c)  “Bonos”  significará  los  bonos,  bonos  temporeros,  bonos 
de  refinanciamiento,  obligaciones,  pagarés,  recibos  interinos  o 
bonos  provisionales,  certificados  u otros  comorobantes  de  deuda 
de  LA  AUTORIDAD  emitidos  a tenor  con  las  disposiciones  de 
esta  ley. 

(d)  “Costos”  cuando  se  aplique  a cualquier  proyecto,  signi- 
ficará todos  los  costos  incurridos  en  la  adquisición,  construcción 
o los  que  se  incurran  de  cualquier  otro  modo  para  proveer  cual- 
quier proyecto.  Estos  comprenderán,  pero  no  estarán  limitados 
a : costo  de  construcción ; costo  de  adquisición  de  toda  la  propie- 
dad, incluyendo  derechos  sobre  terrenos  y sobre  otra  propie- 
dad, tanto  inmueble  como  niueble,  mejorada  o no;  costo  de 
demoler,  remover  y relocalizar  cualesquiera  edificios  o estruc- 
turas en  los  terrenos  así  adquiridos,  incluyendo  el  costo  de 
adquisición  de  cualesquiera  terrenos  a los  cuales  dichos  edificios 
o estructuras  pueden  ser  trasladados  o relocalizados;  costo  de 
toda  la  maquinaria,  mobiliario  y equipo;  cargos  de  financia- 
miento  y cualesquiera  otros  cargos,  e intereses  incurridos 
con  antelación  a,  o dui’ante  la  construcción  y,  si  se  consi- 
dera aconsejable  por  LA  AUTORIDAD  y por  el  período  que 
ésta  determine  después  de  la  terminación  de  la  construcción; 
reservas  para  el  servicio  de  la  deuda;  costo  de  estudios,  análisis 
de  mercado,  encuestas,  planos  y especificaciones;  costo  de  con- 
sultores legales,  contadores,  de  ingenieros,  de  ambientalistas  y 
de  otros  profesionales;  asimismo,  comprenderá  el  costo  de  con- 
sultores de  sei'vicio  de  la  salud,  asesores  financieros  y de  otros 
servicios  especiales  y de  otros  gastos  necesarios  o incidentales 
para  determinar  la  viabilidad  o practicabilidad  del  proyecto; 
costo  de  la  preparación,  desarrollo  y embellecimiento  de  los 
terrenos;  costo  inicial  de  ocupación  del  proyecto  o de  cualquier 
parte  del  mismo;  gastos  administrativos  así  como  otros  gasto.s 
necesarios  o incidentales  al  financiamiento  y establecimiento  del 
proyecto,  incluyendo  el  reembolso  a cualquier  agencia  guberna- 
mental o cualquier  deudor  con  respecto  a dicho  proyecto  por 
aquellos  gastos  efectuados,  con  la  previa  aprobación  de  LA 
AUTORIDAD,  que  hubieran  sido  costos  del  susodicho  proyecto 
de  haber  sido  incurridos  directamente  por  LA  AUTORIDAD, 

y cualesquiera  cargos  o derechos  administrativos  o por  finan- 
ciamientos  que  imponga  LA  AUTORIDAD. 
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(c)  “Gastos  corrientes”  significará  la  cantidad  de  gastos 
corrientes  razonables  y necesarios  incurridos  por  LA  AUTORI- 
DAD en  relación  con  cualquier  proyecto  según  éste  se  defina 
más  detalladamente  en  el  Contrato  de  Fideicomiso  o Contrato 
de  Fmanciamiento  referente  al  proyecto. 

(f)  “Agencia  Federal”  significará  los  Estados  Unidos  de 
América,  el  Presidente  de  los  Estados  Unidos  de  América,  cual- 
quier departamento,  corporación,  agencia  o instrumentalidad 
designada  o establecida  por  el  Gobierno  de  los  Estados  Unidos 
de  América. 

(g)  “Contrato  de  Financiamiento”  significará  el  acuerdo  o 
los  acuerdos  efectuados  entre  LA  AUTORIDAD  y cualquier 
deudor  o garante  referente  a un  proyecto,  bajo  el  cual  los  pagos 
a LA  AUTORIDAD  serán  suficientes  para  pagar  todo  el  prin- 
cipal y los  intereses  y cualquier  prima  de  redención,  y para 
proveer  y mantener  cualesquiera  reservas  para  los  bonos  que 
emita  LA  AUTORIDAD  para  pagar  el  costo  de  dicho  proyecto, 
y para  pagar  los  gastos  incurridos  por  LA  AUTORIDAD  en 
relación  al  mismo;  significará  también,  sin  que  se  entienda 
limitado  a,  contratos  de  arrendamiento,  de  venta  a plazos,  de 
compra,  de  venta  condicional,  venta  con  pacto  de  arrendamiento, 
de  préstamo,  de  hipoteca,  de  arrendamiento,  o cualquier  otr^ 
contrato  de  financiamiento  o combinación  de  los  anteriores  que 
LA  AUTORIDAD  pueda  determinar. 

(h)  “Garante”  significará  cualquier  persona  responsable, 
directa  o indirectamente,  bajo  las  cláusulas  de  un  contrato  de 
financiamiento  por  la  porción  no  satisfecha  de  obligaciones  del 
deudor,  ya  sea  éste  designado  garante,  fiador,  avalista,  parte 
por  acomodación,  asegurador  o tenga  cualquier  otra  designación. 

(i)  “Facilidades  Industriales”  significará  cualquier  estruc- 
tura, equipo,  mejora  o facilidad,  o sistema  y cualquier  terreno 
y cualquier  edificio,  estructura,  facilidad  u otra  mejora  a los  mis- 
mos o cualquier  combinación  de  éstos,  estén  o no  en  existencia  o 
bajo  construcción ; y cualquier  propiedad  mueble  o inmueble  que 
se  estime  necesaria  o que  esté  relacionada  con  o cuyo  propósito 
sea  (i)  la  manufactura,  procesamiento,  ensamblaje  o almacenaje 
de  bienes  o materiales  para  la  venta  o distribución,  pero  no 
incluirá  materia  prima,  artículos  en  proceso  o inventario  en 
almacén  disponibles  para  la  venta;  (ii)  utilizadas  por  empresas 
de  servicios  mercantiles  o comerciales;  (iii)  que  se  utilizan  para 
llevar  a cabo  actividades  de  investigación  o desarrollo;  (iv)  que 
sean  utilizadas  como  oficinas  nacionales  o regionales  de  empre- 
sas de  negocios  que  hagan  negocios  en  más  de  un  estado; 

(v)  que  se  utilicen  para  propósitos  recrcacionales  o de  turismo; 

(vi)  para  propósitos  agrícolas,  Ivii)  o cualesquiera  combina- 
ciones de  las  antes  mencionadas  actividades  o propósitos. 

(j)  “Agencia  Local”  significará  cualquier  municipio  o sub- 
división política  o una  agencia,  departamento  o instrumentali- 
dad  del  Estado  Libre  Asociado,  o una  corporación  o asociación 
sin  fines  de  lucro,  creada  bajo  las  leyes  del  Estado  Libre  Aso- 
ciado de  Puerto  Rico. 

(k)  “Deudor”  significará  el  deudor  bajo  un  contrato  de 
financiamiento.  sea  éste  designado  arrendatario,  subarrenda- 
tario, adquirente,  prestatario,  deudor  hipotecario  o tenga  cual- 
quier otra  designación. 
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(l)  “Persona”  significará  cualquier  persona  natural  o ju- 
rídica, incluyendo,  pero  sin  limitarse  a.  cualquier  agencia  local 
o cualquier  individuo,  firma,  sociedad,  compañía  sociedad  en 
participación,  fideicomiso,  compañía  por  acciones,  asociación 
o corporación  pública  o privada,  organizada  o existiendo  bajo 
las  leyes  del  Estado  Libre  Asociado  de  Puerto  Rico,  de  los 
Estados  Unidos  de  América  o de  cualquier  estado,  cualquier 
agencia  o ins+rumentalidad  de  los  Estados  Unidos  o cualquier 
combinación  de  las  anteriores. 

(m)  “Contaminante”  significará  cualquier  desperdicio  de 
sustancias  líquidas,  gaseosas  o sólidas,  así  como  contaminan- 
tes termales  o radioactivos,  o ruido  resultante  de  cualquier 
proceso  agrícola,  industrial,  comercial,  de  manufactura,  de  un 
oficio  o negocio,  o del  desarrollo,  procesamiento  o extracción 
o recobro  de  cua'quier  recurso  natural  que  se  encuentre  en  la 
tierra,  el  agua  o el  aire  dei,  o adyacente  al  Estado  Libre  Aso- 
ciado de  Puerto  Rico. 

(n)  “Contaminación”  significará  el  depósito  de  cualquier 
contaminante,  en  cualquier  terreno,  porción  de  aire  o agua  en 
el  Estado  Libre  Asociado  de  Pueno  Rico  o adyacente  al  mismo, 
o que  afecte  las  cualidades  físicas,  químicas  o biológicas  de 
cualquier  terreno,  porción  de  aiie  o agua,  en  o adyacente  al. 
Estado  Libre  Asociado  de  Puerto  Rico  en  una  forma  y a un 
grado  que  c.^nvierta,  o tienda  a convertir  dicha  tierra,  porción 
de  aire  o agua  inimicísimamente  dañina  a la  salud  pública, 
a la  seguridad  y bienestar  público,  a la  flora,  a la  fauna  y al 
uso  doméstico,  industrial,  agrícola,  o recreativo  de  dichoá  te- 
rrenos, porciones  de  agua  o aire. 

(o)  “Facilidad  para  el  Control  de  contaminación”  signifi- 
cará cualquier  estructura,  equipo,  mejora  o facilidad  o sistema 
y cualquier  terreno  o cualquier  edificio,  estructura,  facilidad 
o cualquier  mejora  a los  mismos  o cualquier  combinación  de 
éstos,  estén  o no  en  existencia  o bajo  construcción  y cualquier 
propiedad  mueble  o inmueble  que  se  estime  necesaria  o que 
esté  relacionada  con  o el  control,  reducción  o prevención  de 
la  contaminación  y en  el  caso  de  las  facilidades  para  el  control 
de  la  contaminación  del  agua,  las  propiedades  incluirán  faci- 
lidades para  tratar,  neutralizar,  estabilizar,  enfriar,  segregar 
o retener  aguas  de  desperdicio,  o contaminadas  y las  alcanta- 
rillas, bombas,  plantas  de  energía  y otro  equipo  y artefactos 
necesarios  para  interceptar  dichas  aguas. 

(p)  “Proyecto”  significará  aquellas  facilidades  industria- 
les, médicas  o para  el  control  de  la  contaminación  o disposi- 
ción de  los  desperdicios  sólidos  que  se  describían  corneo  el  “Pro- 
yecto” en  el  Contrato  de  Fideicomiso  que  garantiza  los  bonos, 
el  producto  de  los  cuales  se  aplicará  al  pago  del  costo  o de 
cualquier  parte  del  costo  del  susodicho  proyecto. 

(q)  “Reprocesamiento”  significará  el  reuso  de  sustancias 
recobradas  en  la  manufactura,  agricultura,  producción  de  ener- 
gía o de  cualquier  otro  proceso. 


(r)  “Recobro  de  Recursos”  significará  el  procesamiento  de 
desperdicios  sólidos  de  tal  forma  que  se  produzcan  materiáles 
o energía  que  pueda  utilizarse  en  la  manufactura,  agricultura, 
producción  de  energía,  o para  otros  procesos. 

(s)  “Aguas  de  albañal  o aguas  negras”  significará  cual- 
quier sustancia  que  contenga  cualesquiera  de  los  desperdicios 
o excremento  u otras  emisiones  del  cuerpo  de  seres  humanos 
o de  animales,  y el  agua  del  subsuelo  o de  la  superficie  que 
se  filtre  y mezcle  <’on  ésta;  y la  mezcla  de  aguas  negras  con 
desperdicios  industriales  u otros  desperdicios  también  se  con- 
siderarán aguas  negras. 

(t)  “Desperdicios  sólidos”  significará  basura,  desechos  y 
otros  materiales  sólidos  desechados,  incluyendo,  pero  sin  que 
se  limite  a ello,  materiales  sólidos  desperdiciados  resultantes- 
de  ia  actividad  industrial,  comercial,  agrícola  y residencial. 

(u)  “Facilidades  para  la  disposición  de  desperdicios  sóli- 
dos” significará  cualquier  facilidad  para  disponer  de  desper- 
dicios sólidos,  el  reuso  de  recursos  naturales  o cualquier  planta 
que  se  designe  principalmente  pai'a  el  propósito  de  redu- 
cir el  volumen  de  desperdicios  que  eventualmente  deberán 
ser  eliminados,  incluyendo,  pero  sin  que  se  limite  a,  plantas 
para  incineración,  pulverizar,  compactar,  triturar  y empacar, 
estaciones  de  transferencia,  fábricas  de  abono  y cualquier  otra 
planta  que  acepte  y procese  desperdicios  sólidos  para  su  reuso 
o cualesquiera  otras  facilidades  con  el  propósito  de  rcusar  o 
para  la  recolección,  almacenaje,  tratamiento,  utilización,  pro- 
cesamiento o disposición  final  de  desperdicios  sólidos,  inclu- 
yendo la  tierra  usada  para  la  disposición  final  de  desperdicios, 
así  como  las  facilidades  y equipo  de  carga  y transportación 
utilizado  en  relación  con  el  procesamiento  de  desperdicios 
sólidos. 

(v)  Contrato  de  Fideicomiso”  significará  el  documento 
por  escrito  donde  se  establezcan  los  derechos  y responsabili- 
dades de  la  Autoridad  y de  los  tenedores  de  los  bonos  emitidos 
para  financiar  un  proyecto,  incluyendo  un  contrato  de  fidei- 
comiso o la  resolución  disponiendo  para  la  emisión  de  los  bonos, 

(w)  “Aguas  de  desperdicios”  significará  cualquier  agua 
conteniendo  aguas  negras  o de  albañal  o desperdicios  indus- 
triales o que  de  otz’a  forma  estén  sujetas  a la  contaminación. 

(x)  “Consultores  en  el  Cuidado  de  la  Salud”  significará 
aquellas  personas  independientes  que  tengan  una  amplia,  fa- 
vorable y reconocida  habilidad  y experiencia  en  la  operación 
de  facilidades  médicas. 
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(y)  “Facilidades  Médicas”  significará  uno  o más  edificios, 
estructuras,  adiciones,  extensiones,  mejoras  u otras  facilidades, 
estén  o no  localizados  en  el  mismo  lugar  o contiguo  a éste 
(incluyendo  las  facilidades  existentes),  maquinaria,  equipo,  m.o- 
biliaric,  u otra  propiedad  mueble  e inmueble  adecuados  para 
ser  usados  en  relación  con  el  suministro  de  cuidado  de  salud 
o médicas,  incluyendo,  pero  sin  que  se  entienda  limitado  a 
hospitales  generales  para  enfermedades  crónicas,  maternidad, 
mentales,  sanatorios  para  el  tratamieiao  de  tuberculosos  y otros 
hospitales  especializados;  facilidades  para  atención  de  emer- 
gencia, cuidado  intensivo  y ayuda  propia;  sanatorios;  asilos 
para  ancianos  o impedidos  físico  y mentalmente;  clínicas;  fa- 
cilidades para  pacientes  ambulatorios;  centros  de  rehabilita- 
ción; facilidades  para  la  desintoxicación  de  adietes  a drogas 
y alcohol;  laboratorios  clínicos,  patológicos  y de  otros  tipos, 
centros  de  diálisis,  facilidades  para  investigaciones  médicas; 
facilidades  para  convalecientes,  asilos  de  enfermería  especia- 
lizada, asilos  de  enfermería ; centros  de  convalecencia ; lavan- 
derías; residencias  y centros  de  enseñanza  para  miembros  del 
personal,  incluyendo  enfermeras,  internos,  médicos,  dentistas 
y empleados,  facilidades  para  la  preparación  y servicio  de  ali- 
mentos; ediíicios  de  administración,  servicio  central  y otras 
facilidades  administrativas;  comunicaciones,  computadoras  y 
otras  facilidades  electrónicas;  facilidades  de  control  de  incen- 
dios; facilidades  recreativas  y de  farmacia;  espacio  de  alma- 
cenamiento, aparatos  y equipo  de  rayos-X,  radioterapia,  tera- 
pia y rayos  láser;  dispensarios;  facilidades  de  servicio;  espa- 
cios y garajes  de  estacionamiento  vehicular;  facilidades  de  ofi- 
cina para  el  personal  del  hospital,  médicos  y dentistas ; y tales 
otras  facilidades  de  salud  y médicas  normalmente  bajo  la  ju- 
risdicción de  o provistas  por  hospitales;  facilidades  para  con- 
valecientes, facilidades  para  pacientes  ambulatorios  y facili- 
dader  para  los  envejecientes  o física  o mentalniente  impedidos, 
o cualquier  combinación  de  los  anteriores,  con  todos  los  inte- 
reses necesarios,  convenientes  y/o  relacionados  de  terreno,  ma- 
quinaria, aparatos,  artefactos  eléctricos,  equipo,  mobiliario, 
accesorios,  preparación  del  terreno,  jardinería  y comodidades 
físicas. 

Las  palabras  usadas  en  el  género  masculino  se  entenderá 
que  incluyen  en  forma  implícita  la  palabra  correspondiente  en 
el  género  femenino  y el  neutral  y,  a no  ser  que  el  contexto 
indique  otra  cosa,  las  palabras  usadas  en  el  singular  se  enten- 
derá que  incluyen  el  plural. 

Artículo  4. — Creación  de  la  Autoridad : Por  la  presente  se 
crea  un  cuerpo  corporativo  y pol’tico  que  constituye  una  cor- 
poración pública  e instrumentalidad  gubernamental  de)  Estado 
Libre  Asociado  óe  Puei’to  Rico,  la  cual  se  conocerá  como  la 
Autoridad  para  el  Financiamiento  de  Facilidades  Industriales, 
Médicas  y de  Control  de  la  Contaminación  Ambiental  de  Puerto 
Rico.  El  cuerpo  gubernativo  de  la  Autoridad  será  la  Junta,  la 
cual  consistirá  de  los  siguientes  miembros:  el  Administrador 
de  la  Administración  de  Fomento  E«.oiióinico,  el  Presidente  del 
Banco  Gubernamental  de  Fomento  para  Puerto  Rico,  el  Direc- 
tor Ejecutivo  de  la  Autoridad  de  Acueductos  y Alcantarillados 
y uos  (2)  ciudadanos  particulares  nombrados  por  el  Goberna- 
dor, por  un  término  de  cuatro  (4)  añes. 


Los  miembros  de  !a  Junta  que  sean  personas  particulares  244 
podrán  ser  nombrados  por  términos  subsiguientes  y el  Gober- 
nador podrá  removerlos  de  sus  cargos  por  negligencia  en  el 
desempeño  de  sus  funciones,  conducta  inmoral  o cualquier  otra 
causa  razonable,  previa  notificación  y audiencia. 

Antes  de  comenzar  a desempeñar  sus  deberes,  cada  miem 
bro  de  la  Junta  nombrado  por  el  Gobernador  prestará  un  jura- 
mento que  desempeñará  los  deberes  de  su  cargo  fiel  e impar- 
cialmente.  Una  copia  de  dicho  juramento  será  archivada  en 
¡as  oficinas  del  Secretario  de  Estado.  El  Gobernador  desig- 
nará como  Presidente  de  la  Junta  de  Directores  de  la  Junta 
de  Directores  de  la  Autoridad  a uno  de  los  cinco  miembros  de 
la  misma.  La  incumbencia  del  Presidente  de  la  Junta  se  ex- 
tenderá hasta  la  fecha  en  que  finalice  su  término  como  miem- 
bro de  la  Junta  de  Directores  de  LA  AUTORIDAD  o hasta 
que  renuncie  de  su  cargo  como  Presidente.  La  Junta  elegirá 
anualmente  un  Vicepresidente  de  entre  sus  miembros.  La 
Junta  de  Directores  también  elegirá  o nombrará  aquellos  otios 
oficiales  que  estime  necesario  o aconsejable,  incluyendo  a un 
director  ejecutivo  y a un  secreta)’io  de  LA  AUTORIDAD  y pres- 
cribirá los  deberes  y fijará  la  compensación  de  dichos  oficiales. 

Los  miembros  de  la  Junta  de  Directores  de  LA  AUTORIDAD 
no  recibirán  compensación  alguna  por  sus  servicios  como  ta- 
les. LA  AUTORIDAD  les  reembolsará  los  gastos  necesarios 
incurridos  en  el  ejercicio  de  sus  deberes.  En  adición  a lo  an- 
terior, los  miembros  de  la  Junta  que  sean  personas  particula- 
res tendrán  derecho  al  pago  de  dieta,  de  conformidad  con  los 
reglamentos  que  sobre  el  particular  establece  el  Departamento 
de  Hacienda  e igualmente,  no  obstante  lo  antes  dispuesto,  podrán 
recibir  aquella  compensación  adicional  que  determine  la  Junta. 

El  Director  Ejecutivo  administrará  y dirigirá  los  asuntos 
y negocios  de  LA  AUTORIDAD  sujeto  a la  política,  control 
y dirección  de  la  Junta  de  Directores.  El  mismo  será  nom- 
brado por  la  Junta  y ocupará  el  cargo  a voluntad  de  ésta.  El 
Secretario  de  LA  AUTORIDAD  mantendrá  el  récord  de  los 
procedimientos  y actuaciones  de  la  Junta  de  Directores  y será 
el  custodio  de  todos  los  libros,  documentos  y papeles  archiva- 
dos en  LA  AUTORIDAD,  del  libro  de  actas  de  la  Junta  de  Di- 
rectores y del  sello  oficial  de  LA  AUTORIDAD.  Tendrá  fa- 
cultad para  ordenar  la  preparación  de  copias  de  las  minutas 
y otros  records  de  la  Junta  de  Directores  de  LA  AUTORIDAD, 
y podrá  expedir  certificaciones  bajo  el  sello  oficial  de  LA  AU- 
TORIDAD de  que  talec  copias  son  copias  fieles  y exactas. 
Todas  las  personas  haciendo  negocios  con  LA  AUTORIDAD 
podrán  confiar  en  dichas  certificaciones. 

Tres  miembros  de  la  Junta  de  Directores  constituirán 
quórum  y el  voto  afirmativo  de  por  lo  menos  tres  miembros 
será  necesario  para  cualquier  acción  que  tome  la  Junta,  ex- 
cepto para  levantar  la  sesión.  Ninguna  vacante  entre  los 
miembros  de  la  Junta  impedirá  que  ésta,  una  vez  haya  quórum, 
ejerza  todos  sus  derechos  y desempeñe  todos  sus  deberes. 
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Artículo  5. — Poderes  Generales:  LA  AUTORIDAD  tendrá 
todos  los  poderes  necesarios  y convenientes  para  llevar  a cabo 
y efectuar  los  propósitos  y las  disposiciones  de  ecta  ley,  in- 
cluyendo, pero  sin  que  se  entienda  como  una  limitación,  los 
poderes  para: 

(a)  Adoptar  el  reglamento  (“by-laws”)  para  la  adminis- 
tración de  sus  asuntos  y negocios  y prescribir  reglas,  reg  amen- 
to?. y normas  en  relación  con  el  'ejercicio  de  sus  funciones  y 
deberes. 

(b)  Adoptar  un  sello  oficial  y alterar  el  mismo  a su  con- 
veniencia. 

(c)  Mantener  una  oficina  en  la  municipalidad  de  San  Juan 
y en  cualquier  otro  lugar  que  ésta  considere  necesario. 

(d)  Demandar  y ser  demandada  balo  su  propio  nombre, 
querellarse  y ser  querellada. 

(e)  Recibir,  administrar  y cumplir  ^on  las  condiciones  y 
requisitos,  respecto  a cualquier  regalo,  concesión  o donación 
de  cualquier  propiedad  o dinero. 

(f)  Negociar  y otorgar  contratos  de  financiamientos,  de 
arrendamiento,  y otros  instrumentos  necesarios  o convenientes 
para  el  ejercicio  de  los  poderes  v funciones  conferidos  a LA 
AUTORIDAD  bajo  esta  lejq  incluyendo  contratos  con  personas, 
agencias  federales  y agencias  locales.  Las  agencias  locales  es- 
tán por  la  presente  autorizadas  a conce’-ta’*  contratos  y de 
cualquier  otra  forma  cooperai  con  LA  AUTORIDAD  para  fa- 
cilitar el  financiamiento,  adquisición,  construcción,  operación  o 
mantenimiento  de  cualquier  proyecto. 

(g)  Adquirir  mediante  compra,  arrendamiento,  donación 
o de  cualquier  forma  obtener  opciones  para  la  adquisición  o 
arrendamiento  de  cualquier  propiedad  inmueble  o mueble,  me- 
jorada o sin  mejorar,  gravada  o sin  gravar,  y derechos  sobre 
terrenos,  aunque  éstos  sean,  inferiores  al  pleno  dominio  sobre 
los  mismos  para  la  construcción,  operación  o mantenimiento 
de  cualquier  proyecto  que  LA  AUTORIDAD  estime  necesario; 
disponiéndose,  sin  embargo,  que  no  se  le  requerirá  a LA  AU- 
TORIDAD adquirir  ningún  derecho  sobre  propiedad  en  rela- 
ción con  el  financiamiento  de  cualquier  proyecto. 

(h)  Requerir,  cuando  así  lo  estime  necesario,  que  en  los 
proyectos  se  hagan  arreglos  o contratos  con  cualquier  muni- 
cipio 'd  otra  agencia  pública  o instrumentalidad  del  h'stado 
Libre  Asociado  de  Puerto  Rico,  para  la  planificación,  repla- 
nificación, construcción,  apertura,  nivelación  y cierre  de  calles, 
carreteras,  caminos,  callejones  u otros  lugares,  o para  que  se 
provean  los  servicios  de  utilidades  públicas  o para  que  se  pro- 
vean bienes  o servicios  en  relación  con  cualquier  proyecto. 


(i)  Vender,  arrendar,  ceder,  transferir,  traspasar,  permu- 
tar, hipotecar  o de  otra  forma  disponer  de  o gravar  cualquier 
proyecto.  Podrá,  asimismo,  arrendar,  readquirir  o de  otra 
forma  advenir,  titular  o retener  cualquier  proyecto  que  con  an- 
terioridad LA  AUTORIDAD  haya  vendido,  arrendado  o de 
otra  forma  traspalado  o transferido,  o dispuesto  del  mismo. 

(j)  Conceder  opciones  para  la  compra  de  cualquier  pro- 
yecto o para  renovar  cualquier  arrendamiento  concertado  por 
ella  en  relación  con  cualesquiera  de  sus  proyectos  bajo  aquellos 
términos  y condiciones  que  ella  crea  son  aconsejables. 

(k)  Dar  en  garantía  o ceder  cualesquiera  dinei’os,  rentas, 
derechos  o cualesquiera  oti'os  ingresos  así  como  el  producto 
de  la  venta  de  propiedades  y compensacicnes  bajo  las  disposi- 
ciones de  pólizas  de  seguro  o de  expropiaciones. 

(l)  Tomar  dinero  a préstamo  y emitir  en  evidencia  bo- 
nos de  LA  AUTORIDAD  con  el  propósito  de  proveer  fon- 
dos para  pagar  todo  o cualquier  parte  del  costo  de  cualquier 
proyecto  y de  cualesquiera  bonos  de  refinanciamien^^o. 

(m)  Hipotecar  o dar  en  garantía  pava  el  pago  del  princi- 
pal y de  los  intereses  sobre  cualesquiera  bonos  emitidos  o de 
cualquier  acuerdo  de  financiamiento  hecho  en  relación  con  los 
mismos  cualesquiera  o todos  los  proyectos  que  fueren  enton- 
ces de  su  propiedad  o que  posteriormente  fueren  adquiridos,  y 
para  comprom.eter  los  ingresos  y recibos  de  cualesquiera  de  éstos 
y para  ceder  o dar  en  garantía  el  contrato  o los  contratos  de  fi- 
nanciamiento relacionado  a cualquier  porción  o la  totalidad  de 
un  proyecto  y cualquier  tipo  de  garantía,  gravámenes  o de- 
rechos contractuales  dados  por  o a nombre  del  deudor  o cual- 
quier garantizador  bajo  el  contrato  de  financiamiento,  inclu- 
yendo bonos,  bonos  sin  garantía,  notas,  sean  éstas  garanti- 
zadas o sin  garantizar,  acciones,  una  garantía  del  contrato 
de  financiamiento  o cualquier  otro  contrato  de  garantía  y para 
ceder  o comprometer  el  ingreso  recibido  por  virtud  de  cualquier 
acuerdo  o acuerdos  de  financiamiento. 

(n)  Construir,  adquirir,  poseer,  reparar,  mantener,  ampliar, 
mejorar,  rehabilitar,  renovar,  amueblar,  y equipar  o hacer  que 
se  construyan,  adquieran,  reparen,  mantengan,  extiendan,  me- 
joren, rehabiliten,  renueven,  amueblen  y equipen  cualquier  pro- 
yecto y pagar  todo  o cualquier  parte  del  costo  de  éstos  del 
producto  de  los  bonos  de  LA  AUTORIDAD  o de  cualquier  apor- 
tación, regalo  o donación  o de  otros  fondos  provistos  a LA 
AUTORIDAD  para  tales  propósitos. 

(o)  Fijar,  imponer  y cobrar  rentas,  derechos  y otros  car- 
gos para  el  uso  de  cualquier  proyecto. 

(p)  Contratar  los  servicios  de  ingenieros  consultores,  ar- 
quitectos, abogados,  contadores  consultores  en  el  cuidado  de 
la  salud,  consultores  financieros,  tasadores  y aquellos  otros 
consultores  y empleados  que  a juicio  de  LA  AUTORIDAD 
puedan  ser  requeridos  y fijar  y pagar  su  compensación  de  ios 
fondos  disponibles  de  LA  AUTORIDAD  para  esos  fines. 
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(q)  Ejercitar  los  poderes  que  le  han  sido  conferidos  y 
realizar  cualquier  acción  o actividad  necesaria,  conveniente  o 
deseable  para  llevar  a cabo  sus  propósitos. 

Artículo  6. — Criterios  y Requisitos:  En  la  realización  de 
cualquier  proyecto  bajo  las  disposiciones  de  esta  ley,  LA  AU- 
TORIDAD será  guiada  por  y observará  los  siguientes  criterios 
y requisitos,  disponiéndose  que  la  determinación  de  LA  AU- 
TORIDAD en  cuanto  al  cumplimiento  por  su  parte  de  tales 
criterios  y requisitos  será  final  y concluyente: 

(a)  No  se  suscribirá  ningún  contrato  de  financiamiento  en 
relación  a un  proyecto  si  el  deudor  en  unión  a su  garante  no 
es  financieramente  responsable  y no  está  completamente  ca- 
pacitado y dispuesto  a cumplir  con  sus  obligaciones  bajo  el 
contrato  de  financiamiento,  incluyendo  la  obligación  de  hacer 
pagos  en  las  cantidades  y a las  fechas  requeridas,  de  operar, 
reparar  y mantener  el  proyecto  por  su  propia  cuenta  y gastos, 
pagar  los  costos  incurridos  por  la  AUTORIDAD  en  relación  con 
el  proyecto  y cumplir  con  los  propósitos  de  esta  ley  y realizar 
aquellas  otras  responsabilidades  que  puedan  imponérsele  bajo 
los  términos  del  contrato  de  financiamiento. 

(b)  Se  tomarán  las  providencias  adecuadas  para  el  pago  del 
principal  y los  intereses  de  los  bonos  y para  crear  y mantener 
las  reservas  requeridas  al  respecto,  si  algunas,  que  LA  AUTO- 
RIDAD pueda  determinar  y para  pagar  los  costos  incurridos 
por  LA  AUTORIDAD  en  relación  con  el  proyecto. 

(c)  En  los  proyectos  para  facilidades  médicas  se  reque- 
rirá que  el  Secretario  de  Salud  y/o  el  Secretario  de  Servicios 
Sociales  determinen,  de  acuerdo  con  la  aplicabilidad  de  la  ju- 
risdicción que  su  Departamento  tenga  sobre  el  proyecto,  que 
en  el  área  a realizarse  el  proyecto,  existe  la  necesidad  para  la 
facilidad  médica  contemplada  en  el  proyecto  y que  el  mismo 
aliviará  o satisfará  dicha  necesidad.  En  los  casos  de  faci- 
lidades para  la  desintoxicación  por  el  alcohol  o drogas  se  re- 
querirá, además,  una  determinación  similar  del  Secretario  del 
Departamento  de  Servicios  Contra  la  Adicción.  Dichas  de- 
terminaciones se  harán  a tenor  con  lo  dispuesto  en  el  Artículo  7 
de  esta  ley. 

Artículo  7. — Requisitos  de  Procedimiento:  Además  de  los 
proyectos  iniciados  por  LA  AUTORIDAD,  una  o más  agencia 
locales  a cualquier  persona  podrá  someterle  a LA  AUTORIDAD 
una  propuesta  para  el  financiamiento  de  un  proyecto,  usando  los 
formularios  y según  las  instrucciones  prescritas  por  LA  AUTO- 
RIDAD. Tal  propuesta  establecerá  el  tipo  y localización  del 
proyecto  e incluirá  otra  información  y datos  que  estén  a la 
disposición  de  cualquier  agencia  local,  o persona  que  som.ete  la 
propuesta,  en  relación  con  dicha  propuesta  y el  deudor  pros- 
pectivo, si  alguno.  El  Secretario  de  Salud  o el  Secretario  de 
Servicios  Sociales  o el  Secretario  de  Servicios  Contra  la  Adic- 
ción harán  la  determinación  que  requiere  la  Sección  (c)  del 
Artículo  6 de  esta  ley  con  respecto  a cualesquiera  proyectos  para 
facilidades  médicas  y LA  AUTORIDAD  estaría  obligada  por 
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tal  determinación.  El  Secretario  de  Salud,  el  Secretario  de 
Servicios  Sociales  o el  Secretario  de  Servicios  Contra  la  Adic- 
ción podrán  solicitarle  a cualquier  agencia  local  que  provea  !a 
información  y datos  que  LA  AUTORIDAD  estime  pertinentes, 
y se  autoriza  a las  agencias  locales  a proveerles  cualquier  infor- 
mación y datos  qu'’  tengan  a su  disposición  y de  otra  forma 
prestarles  la  ayuda  y cooperación  que  éstos  puedan  necesitar 
para  llevar  a cabo  los  propósitos  de  esta  ley.  El  Secretario  de 
Salud  o el  Secretario  de  Servicios  Sociales  o el  Secretario  de 
Servicios  Contra  la  Adicción  a Drogas  podrán  también  solicitarle 
a cualquier  deudor  prospectivo  que  provea  información  y datos 
con  respecto  al  proyecto  y a dicho  deudor.  Están  autorizados 
también  a hacer  o causar  que  se  haga,  en  cooperación  con  las 
agencias  locales  y hasta  el  máximo  viable,  tales  investigaciones, 
evaluaciones,  estudios,  informes  y revisiones  como  sean  nece- 
sarias y deseables,  a su  juicio,  para  determinar  la  viabilidad  y 
deseabilidad  del  proyecto,  la  forma  en  que  el  proyecto  contribuye 
a la  seguridad,  salud  y bienestar  de  los  habitantes  del  área  en 
que  estará  localizado,  y,  en  cuanto  al  deudor  prospectivo,  su 
experiencia,  el  historial,  su  situación  económica,  pasada  y actual, 
récord  de  servicio,  y la  integridad  y capacidad  del  equipo  geren- 
cial  de  tal  deudor ; la  forma  en  que  el  proyecto  o el  deudor  pros- 
pectivo se  ajusta  a los  criterios  y requisitos  de  esta  ley,  y cua- 
lesquiera otros  factores  que  se  consideren  relevantes  o conve- 
nientes para  asegurar  el  cumplimiento  de  los  prepósitos  de  esta 
ley.  Al  hacer  tales  determinaciones,  podrán  basarse  en  los  ha- 
llazgos de  los  consultores  de  servicios  de  salud,  y asesores  econó- 
micos quienes  han  sido  contratados  en  relación  con  cualquier 
proyecto  prepuesto  para  ser  financiado  por  LA  AUTORIDAD. 

Articulo  8. — Exención  de  Contribuciones: 

(a)  Por  la  presente  se  resuelve  y declara  que  los  fines  para 
los  cuales  se  crea  LA  AUTORIDAD  y para  los  cuales  ejercerá 
sus  poderes  son  el  fortalecimiento  de  la  industria  y el  comercio, 
la  promoción  del  desarrollo  económico,  el  mejoramiento  de  la 
seguridad  y la  salud  pública,  así  como  el  bienestar  general, 
siendo  ellos  propósitos  públicos  para  el  beneficio  del  Pueblo 
de  Puerto  Rico  y el  ejercicio  de  los  poderes  conferidos 
bajo  esta  ley  constituye  el  cumplimiento  de  funciones  guberna- 
mentales esenciales.  Por  lo  tanto,  a LA  AUTORIDAD  no  se 
le  requerirá  el  pago  de  contribuciones,  arbitrios  o impuestos 
sobre  ninguna  de  las  propiedades  adquiridas  por  LA  AUTORI- 
DAD o bajo  la  jurisdicción,  potestad,  control,  dominio,  posesión 
c supervisión  de  LA  AUTORIDAD  o sobre  los  ingresos  obte- 
nidos de  cualesquiera  de  las  empresas  o actividades  de  LA 
AUTORIDAD. 

(b)  Para  facilitar  la  obtención  de  fondos  para  realizar  sus 
propósitos  corporativos,  los  bonos  emitidos  por  LA  AUTORI- 
DAD bajo  las  disposiciones  de  esta  ley,  su  transferencia  y el 
ingreso  que  de  ello  provenga  (incluyendo  cualquier  ganancia 
que  se  obtenga  de  la  venta  de  los  mismos),  estarán  y perma- 
necerán en  todo  tiempo  exentos  del  pago  de  contribuciones  so- 
bre ingresos  por  el  Estado  Libre  Asociado  de  Puerto  Rico 
o cualesquiera  de  sus  subdivisiones  políticas. 
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Artículo  9. — Contratos  de  Construcción:  Los  contratos  para 
la  construcción  de  cualquier  proyecto  o cualquier  parte  del 
mismo  podrán  ser  adjudicados  por  LA  AUTORIDAD  mediante 
un  procedimiento  de  subasta  que  promueva  una  competencia 
libre  y abierta,  incluyendo  la  publicación  solicitando  licitacio- 
nes competitivas  en  periódico  de  circulación  general  en  Puerto 
Rico.  LA  AUTORIDAD  prescribirá  aquellos  requisitos  sobre 
garantia  en  las  licitaciones  y otros  procedimientos  relaciona- 
dos con  la  adjudicación  de  tales  contratos  que  a su  juicio 
protejan  el  interés  público. 

LA  AUTORIDAD  podrá,  mediante  contrato  escrito  disponer 
para  que  LA  AUTORIDAD  o el  fiduciario  bajo  el  contrato  de 
fideicomiso  pueda  hacer  adelantos  o reembolsos,  del  producto 
de  bonos  para  la  adquisición  y construcción  de  cualquier  pro- 
yecto, incluyendo  la  adquisición  del  solar  y de  otra  propiedad 
inmueble  para  dicho  provecto,  la  preparación  de  planos,  espe- 
cificaciones y documentos  contractuales,  la  inspección  y super- 
visión de  la  construcción,  el  empleo  de  ingenieros,  arquitectos, 
constructores  y otros  contratistas,  al  deudor  o deudor  prospec- 
tivo para  cubrir  los  costos  incurridos  y deberá  especificar  los 
documentos  que  dicho  deudor  o deudor  prospectivo  deberá  some- 
ter a LA  AUTORIDAD,  o al  fiduciario,  así  como  las  inspeccio- 
nes, exámenes  e intervenciones  que  se  requerirán  con  respecto 
al  mismo  para  asegurar  el  cumplimiento  de  las  disposiciones 
de  esta  ley  y de  dicho  contrato. 

Artículo  10. — Conflicto  de  Interés:  Ningún  oficial,  miem- 
bro agente  o empleado  de  LA  AUTORIDAD,  Estado  Libre  Aso- 
ciado de  Puerto  Rico  o de  cualquier  agencia  local  podrá  tener 
interés  directo  o indirecto  en  cualquier  contrato  con  LA  AUTO- 
RIDAD o en  la  venta  de  propiedad  inmueble  o muebles  a LA 
AUTORIDAD,  a ser  usada  para  cualquier  proyecto;  disponién- 
dose, sin  embargo,  que  este  artículo  no  será  de  aplicación  a 
ningún  interés  que  LA  AUTORIDAD  determine  ser  tan  pe- 
queño que  no  cae  dentro  del  alcance  del  propósito  óe  este 
artículo.  Si  dicho  oficial,  miembro,  agente  c empleado  •^uviera 
algún  interés  en  propiedad  inmueble  adquirida  con  anterioridad 
a la  determinación  de  la  localización  de  cualquier  proyecto,  tal 
interés  deberá  ser  informado  inmediatamente  a LA  AUTORI- 
DAD y deberá  dejarse  constancia  de  ello  en  las  minutas  de  la 
Junta  de  Directores  de  LA  AUTORIDAD,  y el  oficial,  miembro, 
agente  o empleado  con  dicho  interés  no  deberá  participar  en 
representación  de  LA  AUTORIDAD  en  la  adquisición  de  dicha 
propiedad  por  LA  AUTORIDAD. 

Disponiéndose  que  cualquier  oficial,  miembro  agente  o em- 
pleado de  LA  AUTORIDAD  que  viole  las  disposiciones  de  este 
artículo  será  de&tituido  de  su  cargo  y en  adición,  si  convicto 
que  fuere  culpable  de  un  delito  grave,  sujeto  a multa  que  no 
excederá  de  $5,000  o cárcel  por  un  término  máximo  de  cinco 
(5)  años,  o ambas  penas,  a discreción  del  Tribunal. 

Artículo  11. — El  Estado  Libre  Asociado  y sus  Subdivisiones 
Políticas  no  serán  responsables  por  los  Bonos 


Los  bonos  emitidos  por  LA  AUTORIDAD  no  constituirán 
una  deuda  del  Estado  Libre  Asociado  de  Puerto  Rico  ni  de 
ninguna  de  sus  subdivisiones  políticas,  ni  el  Estado  Libre  Aso- 
ciado de  Puerto  Rico  ni  de  ninguna  de  sus  subdivisiones  polí- 
ticas, serán  responsables  por  los  mismos,  y dichos  bonos  serán- 
pagaderos  solamente  de  aqutllos  fondos  que  hayan  sido  com- 
prometidos para  su  pago. 

Artículo  12. — Bonos  de  LA  AUTORIDAD 

(a)  LA  AUTORIDAD  queda  por  la  presente  autorizada  para 
emitir  bonos  de  tiempo  en  tiempo  por  aquellas  cantidades  de 
principal  que  en  opinión  de  LA  AUTORIDAD  sean  necesarias 
para  proveer  suficientes  fqndos  para  el  pago  total  o parcial 
del  costo  de  cualquier  proyecto  o proyectos  y para  el  logro  de 
cualesquiera  de  sus  otros  propósitos  corporativos,  incluyendo  el 
pago  de  intereses  sobre  los  bonos  de  LA  AUTORIDAD,  por 
aquel  período  que  determine  LA  AUTORIDAD,  la  creación  de 
reservas  para  garantizar  tales  bonos  y para  el  page  de  aquellos 
otros  gastos  de  LA  AUTORIDAD,  incluyendo  costos  del  pro- 
yecto que  sean  incidentales,  necesarios  o convenientes  para 
efectuar  sus  propósitos  o poderes  corporativos. 

Los  bonos  emitidos  por  LA  AUTORIDAD  podrán  hacerse 
pagaderos  del  total  o de  parte  de  los  ingresos  brutos  o netos 
y de  otros  ingiesos  derivados  por  LA  AUTORIDAD  bajo  las 
cláusulas  de  un  contrato  de  financiamiento  respecto  a cualquier 
proyecto,  todo  según  provisto  en  el  contrato  de  fideicomiso  o 
mediante  el  cual  es  autorizada  la  emisión  de  los  bonos.  El  prin- 
cipal e intereses  sobre  ios  bonos  emitidos  por  LA  AUTORIDAD 
podrá  ser  garantizado  mediante*  el  gravamen  del  total  o parte 
de  cualesquiera  ingresos  de  LA  AUTORIDAD  y podrán  ser 
garantizados  por  la  cesión  de  cualquier  contrato  de  financia- 
miento respecto  a cualquier  proyecto  o parte  del  mismo.  La 
resolución  o resoluciones  autorizando  la  emisión  de  bonos  o el 
contrato  de  fideicomiso  garantizando  los  mismos  podrá  con- 
tener disposiciones,  las  cuales  serán  parte  del  contrato  con  los 
tenedores  de  los  bonos  emitidos  bajo  dicha  resolución  o resolu- 
ciones, con  respecto  a la  garantía  y creación  de  gravamen  sobre 
los  ingresos  y activos  de  LA  AUTORIDAD,  a la  creación  y 
mantenimiento  de  fondos  de  redención  y reservas,  a limitaciones 
relativas  a los  propósitos  para  los  cuales  podrá  usarse  el  pro- 
ducto de  los  bonos,  a limitaciones  en  cuanto  a la  emisión  de 
bonos  adicionales,  a limitaciones  en  cuanto  a la  introducción 
de  enmiendas  o suplementaciones  a la  resolución  o resolucio- 
nes o al  contrato  de  fideicomiso,  a la  concesión  de  derechos, 
facultades  y privilegios  y a la  imposición  de  obligaciones  y 
responsabilidades  al  fiduciario  bajo  cualquier  contrato  de  fi- 
deicomiso, a la  operación  y mantenimiento  de  proyectos,  a la 
fijación  de  honorarios,  rentas  y otros  cargos  por  el  uso  y ocu- 
pación de  cualquier  proyecto  a la  adquisición  de  seguros  con 
respecto  a cualquier  proyecto  o su  operación,  a los  derechos,  fa- 
cultades, obligaciones  y responsabilidades  que  habrán  de  surgir 
en  la  eventualidad  de  un  incumplimiento  de  cualquier  obliga- 
ción bajo  dicha  resolución  o resoluciones  o el  contrato  de  fidei- 
comiso, o con  respecto  a cualesquiera  derechos,  facultades  y 
privilegios  conferidos  a los  tenedores  de  los  bonos  como  ga- 
rantía de  los  mismos  para  aumentar  la  vendibilidad  de  los  bonos. 
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(b)  Los  bonos  podrán  ser  autorizados  mediante  resolución 
o resoluciones  de  la  Junta  de  Directores  de  LA  AUTORIDAD. 
Podrán  ser  en  la  serie  o series,  llevar  aquella  fecha  o feehas, 
vencer  en  el  plazo  o los  plazos  que  no  excedan  de  cincuenta 
años  desde  sus  respectivas  fechas  de  emisión  y devengar  inte- 
reses a aquel  tipo  o tipos  de  interés  que  no  excedan  de  la  tasa 
máxima  entonces  permitida  por  ley. 

Los  bonos  podrán  ser  pagaderos  en  el  lugar  o lugares,  ya 
•sea  dentro  o fuera  del  Estado  Libre  Asociado,  podrán  ser  de 
aquella  denominación  o denominaciones  y en  aquella  forma, 
ya  sea  bien  de  cupones  o registrados;  podrán  tener  aquellos 
privilegios  de  registro  o conversión;  podrán  otorgarse  de  tal 
manera,  podrán  ser  pagaderos  por  tal  medio  de  nago  y podrán 
estar  sujetos  a los  términos  de  redención,  con  o sin  prima; 
podrán  proveer  para  el  reemplazo  de  bonos  mutilados,  destrui- 
dos, robados  o perdidos;  podrán  ser  autenticados  en  aquella 
manera  y cumplir  con  aquellas  condiciones  y podrán  contener 
aquellos  términos  y condiciones  que  la  resolución  o resoluciones 
puedan  proveer.  Los  bonos  podrán  ser  vendidos  en  ventas  pú- 
blicas o privadas,  al  precio  o piecios  que  determine  LA 
AUTORIDAD,  disponiéndose,  sin  embargo,  que  los  bonos  de 
refinancianiiento  podrán  ^er  vendidos  o cambiados  por  bonos  de 
LA  AUTORIDAD  en  circulación  bajo  aquellos  términos  que  en 
opinión  de  L-A  AUTORIDAD  respondan  a sus  mejores  intere- 
ses. No  obstante  la  forma  y el  tenor  de  los  mismos  y en  au- 
sencia de  una  advertencia  expresa  en  ¡a  faz  del  bono  al  efecto 
de  que  éste  no  es  negociable,  todos  los  bonos  de  LA  AUTORI- 
DAD, incluyendo  cualesquiera  cupones  pertenecientes  a los  mis- 
mos, tendrán  en  todo  tiempo,  y se  entenderá  que  tienen,  todas 
las  características  e incidentes  (incluyendo  la  negociabilidad) 
de  los  instrumentos  negociables  bajo  las  leyes  del  Estado  Libre 
Asociado  de  Puerto  Rico. 

(c)  El  producto  de  la  venta  de  los  bonos  de  cada  emisión 
se  utilizará  solamente  para  el  pago  del  costo  del  proyecto  o de 
los  proyectos  o de  una  parte  o partes  del  mismo  o de  los  mis- 
mos, paia  los  cuales  los  referidos  bonos  han  sido  emitidos 
y serán  desembolsados  en  la  forma  y bajo  las  restricciones, 
si  algunas,  que  LA  AUTORIDAD  disponga  en  el  Contrato  de 
Fideicomiso  que  garantiza  dichos  bonos.  Si  el  producto  de  los 
bonos  de  cualquier  emisión  resultare  ser  menor  del  costo,  por 
razón  de  algún  aumento  en  el  costo  de  construcción  o de  error 
en  los  estimados  o por  otra  razón,  podrán  emitirse  bonos  adi- 
cionales en  igual  form.a  para  cubrir  la  cantidad  de  tal  deficien- 
cia y a no  ser  que  se  haya  dispuesto  de  otra  forma  en  el  Con- 
trato de  Fideicomiso,  se  considerará  que  dichos  bonos  son  de  la 
misma  emisión  y deberán  pagarse  de  los  mismos  fondos  sin  que 
exista  pi'eferencia  o prioridad  por  parte  de  los  bonos  emitidos 
inicialmente. 
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(d)  Se  podrán  emitir  bonos  bajo  las  disposiciones  de  esta 
ley  sin  obtener  el  consentimiento  de  ningún  departamento,  di- 
visión, comisión  conjunta,  cuerpo,  negociado,  o Agencia  del  Es 
tado  Libre  Asociado  y sin  ningún  otro  procedimiento  y sin  que 
se  dé  ninguna  otra  condición  o cosas  que  los  procedimientos, 
condiciones  y cosas  que  estén  específicamente  requeridas  por 
esta  ley  y las  disposiciones  de  la  resolución  autorizando  la  emi- 
sión de  dichos  bonos  o el  contrato  de  fideicomiso  que  garantiza 
los  mismos;  disponiéndose^  sin  embargo,  que  serán  de  aplica- 
ción las  disposiciones  de  la  Ley  Núm.  272  aprobada  el  15  de 
mayo  de  1945,  según  enmendada. 

(e)  Los  bonos  de  LA  AUTORIDAD  que  lleven  la  firma  de 
los  oficiales  de  LA  AUTORIDAD  en  ejercicio  de  sus  cargos 
en  la  fecha  de  la  firma  de  los  mismos  constituirán  obligacio- 
nes válidas  e ineludibles,  aún  cuando  antes  de  la  entrega  y pago 
de  dichos  bonos  cualesquiera  o todos  los  oficiales  cuyas  firmas 
o facsímil  de  las  firmas  aparezcan  en  aquellos  hayan  cesado 
como  tales  oficiales  de  LA  AUTORIDAD.  I.a  validez  de  la 
autorización  y emisión  de  los  bonos  nu  dependerá  de  o será 
afectada  en  forma  alguna  por  procedimiento  alguno  relativo 
a la  construcción,  adquisición,  extensión  o mejora  del  proyecto 
para  el  cual  se  emiten  los  bonos,  o por  cualquier  contrato  sus- 
crito en  relación  con  dicho  proyecto.  Cualquier  coni^rato  de  • 
fideicomiso  que  garantice  los  bonos  podrá  proveer  para  que 
cualesquiera  de  dichos  bonos  pueda  contener  una  mención  al 
efecto  de  que  fue  emitido  de  acuerdo  a las  disposiciones  de  esta 
ley  y cualquier  bono  conteniendo  tal  mención  bajo  la  autoridad 
de  tal  contrato  de  fideicomiso  se  considerará  concluyente  que 
es  válido  y que  ha  sido  emitido  de  conformidad  con  las  dispo- 
siciones de  esta  ley.  Ni  los  miembros  de  la  Junta  de  Directo- 
res de  LA  AUTORIDAD  ni  ninguna  persona  que  otorgue  los 
bonos  serán  personalmente  responsables  en  tales  bonos,  ni  es- 
tarán sujetos  a responsabilidad  civil  alguna  por  la  emisión  de 
dichos  bonos.  LA  AUTORIDAD  queda  facultada  para  com- 
prar con  cualesquiera  fondos  disponibles  al  efecto,  cualesquiera 
bonos  emitidos  y en  circulación  o asumidos  por  ella. 

Artículo  13. — Contrato  de  Fideicomiso 

A discreción  de  LA  AUTORIDAD,  cualesquiera  bonos  emi- 
tidos bajo  las  disposiciones  de  esta  Ley  podrán  ser  garanti- 
zados por  un  contrato  de  fideicomiso  por  y entre  LA  AUTO- 
RIDAD y un  fiduciario  corporativo,  el  cual  podrá  ser  una 
compañía  de  fideicomisc  (trust  company)  deptro  o fuera  del 
Estado  Libre  Asociado  de  Tuerto  Rico. 

Será  legal  para  cualquier  banco  o compañía  de  fideicomiso 
incorporada  bajo  las  leyes  del  Estado  Libre  Asociado  de  Puerto 
Rico,  Estados  Unidos  o cualquier  estado  de  los  Estados  Unidos 
que  actúe  como  depositario  del  producto  de  los  bonos,  ingresos 
u otros  dineros  otorgar  aquellas  fianzas  de  indemnización  o 
dar  en  garantía  aquellos  valores  que  le  requiera  LA  AUTORI- 
DAD. En  adición  a lo  anterior,  el  contrato  de  fideicomiso  po- 
drá contener  todas  aquellas  disposiciones  que  LA  AUTORIDAD 
considere  razonable  y propias  para  la  seguridad  de  los  tenedo- 
res de  los  bonos. 
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Artículo  14. — Ingresos 

Los  derechos,  rentas,  cargos  y todo  otro  ingreso  derivado 
por  LA  AUTORIDAD  del  proyecto  relacionado  con  los  bonos 
de  cualquier  emisión  excepto  aquella  parte  que  pueda  resultar 
ser  necesaria  para  pagar  los  costos  de  LA  AUTORIDAD 
incurridos  en  dicho  proyecto  y para  proveer  aquellas  reser- 
vas, si  algunas,  que  puedan  estar  dispuestas  en  el  contrato 
de  fideicomiso  que  garantiza  dichos  bonos,  se  depositarán  re- 
gularmente en  un  fondo  de  reserva  para  el  pago  del  servicio 
de  la  deuda,  según  se  disponga  en  el  contrato  de  fideicomiso, 
el  cual  por  la  presente  se  ofrece  en  garantía  para  el  pago 
principal  y los  intereses  sobre  dichos  bonos  según  éstos  venzan 
y el  precio  de  redención  o el  precio  de  compra  de  bonos  retirados 
por  redención  o compra,  según  se  haya  provisto.  La  garantía 
será  válida  y obligatoria  desde  el  momento  en  que  constituya. 

Los  derechos,  rentas,  cargos  y otros  ingresos  y dineros  ofre- 
cidos en  garantía  y los  recibidos  con  posterioridad  por  LA 
AUTORIDAD  estarán  sujetos  de  inmediato  al  gravamen  sin 
necesidad  de  la  entrega  física  de  los  mismos  o de  ningún  otro 
acto,  y dicho  gravamen  será  válido  y obligatorio  y prevale- 
cerá contra  cualquier  tercero  que  tenga  reclamación  de  cual- 
quier clase  contra  LA  AUTORIDAD  por  razón  de  daños  y 
perjuicios  o por  incumplimiento  de  contrato  o por  cualquier 
otro  motivo,  irrespectivo  de  si  dicha  tercera  persona  ha  sido 
o no  notificada  al  respecto.  Ni  el  contrato  de  fideicomiso  ni 
el  contrato  de  financiamiento  por  los  cuales  se  formalice  un 
contrato  de  prendario  o por  el  cual  los  derechos  de  LA  AUTO- 
RIDAD sobre  cualesquiera  ingresos  sean  cedidos,  necesitarán 
ser  archivados  o inscritos  para  el  perfeccionamiento  del  gra- 
vamen sobre  los  mismos  contra  cualquier  tercera  persona,  ex- 
cepto en  los  archivos  de  LA  AUTORIDAD.  El  uso  y disposi- 
ción de  los  dineros  al  crédito  del  fondo  de  redención  para  el 
pago  del  servicio  de  la  deuda  estarán  sujetos  a las  disposiciones 
de  tal  contrato  de  fideicomiso.  El  referido  fondo  de  redención 
para  el  pago  del  servicio  de  la  deuda  será  un  fondo  para  tales 
bonos  sin  distinción  ni  prioridad  de  uno  sobre  el  otro,  salvo  que 
de  otra  forma  se  provea  en  el  contrato  de  fideicomiso. 

Artículo  15. — Bonos  de  Refinanciamiento 

(a)  LA  AUTORIDAD  queda  por  la  presente  autorizada 
a emitir  bonos  de  refinanciamiento  de  LA  AUTORIDAD  con 
el  propósito  de  refinanciar  aquellos  bonos  que  estén  vigentes 
y en  circulación  en  ese  momento  y que  hayan  sido  emitidos 
bajo  las  disposiciones  de  esta  Ley.  incluyendo  el  pago  de  cual- 
quier prima  de  redención  en  relación  con  los  mismos  y cual- 
quier interés  acumulado  o que  se  acumule  a la  fecha  de  redención 
o vencimiento  de  dichos  bonos,  y,  si  se  considera  aconsejable 
por  LA  AUTORIDAD,  para  cualquiera  o ambos  de  los  siguientes 
propósitos  adicionales:  (i)  La  construcción  de  mejoras,  adicio- 
nes, extensiones  o ampliaciones  de  cualquier  proyecto  o pro- 
yectos en  relación  con  los  cuales  los  bonos  a ser  refinanciados 
hayan  sido  emitidos,  y (ii)  para  pagar  total  o parcialmente  el 
costo  de  cualquier  proyecto  o proyectos  adicionales.  La  emisión 
de  tales  bonos,  los  vencimientos  y otros  detalles  con  respecto  a 
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los  mismos,  los  derechos  de  los  tenedores  de  dichos  bonos  y los 
derechos,  deberes  y obligaciones  de  LA  AUTORIDAD  con  res- 
pecto a los  mismos  estarán  regidos  por  las  disposiciones  de  esta 
Ley  que  se  relacionen  a la  emisión  de  bonos  en  tanto  y en  cuanto 
tales  disposiciones  puedan  ser  aplicadas  para  ello. 

(b)  Los  bonos  de  refinanciamiento  emitidos  bajo  este  Ar- 
tículo podrán  ser  vendidos  o permutados  por  bonos  vigentes 
emitidos  bajo  esta  Ley,  y,  de  ser  vendidos,  el  producto  de  los 
mismos  podrá  destinarse,  en  adición  a cualquier  propósito  au- 
torizado, a la  compra,  redención  o pago  de  dichos  bonos  vigen- 
tes y en  circulación.  Los  bonos  de  refinanciamiento . podrán 
ser  emitidos,  según  lo  determine  LA  AUTORIDAD,  en  cual- 
quier momento  en  o antes  de  la  fecha  de  vencimiento  o ven- 
cimientos, o a la  fecha  seleccionada  para  la  redención  de  los 
bonos  que  estén  siendo  refinanciados.  Pendiente  de  la  aplica- 
ción del  producto  de  dichos  bonos  de  refinanciamiento  «,un  cua- 
lesquiera otros  fondos  disponibles  para  el  pago  de  piincipal 
e intereses  acumulados  y cualquier  prima  de  redención  en  los 
bonos  que  se  estén  refinanciando,  y,  de  ser  así  provisto  o per- 
mitido en  el  contrato  de  fideicomiso  garantizando  los  mismos, 
dicho  producto  podrá  invertirse  en  obligaciones  directas  de,  u 
obligaciones  cuyo  principal  e intereses  estén  intencionalmente  ga- 
rantizadas por  los  Estados  Unidos  de  América  y que  vence  o 
que  estén  sujetas  a redención  por  el  tenedor  de  ¡as  mismas,  a 
opción  de  dicho  tenedor,  no  más  tarde  de  las  fechas  respectivas 
en  que  el  pidncipal,  con  los  intereses  que  i?e  hayan  acumulado 
sobre  dicho  principal  sean  requeridos  y sean  suficientes  con 
otros  fondos  disponibles,  para  los  propósitos  a los  cuales  están 
destinados. 

Artículo  16. — Poderes  Adicionales 

(a)  LA  AUTORIDAD  queda  autorizada  para  adquirir  faci- 
lidades industriales,  médicas,  para  el  control  de  la  contamina- 
ción y la  disposición  de  desperdicios  sólidos  ya  existentes  y 
para  asumir  y pagar  con  el  producto  de  la  venta  de  bonos  y 
otros  fondos  aquellas  obligaciones  y compromisos  en  relación 
con  las  mismas  que  LA  AUTORIDAD  considere  necesarias,  con 
el  propósito  de  construir  mejoras,  adiciones  o extensiones  a di- 
chas facilidades  o con  el  propósito  de  rehabilitarlas,  remodelarlas 
o modernizarlas. 

(b)  LA  AUTORIDAD  podrá,  una  vez  realizado  un  estudio 
que  demuestre  que  es  necesario  o conveniente  el  adquirir  cual- 
quier propiedad  inmueble  u otros  derechos  sobre  terrenos,  desa- 
rrollados o sin  desarrollar,  gravados  o sin  gravar,  para  uso 
inmediato  o futuro,  adquirir  cualquier  propiedad  en  forma  legal, 
incluyendo  la  expropiación  forzosa,  no  obstante  que  ya  dicha 
propiedad  esté  dedicada  a uso  público. 
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(c)  LA  AUTORIDAD  queda  autorizada  para  comprar  y 
mantener  en  vigor  o hacer  que  se  compre  y mantenga  en  vigor 
seguros  adecuados  para  proteger  cualquier  proyecto  o facilida- 
des industriales  o para  el  control  de  la  contaminación  o para 
la  disposición  de  desperdicios  sólido^  propiedad  de  LA  AUTO- 
RIDAD. incluyendo  la  operación  de  los  mismos. 


(d)  Se  autoriza  a LA  AUTORIDAD  a obtener  al  máximo 
posible,  aportaciones,  préstamos,  donaciones,  seguros  hipoteca- 
rios, garantías  y cualquier  otra  ayuda  financiera  que  exista  o que 
pueda  estar  disponible  de  cualesquiera  agencia  del  Gobierno 
Federal  y en  relación  con  ésto,  a otorgar  contratos  y cumplir 
con  los  requisitos  incidentales  a dicha  ayuda  y cumplir  y llevar 
a cabo  las  obligaciones  que  dichos  contratos  le  puedan  imponer. 
A los  fines  de  poder  obtener  cualesquiera  de  dichas  ayudas  de 
cualesquiera  agencia  del  Gobierno  Federal,  o con  respecto  a 
cualquier  proyecto  LA  AUTORIDAD  queda  por  la  presente 
autorizada  para  actuar  por  y en  representación  del  Estado  Libre 
Asociado  de  Puerto  Rico  en  la  extensión  requerida  bajo  cual- 
quier ley  o reglamentación  federal  promulgada  sobre  el  par- 
ticular. 

Articulo  17. — Convenio  del  Estado  Libre  Asociado  de  Puerto 
Rico  con  lo3  tenedores  de  Bonos. 

El  Estado  Libre  Asociado  de  Puerto  Rico  por  la  presente 
promete  a y acuerda  con  los  tenedores  de  cualesquiera  bonos 
emitidos  bajo  esta  ley  y con  las  personas  o entidades  que  con- 
traten con  LA  4UTORIDAD  de  acuerdo  a las  disposiciones  de 
esta  ley,  que  no  limitará  ni  alterará  los  derechos  aquí  confe- 
ridos a LA  AUTORIDAD  hasta  que  dichos  bonos  y los  intereses 
sobre  los  mismos  queden  totalmente  satisfechos  y dichos  con- 
tratos sean  totalmente  cumplidos  y ejecutados  per  parte  de  LA 
AUTORIDAD,  disponiéndose,  sin  embargo,  que  nada  de  lo  aquí 
provisto  afectará  y alterará  tal  limitación  si  se  dispone  por 
ley  medidas  adecuadas  para  la  protección  de  dichos  tenedores 
de  bonos  de  LA  AUTORIDAD  o de  aquéllos  que  hayan  entrado 
en  ta’es  contratos  con  LA  AUTORIDAD.  LA  AUTORIDAD  en 
calidad  de  agente  del  Estado  Libre  Asociado  de  Puerto  Rico, 
queda  autorizada  a incluir  esta  promesa  por  parte  del  Estado 
Libre  Asociado  en  los  referidos  bonos  o contratos. 

Artículo  18. — Informes 

LA  AUTORIDAD  someterá  a la  Legislatura  y al  Gobernador 
de  Puerto  Rico  después  del  cierre  de  cada  año  fiscal  del  Go- 
bierno del  Estado  Libre  Asociado  de  Puerto  Rico,  pero  cun 
anterioridad  al  final  del  año  calendario; 

(i)  Un  estado  financiero  y un  informe  completo  sobre  los 
negocios  de  LA  AUTORIDAD  para  el  año  anterior  y 


(ii)  Un  informe  completo  sobre  el  status  y el  progreso  de 
todos  sus  financiamientos  y actividades  desde  la  creación  de 
LA  AUTORIDAD  o desde  la  fecha  de  su  último  informe. 

Artículo  19. — Interpretación  Constitucional 

Las  disposiciones  de  esta  ley  son  separables,  y si  cualesquiera 
de  sus  disposiciones  fuere  declarada  inconstitucional  por  cual- 
quier corte  con  jurisdicción  al  respecto,  la  decisión  de  dicha 
corte  no  afectará  o menoscabará  las  otras  disposiciones  de  la 
misma. 

Artículo  20. — Leyes  Inconsistentes  Inaplicables 

En  cuanto  las  disposiciones  de  esta  ley  sean  inconsistentes 
con  las  disposiciones  de  cualquier  otra  ley,  o partes  de  la  misma, 
prevalecerán  las  disposiciones  de  esta  ley. 

Artículo  21. — Interpretación  Liberal 

Esta  ley,  por  ser  necesaria  para  el  bienestar  del  Estado  Libre 
Asociado  de  Puerto  Rico  y sus  habitantes,  deberá  ser  interpre- 
tada liberalmente  para  lograr  los  propósitos  de  la  misma. 

Artículo  22. — Método  Adicional 

Se  considerará  que  los  anteriores  artículos  de  esta  ley  pro- 
veen un  método  alterno  y adicional  para  la  realización  de  los 
actos  autorizados  por  la  misma  y se  considerarán  como  poderes 
suplementarios  o adicionales  a los  poderes  conferidos  por  otras 
leyes;  no  se  interpretará  que  dichos  artículos  constituyen  una 
derogación  de  cualquier  poder  vigente;  disponiéndose,  sin  em- 
bargo, que  para  emitir  bonos  o bonos  de  refinanciamiento, 
según  provisto  por  esta  ley,  no  será  requisito  cumplir  con  las 
disposiciones  de  cualquier  otra  ley  aplicable  a la  emisión  de 
bonos  que  no  sean  las  contenidas  en  la  Ley  272,  aprobada  el  15 
de  mayo  de  1945,  según  enmendada. 

Artículo  23. — Fecha  de  Efectividad 

Esta  ley  entrará  en  vigor  inmediatamente  después  de  su 
aprobación. 


Presidente  del  Senado 


Presidente  de  la  Cámara 


LEY  NUM.  52  — 16  DE  JUNIO  1978 

(P.  de!  S.  491) 


LEY 


Para  adicionar  el  apartado  (5)  al  Artículo  19.150  de  la  Ley 
núm.  77  de  19  de  junio  de  1957,  según  enmendada,  conocida 
como  “Código  de  Seguros  de  Puerto  Rico” 


Decrétase  por  la  Asamblea  Legislativa  de  Puerto  Rico: 

Sección  1. — Se  adiciona  el  apartado  (5)  al  Artículo  19.150 
de  la  Ley  núm.  77  de  19  de  junio  de  1957,  según  enmendada, 
para  que  lea  como  sigue: 

“Artículo  19.150. — Prácticas  Prohibidas. 

(1)  

(5)  Ningún  proveedor  podrá  contratar  la  provisión  de 
servicios  de  cuidado  de  salud  con  una  organización  de  servi- 
cios de  salud  r.  menos  que  ésta  esté  autorizada  conforme  a 
lo  requerido  por  este  capítulo." 

Sección  2. — Esta  ley  empezará  a regir  inmediatamente  des- 
pués de  su  aprobación. 


Presidente  del  Senado 


Presidente  de  la  Cámara 
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Great  taste 
means  better 
compliance 


Maalox 
Plus 


MAGNESIUM 
& ALUMINUM 
HYDROXIDES 
plus 


SIMETHICONE 

LEMON  SWISS  CREME  FLAVOR 


LLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa.  19034 


The  best 
tasting  antacid 
you  can 


A strong  in  vitro  record 


Ecoli 

TMP/SMX  C\S9/ 

(Septra) 

of  220517  isolates 
CEPHALOSPORIN  79% 
of  358025  isolates 
AMPICUXIN  74% 
of  351311  isolates 
NITROFURANTOIN  95% 
of  338756  isolates 


Proteus  sp 

TMP/SMX  i\40/ 

(Septra) 

of  66163  isolates 
CEPHALOSPORIN  81%* 
of  106281  isolates 
AMPICILUN  77%* 
of  104437  isolates 
NITROFURANTOIN  13% 
of  100829  isolates 

‘Indicated  in  approved  drug  information  for 
Proteus  mirabais  only. 


Enterobacter 

TMP/SMX  0^0/ 

(Septra) 

of  9896  isolates 
CEPHALOSPORIN  32%+ 
of  14986  isolates 
AMPICILUN  15%+ 
of  14036  isolates 
NITROFURANTOIN  66% 
of  14219  isolates 

tNot  indicated  in  approved  drug  information. 


Klebsiella 

pneumoniae 

TMP/SMX  0^0/ 

(Septra)©/ 

of  46279  isolates 
CEPHALOSPORIN  85% 
of  76898  isolates 
AMPICILUN  5%+ 
of  76026  isolates 
NITROFURANTOIN  68% 
of  72030  isolates 


In  vitro  activity  does  not  necessarily 
imply  a correlation  with  in  vivo  results, 


f Not  indicated  in  approved  drug  information. 


mee  of  Power 


A consistent  in  vivo  response 


Septra  outperformed  cephalexin 

In  a study  of  148  patients  with  recurrent  urinary  tract  infections,^ 
bacteriologic  response  rate  on  day  14  of  therapyt+was  99%  with 
Septra,  compared  to  94%  with  cephalexin.®  This  superiority  of 
response  to  Septra  occurred  in  spite  of  a built-in  “handicap”: 
Infecting  organisms  had  to  be  susceptible  in  vitro  to  cephalexin,  but 
not  necessarily  to  Septra.  Drug  regimens  consisted  of  either  two 
Septra  tablets  b.i.d.  or  one  250  mg  cephalexin  pulvule  q.i.d. 

++Results  derived  from  urine  cultures  done  at  the  midpoint  of  a 28-day  study,  since 
recommended  duration  of  Septra  therapy  is  14  days. 

^Criterion  for  infection:  100,000  or  more  organisms/ml  urine;  criterion  for  clear  culture: 
1000  or  fewer  organisms/ml  urine. 

Septra  outperformed  ampicillin 

In  a study  of  10-day  therapy  in  156  patients  with  recurrent  urinary 
tract  infections,^  clear  culture  was  maintained  four  days  after  therapy 
ended  in  81%  of  patients  treated  with  Septra,  compared  to  76%  of 
those  treated  with  ampicillin.®  These  results  gain  added  significance 
considering  that  causative  organisms  not  susceptible  in  vitro  to 
ampicillin  were  excluded,  but  no  such  advantage  was  afforded 
Septra.  Drug  regimens  consisted  of  either  two  Septra  tablets  b.i.d.  or 
one  500  mg  ampicillin  capsule  q.i.d. 

®Criterion  for  infection:  100,000  or  more  organisms/ml  urine;  criterion  for  clear  culture: 
1000  or  fewer  organisms/ml  urine. 

Septra  outperformed 
nitrofurantoin  (macrocrystals) 

In  a study  of  289  patients  treated  for  14  days  for  recurrent  urinary 
tract  infections,^  bacteriologic  response  (measured  eight  days  after 
therapy  ended)  to  Septra  was  94%,  compared  to  90%  with  nitro- 
furantoin.® Drug  regimens  consisted  of  either  two  Septra  tablets 
b.i.d.  or  one  100  mg  capsule  of  nitrofurantoin  macrocrystals  q.i.d. 

®Criterion  for  infection:  100,000  or  more  organisms/ml  urine;  criterion  for  clear  culture: 
1000  or  fewer  organisms/ml  urine. 

b vitro  antibacterial  action 
well  balanced  by  clinical  success 

SeptraDS 

Each  tablet  contains;  JL 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 
in  recurrent  urinary  tract  infections 
due  to  susceptible  organisms^ 

#lt  is  recommended  that  initial  episodes  of  uncomplicated  urinary  tract  infections  be 
treated  with  a single  effective  antibacterial  agent  rather  than  the  combination. 

Artist’s  conception  of  major  uropathogens. 

See  next  page  for  prescribing  information. 
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Entiende  esta  Asamblea  Legislativa  que  la  responsabilidad 
del  desenvolvimiento  y desarrollo  de  lo  que  se  conoce  como  la 
Corporación  del  Centro  Médico  de  Puerto  Rico  debe  ser  reorien- 
tado y debe  consolidarse  en  una  sola  fuente  de  responsabilidad. 
Entiende  la  Asamblea  Legislativa  que  la  única  fuente  Je  res- 
ponsabilidad de  la  administración,  funcionamiento  y desai  rollo 
de  lo  que  hoy  se  conoce  como  la  Corporación  del  Centro  ..lédico 
de  Puerto  Rico  y que  por  esta  ley  se  reorganiza  bajo  el  nombre 
de  Administración  de  Servicios  Médicos  debe  recaer  en  el  Se- 
cretario de  Salud  quien  es  el  funcionario  responsable  la  sa- 
lud del  pueblo  de  Puerto  Rico. 

Decrétase  por  la  Asamblea  Legislativa  de  Puerto  Rico: 

Artículo  1. — Título  breve — Esta  ley  se  conocerái  como  la 
Ley  de  la  Administración  de  Servicios  Médicos  de  Puerto  Rico. 

Artículo  2. — Definiciones 

Las  siguientes  frases  y térniinos  tendrán  los  significados 
que  a continuación  se  expresan; 

1.  “Administración” — Administración  de  Servicios  Médicos 
de  Puerto  Rico  creada  por  esta  ley. 

2.  “Secretario” — Secretario  de  Salud  del  Estado  Libre  Aso- 
ciado de  Puerto  Rico. 

3.  “Departamento” — Departamento  de  Salud  del  Estado  Li- 
bre Asociado  de  Puerto  Rico. 

4.  “Instituciones  Consumidoras” — Las  instituciones  que  ubi- 
can en  los  terrenos  ele  la  Administración,  que  utilizan  los  ser- 
vicios de  ésta  y/o  que  prestan  servicios  básicos  de  cuidado  mé- 
dico y hospitalario,  adiestramiento,  educación  e investigación 
en  el  campo  de  la  salud. 

5.  “Servicios  Centralizados”  —Todos  aquellos  servicios  mé- 
dicos auxiliares,  servicios  de  cipo  comercial  y servicios  admi- 
nistrativos que  ofrezca  la  Administración  y que  sean  compra- 
dos por  las  instituciones  consumidoras. 

6.  “Corporación” — Corporación  de  Servicios  del  Centro  Mé- 
dico de  Puerto  Rico  creada  por  la  Ley  Núm.  106  de  26  de  junio 
de  1962,  según  enmendada,  y que  se  deroga  por  esta  ley. 

Artículo  3. — Creación  de  la  Administración  de  Servicios 
Médicos  de  Puerto  Rico. 

Se  crea  la  Administración  de  Servicios  Médicos  de  Puerto 
Rico  como  instrumentalidad  del  Gobierno  del  Estado  Libre  Aso- 
ciado de  Puerto  Rico  adscrita  al  Departamento  de  Salud  del 
Estado  Libre  Asociado  de  Puerto  Rico,  independiente  y sepa- 
rada de  cualquier  otra  administración  u organismo  creado  o 
que  se  cree  en  el  futuro  er  el  Departamento  de  Salud  y la  cual 
estará  bajo  la  dirección  y supervisión  del  Secretario  de  Salud. 


Dicha  Administración  tendrá  personalidad  legal  separada  de 
todo  funcionario  de  la  misma  y del  Gobierno  del  Estado  Libre 
Asociado  ae  Puerto  Rico  y sus  agencias,  instrumentalidades, 
corporaciones  públicas  y subdivisiones  políticas.  Los  poderes 
de  la  Administración  estarán  conferidos  a,  y los  ejercerá  el 
Secretario. 

Los  fines  para  los  cuales  se  crea  la  Administración  son  pú- 
blicos en  beneficio  general  del  Estado  Libre  Asociado  de 
Puerto  Rico,  por  tanto,  los  bienes  y actividades  de  la  Adminis- 
tración estarán  exentos  del  pago  de  toda  clase  de  derechos,  aran- 
celes, o impuestos,  estatales  o municipales,  así  como  de  contri- 
bución. 

La  Administración  estará  también  exenta  del  pago  de  dere- 
chos por  la  prosecución  de  procedimientos  judiciales,  la  emi- 
sión de  certificaciones  en  todas  las  oficinas  del  Estado  Libre 
Asociado  de  Puerto  Rico  y el  otorgamiento  e inscripción  de 
cualquier  registro  público  de  cualquier  documento  público. 

Artículo  4. — La  Administración  que  por  esta  ley  se  crea 
tendrá  a su  cargo  la  organización,  operación  y administración 
de  los  servicios  centralizados  que  prestaba  la  Corporación. 


Artículo  5. — La  Administración  tendrá  un  Director  Ejecu- 
tivo nombrado  por  el  Secretario  con  la  aprobación  del  Gober- 
nador, quien  desempeñará  el  cargo  a voluntad  del  Secretario 
y hasta  que  se  designe  su  sucesor.  El  Director  Ejecutivo  será 
el  primer  ejecutivo  de  la  Administración;  la  representará  en 
todos  los  actos,  y en  los  contratos  que  fuere  necesario  otorgar 
en  el  ejerc’cio  de  las  funciones  de  ésta;  y desempeñará  los  de- 
beres y tendrá  las  responsabilidades,  facultades  y autoridad 
que  le  sean  delegadas  por  el  Secretario.  El  sueldo  del  Di- 
rector Ejecutivo  será  fijado  por  el  Secretario  con  la  aproba- 
ción del  Gobernador  de  Puerto  Rico,  pero  dicho  sueldo  no  ex- 
cederá de  40,000  dólares. 

El  Secretario  podrá  delegar  en  el  Director  Ejecutivo  o en 
otros  empleados  de  la  Adm.inistración  cualquiera  de  sus  po- 
deres, excepto  el  poder  de  reglamentación. 

Artículo  6. — Se  transfieren  a la  Administración  todos  los 
recursos  y facilidades  incluyendo  records,  equipo,  propiedades, 
edificaciones,  terrenos,  fondos  y asignaciones  que  estén  siendo 
utilizados  en  conexión  con  los  programas  y las  funciones  de 
la  Corporación  para  ser  utilizados,  poseídos  o gastados  por  la 
Administración  en  relación  con  las  funciones  que  según  las 
disposiciones  de  esta  iey  viene  obligado  a desempeñar. 

En  los  terrenos  transferidos  se  incluyen  los  terrenos  do- 
nados al  Pueblo  de  '’uerto  Rico  mediante  la  escritura  número  66 
otorgad?  en  San  Juan  el  2 de  agosto  de  1913  ante  el  Notario 
Público  Eduardo  Acuña  Aybar  y los  adquiridos  por  compra 
pur  el  Pueblo  de  Puerto  Rico  a Tomás  López  Morales  mediante 
la  escritura  púbi’ca  número  16  otorgada  en  San  Juan  el  23 
de  julio  de  1924,  ante  Notario  Público  Antonio  J.  Amadeo  con 
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excepción  de  los  terrenos  que  la  Corporación  ya  haya  traspasado 
a agencias  del  gobierno  del  Estado  Libre  Asociado  de  Puerto 
Rico  y del  gobierno  de  los  Estados  Unidos  de  América  en  vir- 
tud de  la  Ley  Núm.  106  de  26  de  junio  de  1962,  según  enmendada. 

Artículo  7. — Se  transfieren  a la  Administración  todas  las 
deudas,  obligaciones,  responsabilidades,  así  como  la  obligación 
de  satisfacer  y el  derecho  de  recibir  los  beneficios  de  cualquier 
sentencia  que  pueda  recaer  en  contra  o a favor  de  la  Corporación 
luego  de  la  aprobación  de  esta  ley. 

Artículo  8. — Facultades  y deberes  de  la  Administración. 

La  Administración  tendrá  todos  los  poderes  necesarios  y 
convenientes  para  llevar  a cabo  y efectuar  los  propósitos  de 
esta  ley,  incluyendo  los  que  se  describen  en  el  Artículo  4 y 
sin  que  se  entienda  comio  una  limitación,  los  poderes  que  se 
describen  a continuación: 

a)  Demandar  y ser  demandadá. 

b)  Formular,  adoptar,  enmendar  y derogar  reglas  y re- 
glamentos necesarios  para  su  funcionamiento. 

c)  Establecer  su  propia  estructura  administrativa,  de  per- 
sonal, presupuesto,  compras  y contabilidad  y cualesquiera  otros 
sistemas  administrativos  necesarios  para  una  operación  efí- 
ciente  y económica  de  los  servicios  centralizados  en  coordina- 
ción con  la  Oficina  Central  de  Administración  de  Personal, 
Departamento  de  Hacienda,  Negociado  del  Presupuesto  y la 
Administración  de  Servicios  Generales. 

d)  Tomar  dinero  a préstamo  de  cualquier  fuente  de  financia- 
miento  incluyendo  las  instituciones  privadas  así  como  también 
del  Gobierno  del  Estado  Libre  Asociado  de  Puerto  Rico  y del 
Gobierno  de  los  Estados  Unidos,  o de  cualquiera  de  sus  agen- 
cias o instrumentalidades,  para  el  pago  de  sus  deudas,  para 
llevar  a cabo  las  responsabilidades  y poderes  ordenados  por 
esta  ley  y para  llevar  a cabo  proyectos  de  construcción,  mejoras, 
funcionamiento,  operación  o para  cualquier  asunto  que  el  Secre- 
tario de  Salud  estime  conveniente  para  servir  a los  mejores  inte- 
reses de  la  Administración  y al  Pueblo  de  Puerto  Rico.  Ga- 
rantizará el  pago  de  sus  deudas  con  los  ingi'esos  que  genere 
de  sus  operaciones.  Disponiéndose  que  las  deudas  y demás 
obligaciones  de  la  Administración  no  constituirán  deudas  u 
obligaciones  del  Estado  Libre  Asociado  de  Puerto  Rico. 

e)  Negociar  y otorgai  toda  clase  de  contratos,  documentos 
y otros  instruinentos  públicos  con  personas,  firmas,  corporacio- 
nes, agencias  gubernamentales  y otras  entidades,  para  lograr 
los  propósitos  de  esta  ley,  incluyendo  la  venta  de  servicios  a 
personas  o entidades  particulares. 


f)  Ofrecer  y cobrar  a las  personas  solventes  por  los  servi- 
cios de  salud,  a las  compañías  de  seguros  comerciales,  uniones 
obreras,  planes  propagados  públicos  y privados  de  salud  y las 
asociaciones  con  planes  de  salud,  por  los  servicios  de  salud 
prestados. 

g)  Usar  los  fondos  recobrados  para  el  pago  de  sus  deudas 
con  primera  prioridad  y para  sostener,  mejorar  y ampliar  sus 
servicios. 

h)  Nombrar,  contratar  y designar  personal  médico  para 
dar  tratamiento  directo  a pacientes  en  los  servicios  médicos 
auxiliares  centralizados. 

i)  La  Administración  nombrará  los  jefes  de  los  servicios 
médicos  auxiliares  centralizados. 

j)  Comprar  para  sí  o para  las  instituciones  consumidoras 
todos  los  materiales,  suministros,  equipo,  piezas  y servicios 
que  sean  necesarios  y disponer,  mediante  venta,  transferencia 
o traspaso  o otras  entidades,  o por  destrucción  y otra  forma 
que  la  Administración  estime  más  conveniente,  de  tales  mate- 
riales, suministros,  equipo  y piezas  cuando  los  mismos  dejen 
de  servir  sus  propósitos  en  coordinación  con  la  Administración 
de  Servicios  Generales. 

k)  Formalizar  convenios  y entendidos  con  las  Instituciones 
Consumidoras  y con  otros  organismos  del  Gobierno  del  Estado^ 
Libre  Asociado  de  Puerto  Rico  y de  sus  subdivisiones  políticas 
encaminados  a la  obtención  de  una  operación  eficiente  y eficaz, 
de  los  servicios  a rendirse  por  la  Administración  y para  los 
fines  indicados  en  esta  ley.  Quedan  asimismo  autorizadas  las 
Instituciones  Consumidoras  y otros  organismos  del  Gobierno 
del  Estado  Libre  Asociado  de  Puerto  Rico  y sus  subdivisiones 
políticas  a formalizar  convenios  y entendidos  con  la  Adminis- 
tración para  lograr  los  fines  de  esta  ley. 

l)  Fijar  y recibir  derechos  y renta  por  el  uso  de  sus  faci- 
lidades y hacer  y poner  en  vigor  reglamentos  que  garanticen 
la  máxima  utilización  de  cualquiera  de  sus  estructuras  y faci- 
lidades. 

m)  Recibir,  aceptar,  administrar  y cumplir  con  las  condi- 
ciones y requisitos  respecto  a cualquier  regalo,  concesión  o 
donación  de  cualquier  propiedad  o dinero. 

n)  Solicitar,  recibir  y aceptar  fondos,  donaciones  federales, 
estaduales  o de  cualquier  otra  índole  y ayuda  para  el  desarrollo 
de  proyectos  para  la  protección  y cuidado  de  la  salud,  para  su 
administración  y operación  y para  llevar  a cabo  los  fines  dis- 
puestos en  esta  ley. 

o)  Contratar  servicios  profesionales  y de  consulta  en  todas 
las  fases  de  la  administración,  planificación,  construcción  y 
operación  de  la  Administración. 

p)  Contratar  la  preparación  de  planos,  proyectos  y presu- 
puestos de  costos  para  la  construcción,  reconstrucción,  mejoras, 
ampliación  o reparación  de  cualesquiera  de  sus  facilidades. 
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q)  Llevar  a cabo  por  sí  o contratar  las  obras  de  construc- 
ción, mejoras,  ampliación,  extensión  o reparación  que  necesite 
la  Administración  para  alojar  cualesquiera  de  sus  facilidades. 

Artículo  9 — Bonos 

(a)  Por  autoridad  del  Gobierno  de  Puerto  Rico,  que  por  la 
presente  se  otorga,  la  Administración  de  Servicios  Médicos  de 
Puerto  Rico  queda  por  la  presente  autorizada  a emitir  de  una 
vez,  o de  tiempo  en  tiempo,  bonos  para  los  propósitos  de  esta 
ley.  Los  bonos  de  cada  emisión  llevarán  la  fecha,  vencerán 
en  plazo  o plazos  que  no  excedan  de  cuarenta  (40)  años  desde 
sus  respectivas  fechas  y devengarán  intereses  al  tipo  o tipos 
que  no  excederán  del  tipo  máximo  de  interés  establecido  en  ley 
para  la  venta  de  bonos  del  Estado  Libre  Asociado  de  Puerto 
Rico,  según  lo  determine  la  Administración,  y podrán  ser  redi- 
midos antes  de  su  vencimiento,  a opción  de  la  Administración, 
a aquel  precio  o precios  y bajo  aquellos  términos  y condiciones 
que  puedan  ser  determinados  por  la  Administración  con  ante- 
lación a la  emisión  de  los  bonos.  La  Administración  determi- 
iiará  la  forma  y modo  de  ejecutar  los  bonos  y el  lugar  o lugares 
donde  se  pagará  el  principal  y los  intereses  de  los  mismos. 
Cuando  un  bono  o cupón  lleve  la  firma  o facsímil  de  la  firma 
de  un  funcionario  que  haya  cesado  en  sus  funciones  al  momento 
de  la  entrega  de  tales  bonos,  tal  firma  o facsímil  será,  no  obs- 
tante, válida  y suficiente,  considerándose  para  todos  los  pro- 
pósitos como  si  el  funcionario  hubiere  permanecido  en  su  cargo 
hasta  dicha  entrega.  No  obstante,  cualquier  otra  disposición 
en  esta  ley  o del  lenguaje  en  cualesquiera  bonos  emitidos  a 
fenor  con  las  disposiciones  de  esta  ley,  tales  bonos  se  conside- 
rarán instrumentos  negociables  bajo  las  leyes  del  Estado  Libre 
Asociado  de  Puerto  Rico.  Los  bonos  podrán  emitirse  en  forma 
de  cupones  o en  forma  registrable,  o en  ambas  formas,  según 
lo  determine  la  Administración,  y podrá  proveerse  para  el  re- 
gistro de  cualesquiera  bonos  de  cupones  en  cuanto  a principal 
solamente  y también  en  cuanto  a principal  e intereses,  y para 
reconversión  en  bonos  de  cupones  de  cualesquiera  bonos  regis- 
trados en  cuanto  a principal  e intereses.  La  Administración 
podrá  vender  dichos  bonos  en  tal  forma,  en  venta  pública  o 
privada,  y por  aquel  precio  o precios  no  menor  del  por  ciento 
de  su  valor  a la  par  establecido  en  ley  para  la  venta  de  bonos 
del  Estado  Libre  Asociado  de  Puerto  Rico,  que  ella  determinare 
es  más  conveniente  para  los  intereses  de  la  Administración. 

El  producto  de  cada  emisión  de  bonos  se  utilizará  exclusiva- 
mente para  el  propósito  para  el  cual  dichos  bonos  han  sido 
autorizados  y se  desembolsará  en  tal  forma  y bajo  tales  res- 
tricciones, si  algunas,  que  la  Administración  pueda  disponer 
en  la  resolución  autorizando  la  emisión  de  tales  bonos  o en  el 
contrato  de  fideicomiso  garantizando  los  bonos. 

La  resolución  disponiendo  para  la  emisión  de  los  bonos  y 
cualquier  contrato  de  fideicomiso  garantizando  los  mismos,  po- 
drá contener  aquellas  limitaciones  en  cuanto  a la  emisión  de 
bonos  adicionales,  que  la  Administración  pueda  determinar. 
En  anticipación  a la  preparación  de  los  bonos  fi^finitivos,  la 
Administración  podrá  emitir  recibos  interinos  o bonos  tempo- 


rarios  con  o sin  cupones,  canjeables  por  los  bonos  definitivos 
al  terminar  la  preparación  de  les  mismos.  La  Administración 
podrá  proveer  para  el  reemplazo  de  cualesquiera  bonos  que  pue- 
dan ser  mutilados,  destruidos  o perdidos. 

b)  Los  bonos  emitidos  a tenor  con  las  disposiciones  de  este 
título,  podrán,  a discreción  de  la  Administración,  ser  garanti- 
zados por  un  contrato  de  fideicomiso  entre  la  Administración 
y un  fiduciario  corporativo,  que  podrá  ser  cualquier  compañía 
de  fideicomiso  o banco  que  tenga  los  poderes  de  una  compañía 
de  fideicomiso,  dentro  o fuera  del  Estado  Libre  Asociado  de 
Puerto  Rico.  La  resolución  autorizando  la  emisión  de  los  bo- 
nos o el  contrato  de  fideicomiso  podrá  empeñar  todos  o cual- 
quier parte  de  los  réditos  o cualquier  otro  ingreso  de  la  Ad- 
ministración y podrá  proveer  para  que  la  propiedad  de  la  Ad- 
ministración pueda  ser  hipotecada  para  garantizar  el  pago  del 
principal  y los  intereses  de  tales  bonos,  y podrá  contener  aque- 
llas disposiciones  para  la  protección  y ejercicio  de  los  derechos 
y remedios  de  los  tenedores  de  los  bonos,  y cualesquiera  otras 
disposiciones  que  la  Administración  encuentre  razonable  y pro- 
pias. 

(c)  Todos  los  bonos  emitidos  a tenor  con  las  disposiciones 
de  esta  ley  y los  intereses  por  ellos  devengados  estarán  exentos, 
en  todo  momento,  de  la  imposición  de  contribuciones. 

Artículo  10. — Prioridad  en  el  pago  de  las  obligaciones  y 
creación  de  un  “Fondo  Especial”  para  la  amortización  y re- 
dención de  las  mismas. 

a)  Cuando  los  recursos  disponibles  para  un  año  fiscal  no 
basten  para  cubrir  los  desembolsos  correspondientes  a dicho 
año  fiscal  se  procederá,  en  primer  término,  al  pago  de  intereses 
y amortización  de  las  obligaciones  emitidas  a virtud  del  Ar- 
tículo 8,  Sección  d,  de  esta  ley,  y luego  se  harán  los  demás 
desembolsos  de  acuerdo  con  las  prioridades  que  se  establezcan 
por  ley. 

b)  El  Director  Ejecutivo  de  la  Administración  transferirá, 
en  o antes  del  último  día  de  cada  mes  de  cada  año  fiscal,  de 
los  fondos  separados  a virtud  del  Artículo  13,  o de  cualesquiera 
otros  fondos  disponibles,  a un  fondo  que  se  designará  “Fondo 
Especial  para  la  Amortización  y Redención  de  las  Obligaciones”, 
una  cantidad  igual  a (i)  una  sexta  (1/6)  parte  del  interés  a 
ser  pagado  en  los  próximos  seis  meses,  y (ii)  una  doceava 
(1/12)  parte  del  principal  a ser  pagado  o que  se  requiera  amor- 
tizar dentro  de  los  próximos  12  meses,  de  toda*  las  obligaciones 
emitidas  a virtud  del  Artículo  8,  Sección  d,  de  esta  ley. 

c)  Los  dineros  ingresados  en  dicho  Fondo  Especial  serán 
desembolsados  únicamente  para  el  pago  del  principal  y los  in- 
tereses sobre  las  obligaciones  emitidas  por  la  Administración. 
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d)  Los  dineros  ingresados  en  dicho  Fondo  Especial  serán 
mantenidos  en  fideicomiso  por  el  Banco  Gubernan^ ental  de  Fo- 
mento y los  mismos  deberán  ser  invertidos  y reinvertidoo  en 
obligaciones  directas  o garantizadas  por  el  Gobierno  de  Puerto 
Rico  o el  Gobierno  de  los  Estados  Unidos,  o alguna  agencia  o 
instrumentalidad  de  los  mismos,  que  deberán  vencer  o que  es- 
tarán sujetos  a redención  a opción  del  tenedor  de  los  mismos, 
no  más  tarde  de  las  respectivas  fechas  cuando  tales  dineros  se 
requieran  para  los  propósito^  de  este  artículo. 

e)  Los  ingresos  acumulados  mediante  la  inversión  y rein- 
versión de  los  fondos  deberán  ser  mantenidos  en  el  Fondo  Es- 
pecial para  crear  una  reserva  adicional  para  el  pago  del  prin- 
cipal y los  intereses  sobre  las  obligaciones. 

Artículo  11. — Toda*:  las  compras  y contratos  de  suministros 
y servicios  que  se  hagan  por  la  Administración  se  harán  sin 
sujeción  a la  Ley  de  Compras  y Suministros  del  Estado  Libre 
Asociado  de  Puerto  Rico  y a los  reglamentos  promulgados  en 
virtud  de  dicha  ley.  Las  compras  deberán  hacerse  mediante 
subasta;  disponiéndose,  que  cuando  el  costo  estimado  para  la 
adquisición  o ejecución  del  servicio  no  exceda  de  cinco  mil 
(5,000)  dólares,  el  mismo  podrá  efectuarse  sin  subasta.  Tam- 
poco será  necesario  una  subasta  cuando: 

1.  una  emergencia  requiera  la  entrega  inmediata  de  mate- 
riales, efecto  o equipo,  o la  ejecución  de  servicios,  o 

2.  se  necesiten  piezas  de  respuesto,  accesorios,  equipo  o ser- 
vicios suplementarios  para  equipo  o servicios  previamente  su- 
ministrados o contratados,  o 

3.  se  requieren  servicios  o trabajos  expertos  y el  Secretario 
estime  que  en  interés  de  una  buena  administración  es  mejor 
que  los  contrates  para  rales  fines  se  hagan  sin  mediar  subasta,  o 

4.  los  precios  no  estén  sujetos  a competencia,  porque  no 
haya  más  que  una  fuente  de  suministro  o porque  están  regla- 
mentados por  ley.  En  tales  casos,  la  compra  de  tales  mate- 
riales, efectos  o equipo,  o la  obtención  de  tales  servicios,  podrá 
hacerse  en  mercado  abierto  en  la  forma  usual  y corriente  en 
los  negocios.  El  Secretario  o su  representante  se  reservarán 
el  derecho  de  adquirir  la  buena  pro  en  una  subasta  pública  en 
base  de  otras  consideraciones  distintas  a la  del  precio. 

En  todo  caso  en  que  se  efectúe  una  compra  o se  contrate  la 
ejecución  de  un  servicio  sin  recurrir  al  procedimiento  de  su- 
basta, se  dejará  constancia  detallada  de  las  razones  por  las 
cuales  se  presciende  de  la  subasta.  En  todo  caso  en  que  el  Se- 
cretario o su  representante  adjudique  una  compra  o la  ejecución 
de  un  servicio  por  otras  consideraciones  distintas  a la  del  pre- 


cío,  dichas  consideraciones  deben  ser  claramente  en  beneficio  del 
interés  público,  y se  dejará  constancia  detallada  de  tales  con- 
sideraciones y de  la  forma  en  que  se  sirve  el  interés  público 
con  tal  acción.  Los  documentos  explicando  las  razones  por  las 
cuales  se  prescinde  de  la  subasta  o por  las  cuales  se  adjudica 
una  subasta  por  consideraciones  distintas  a la  del  precio,  se 
considerarán  documentos  públicos  sujetos  a inspección  por  cual- 
quier ciudadano  y,  en  especial,  por  personas  o entidades  inte- 
resadas en  la  prestación  de  los  servicios  o en  la  venta  de  algún 
bien  o suministro. 

Artículo  12. — Todos  los  dineros  de  la  Administración  se 
confiarán  a depositarios  designados  para  los  fondos  del  Gobierno 
del  Estado  Libre  Asociado  de  Puerto  Rico.  Las  cuentas  se  ins- 
cribirán a nombre  de  la  Administración.  Los  desembolsos  se 
harán  de  acuerdo  con  las  normas  y reglamentos  prescritos  por 
el  Secretario.  Estos  reglamentos  serán  promulgados  por  el 
Secretario  en  coordinación  con  el  Secretario  de  Hacienda. 

Se  establece,  además,  en  el  Departamento  de  Hacienda,  como 
fondo  especial,  distinto  y separado  de  otro  dinero  o fondo  del 
Estado  Libre  Asociado  de  Puerto  Rico,  el  Fondo  de  la  Admi- 
nistración de  Servicios  Médicos  de  Puerto  Rico.  Este  fondo 
será  destinado  a atender  exclusivamente  las  necesidades  rela- 
cionadas con  la  Administración. 

Artículo  13. — Se  autoriza  al  Secretario  de  Hacienda  y al 
Director  del  Negociado  del  Presupuesto  a separar  de  los  fondos 
asignados  al  Departamento  de  Salud  y a cualquier  otra  agencia 
gubernamental  consumidora  que  dependan  de  asignaciones  legis- 
lativas al  inicio  de  cada  año  fiscal,  la  cantidad  correspondiente 
para  el  pago  de  los  servicios  centralizados  a la  Administración. 
En  el  caso  de  Instituciones  Consumidoras  gubernamentales  no 
sujetas  al  control  del  Gobierno  Central,  deberán  presentar  de 
su  entidad  rectora,  ya  bien  sea  una  Junta  de  Gobierno,  Junta 
de  Directores,  Asamblea  Municipal,  u otra  entidad,  una  reso- 
lución certificada  de  que  los  recursos  han  sido  debidamente 
presupuestados  y separados  para  el  pago  de  estos  servicios. 
En  el  caso  de  las  Instituciones  Consumidoras  no  gubernamen- 
tales, deberán  presentar  una  certificación  de  su  contable,  debida- 
mente notarizada,  acreditando  que  los  fondos  están  separados. 
Los  dineros  así  separados  no  podrán  ser  usados  para  otro  fin 
que  no  sea  la  aportación  correspondiente  al  pago  de  los  ser- 
vicios centralizados  que  provea  la  Administración.  Disponién- 
dose, que  la  cantidad  de  los  dineros  a separarse  se  hará  en  baso 
a las  experiencias  de  años  anteriores,  según  detei  minada  poi 
la  Administración  y basado  en  el  volumen  de  servicios  proyec- 
tados, costos,  inflación  y cualquier  otro  factor  que  sea  nécesai  io. 
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Artículo  14. — 

267  a)  La  Administración  estará  excluida  de  las  disposiciones 

de  la  Ley  Núm.  5 de  14  de  octubre  de  1975,  según  enmendada, 
conocida  como  Ley  de  Personal.  La  Administración  tendrá 
un  sistema  de  personal  basado  en  el  principio  de  mérito.  Los 
empleados  de  la  Administración  tendrán  derecho  a negociar  con- 
venios colectivos.  La  Administración,  dentro  de  los  próximos 
180  días,  contados  a partir  de  la  fecha  de  aprobación  de  esta  ley, 
deberá  adoptar,  con  el  asesoramiento  de  la  Oficina  de  Personal, 
un  reglamento  de  personal  incorporando  el  principio  de  mérito 
que  regirá  las  normas  de  personal  de  aquellos  empicados  no 
cubiertos  por  convenios  colectivos. 

Copia  de  los  reglamentos  así  adoptados  serán  enviados  a la 
Asamblea  Legislativa  de  Puerto  Rico. 

b)  Se  transfiere  a la  Administración  todo  el  personal  que 
esté  prestando  servicios  en  el  Centro  Médico  a la  fecha  de  vigen- 
cia de  esta  ley.  El  personal  así  transferido  conservará  los 
derechos  adquiridos  bajo  las  leyes  o reglamentos  aplicables  al 
momento  de  la  transferencia,  así  como  los  derechos,  privilegios, 
obligaciones  y status  respecto  a cualquier  sistema  o sistemas 
existente  de  pensión,  retiro  o fondos  de  ahorro  y pi’éstamo,  al 
cual  estuvieren  afiliados. 

c)  Todas  las  disposiciones  del  Reglamenio  de  Personal  y 
del  Convenio  Colectivo  vigente  al  aprobarse  esta  ley  continuarán 
siendo  efectivas  hasta  la  fecha  de  su  expiración,  derogación  o 
enmienda. 

Artículo  15. — Se  autoriza  al  Secretario  de  Salud  a llevar  a 
cabo  una  evaluación  periódica  de  los  servicios  requeridos  y 
necesitados  por  las  instituciones  ubicadas  en  terrenos  del  Centro 
Médico  con  el  objetivo  de  determinar  la  deseabilidad  de  la 
centralización  o descentralización  parcial  o total  de  servicios, 
tomando  en  consideración  la  necesidad  de  mantener  la  exce- 
lencia y eficiencia  en  la  prestación  de  los  servicios  médicos  que 
se  presten  en  la  Administración  ni  en  las  Instituciones  Consu- 
midoras. Disponiéndose  que  el  Secretario  de  Salud  y las  Ins- 
tituciones Consumidoras,  le  rendirán  al  Gobernador  un  informe 
y sus  recomendaciones  con  respecto  a ios  servicios  que  se  han 
de  descentralizar,  los  que  permanecerán  centralizados,  y cual- 
quier otra  reestructuración  organizativa  que  sea  conveniente 
no  más  tarde  de  90  días  después  de  la  aprobación  de  esta  Ley 
para  su  aprobación  final.  Disponiéndose  que  éste  deberá  apro- 
bar aquellos  servicios  de  la  Administración  que  en  el  futuro 
se  deseen  centralizar  o descentralizar. 

Artículo  16. — Anticipos  a la  Administración  de  Servicios 
Médicos  de  Puerto  Rico  por  el  Secretario  de  Hacienda. 

a)  Se  autoriza  al  Secretario  de  Hacienda  de  Puerto  Rico  a 
adelantar  y poner  a la  disposición  del  Secretario,  las  cantidades 
necesarias  de  cualesquiera  fondos  disponibles  en  el  Tesoro  de! 
Estado  Libre  Asociado  de  Puerto  Rico  no  destinados  a otras 
atenciones,  para  facilitar  las  operaciones  de  la  Admini^'h^ación. 
Disponiéndose,  que  el  monto  total  de  los  anticipo.»!  a hacerse 
en  un  año  fiscal  determinado  no  excederá  del  treinta  y tres 
por  ciento  del  presupuesto  de  gastos  de  operación  de  la  Admi- 
nistración aprobado  para  dicho  año  fiscal. 
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b)  Todos  los  anticipos  hechos  de  acuerdo  con  las  disposicio- 
nes del  inciso  (a)  de  esta  sección  serán  reembolsados  por  la 
Administración  al  Fondo  General  del  Tesoro  Estatal  dentro 
del  año  fiscal  siguiente  a aquél  er«  que  se  haga  el  anticipo;  dis- 
■poniéndose  además,  que  la  Administración  pagará  al  Secretario 
de  Hacienda  los  intereses  por  dicho  anticipo  al  tipo  de  interés 
que  determine  el  Secretario  de  Hacienda. 

c)  Se  autoriza  al  Secretario  de  Hacienda  de  Puerto  Rico  a 
retener,  con  el  propósito  de  resarcir  proporcionalmente  los  anti- 
cipos de  cualesquiera  asignaciones  o fondos  en  su  poder,  perte- 
necientes a las  Instituciones  Consumidoras  que  operan  una  o 
más  instituciones  en  la  Administración,  las  cantidades  que  fue- 
ren necesarias  de  acuerdo  a la  aportación  que  corresponde  hacer 
a cada  entidad  para  la  operación  de  todos  aquellos  servicios  mé- 
dicos auxiliares,  servicios  de  tipo  comercial  y en  los  servicios 
administrativos  que  ofrezca  la  Administración. 

Artículo  17. — No  más  tarde  del  15  de  mayo  de  cada  año, 
la  Administración  someterá  al  Gobernador  o al  funcionario  en 
quien  él  delegue,  un  presupuesto  anual  de  gastos  de  operaciones 
y de  inversiones  de  capitales  contentivo  de  un  cuadro  de  pro- 
bables ingresos  y de  un  programa  de  desembolsos  basados  en 
un  plan  de  ira  bajo  y de  servicios  a prestar,  el  Gobernador  po- 
drá enmendar  dicho  presupuesto  y deberá  aprobarlo  en  o antes 
del  15  de  mayo  de  cada  año. 

La  Administración  establecerá  los  controles  fiscales,  presu- 
puestarios y de  costos  que  sean  necesarios  para  mantener  el 
presupuesto  dentro  de  los  límites  de  los  ingresos  anticipados 
para  no  incurrir  en  deficiencia. 

La  Administración  rendirá  un  informe  semestral  al  Gober- 
nador o al  funcionario  en  quien  él  delegue  sobre  la  labor  reali- 
zada y de  todos  los  ingresos  y desembolsos  realizados  no  más 
tarde  de  30  días  laborables  después  de  haber  terminado  el 
semestre. 

Artículo  18. — Junta  Asesora. 

Para  asesorar  al  Secretario  de  los  asuntos  de  la  Administra- 
ción y formular  recomendaciones  en  cuanto  a la  implementación 
de  esta  ley,  se  crea  una  Junta  Asesora  de  la  Administración  de 
Servicios  Médicos  de  Puerto  Rico.  Este  será  un  organismo  ase- 
sor para  todo  lo  relacionado  con  los  servicios  centralizados  de 
la  Administración  de  Servicios  Médicos.  Este  organismo  estará 
integrado  por  un  representante  de  cada  una  de  las  Instituciones 
Consumidoras,  tres  consumidores  a ser  seleccionados  por  el  Se- 
cretario y el  Director  Ejecutivo  de  la  Administración,  quien  .'¡erá 
miemb^'o  ex-officio.  Los  representantes  de  las  Instituciones 
Consumidoras,  miembros  de  la  Junta  Asesora  ejercerán  sus  car- 
gos a voluntad  de  la  Institución  Consumidora.  Los  miembros 
de  la  Junta  en  reunión  convocada  a esos  efectos  por  el  Di- 
rector Ejecutivo,  elegirán  de  entre  sí  un  Presidente  y un  Vice- 
presidente y designarán  a un  Secretario.  Durante  ausencias 
temporeras  del  Presidente,  el  cargo  lo  desempeñará  el  Vice- 
presidente. La  Junta  Asesora  podrá  crear  aquellos  comités  es- 
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pedales  que  estime  necesario  para  llevar  a cabo  sus  funciones 
y se  reunirá  cuantas  veces  lo  estime  necesario,  pero  no  menos 
de  cuatro  veces  al  año. 


La  Junta  Asesora  realizará  por  encomienda  del  Secretario 
los  estudios  e investigaciones  que  fueren  necesarios  y realizará 
todas  aquellas  otras  funciones  que  le  sean  encomendadas  por  el 
Secretario. 


Artículo  19. — Se  deroga  la  Ley  Núm.  106  de  26  de  junio 
de  1962,  según  enmendada,  conocida  como  la  Ley  del  Centro 
Médico  de  Puerto  Rico. 

Artículo  20. — Esta  ley  empezará  a regir  inmediatamente  des- 
pués de  su  aprobación. 


Instrucciones  para  los  Autores 

El  Boletín  acepta  para  su  publicación  artículos 
relativos  a medicina  y cirugía  y las  ciencias  afines.  Igual- 
mente acepta  artículos  especiales  y correspondencia 
que  pudiera  ser  de  interés  general  para  la  profesión 
médica. 

El  artículo,  si  se  aceptara,  será  con  la  condición 
de  que  se  publicará  únicamente  en  esta  revista. 

Para  facilitar  la  labor  de  revisión  de  la  Junta  Edi- 
tora y la  del  impresor,  se  requiere  de  los  autores  que 
sigan  las  siguientes  instrucciones: 

Manuscrito:  El  manuscrito  completo,  incluyendo  las 
leyendas  y referencias  deberán  estar  escritos  a 
maquinilla  a doble  espacio  y por  un  solo  lado 
de  cada  página,  en  TRIPLICADO  y con  amplio 
margen.  En  página  separada  deberá  incluirse  lo 
siguiente:  título,  nombre  del  autor(es)  y su  grado 
(ej:  MD,  EACP),  ciudad  donde  se  hizo  el  trabajo, 
el  hospital  o institución  académica,  patrocinadores 
del  estudio,  y si  un  artículo  ha  sido  leído  en  alguna 
reunión  o congreso,  así  debe  hacerse  constar  co- 
mo una  nota  al  calce. 

El  manuscrito  debe  comenzar  con  una  breve 
introducción  en  la  cual  se  especifique  el  propó- 
sito del  mismo.  Las  secciones  principales  (como 
por  ejemplo:  materiales  y métodos)  deben  iden- 
tificarse como  un  encabezamiento  al  centro  y en 
letras  mayúsculas. 

Artículos  referentes  a resultados  de  estudios 
clínicos  o investigaciones  de  laboratorio  deben 
organizarse  bajo  los  siguientes  encabezamientos: 
Introducción,  Materiales  y Métodos,  Resultados, 
Discusión,  Resumen  (en  español  e inglés).  Recono- 
cimiento y Referencias. 

Artículos  referentes  a estudios  de  casos  ais- 
lados deben  organizarse  en  la  siguiente  forma: 
Introducción,  Materiales  y Métodos  si  es  aplica- 
ble, Observaciones  del  Caso,  Discusión,  Resumen 
(en  español  e inglés).  Reconocimientos  y Referen- 
cias. 

Nomenclatura:  Deben  usarse  los  nombres  genéricos  de 
los  medicamentos.  Podrán  u.sarse  también  los 
nombres  comerciales,  entre  paréntesis,  si  así  se 
desea.  Se  usará  con  preferencia  el  sistema  métrico 
de  pesos  y medidas. 


Tablas:  Las  tablas  deben  aparecer  en  hojas  separadas. 
Estas  deben  incluir  el  título  y el  número  de  la 
tabla  (romano).  Los  símbolos  de  unidades  deben 
limitarse  al  encabezamiento  de  las  columnas.  Se 
deben  omitir  líneas  verticales  y horizontales  en 
la  tabla. 

Figuras:  Las  fotografías  y microfotografías  se  some- 
terán como  copias  en  papel  de  lustre,  sin  montar. 
En  el  reverso  de  la  figura  debe  aparecer  el  número 
de  la  figura  (arábigo)  y el  autor  y debe  indicarse 
la  parte  superior. 

Referencias:  Las  referencias  deben  ser  numeradas  suce- 
sivamente de  acuerdo  con  su  aparición  en  el 
texto.  Los  números  deben  aparecer  en  paréntesis 
al  nivel  de  la  línea  u oración.  .41  final  de  cada 
artículo  las  referencias  deben  aparecer  en  el 
orden  numérico  en  que  se  citan  en  el  texto.  Estas 
deben  seguir  el  estilo  o patrón  del  “Index  Medi- 
cas”, el  cual  se  describe  a continuación: 

Para  artículos  de  Revista: 

Apellido(s),  e iniciales  del  nombre  del  autoi(es),  nom- 
bre de  la  revista,  volumen,  primera  página  y año. 

Koppisch  E.:  Bol  Asoc  Med  P Rico  46  : 505,  1954. 
Para  citación  de  Libros 

Apellido(s),  e iniciales  del  autor(es),  título,  edición, 
casa  editora,  ciudad,  año  y página. 

Wintrobe  MM:  Clinical  Hematology,  3rd  Ed  Lea  and 

Febiger,  Philadelphia  1952  p.  67. 

Más  de  tres  autores  añadir:  et  al. 

Deben  usarse  solamente  las  abreviaturas  indicadas 
en  el  “(Cumulative  Index  Medicus”  que  publica  la  .4so- 
ciación  .Médica  Americana. 

(Como  guía  de  referencia  para  preparar  su  artículo 
puede  usar  la  publicación  Advice  to  Authors  que  publica 
la  .Scientific  Publications  Division,  .American  Medical  As- 
sociation, 535  N Dearborn  Street,  Chicago,  Illinois, 
60610. 

Instructions  to  Authors 

The  Boletín  will  accept  for  publication  contribu- 
tions relating  to  the  various  areas  of  medicine,  surgery 
and  allied  medical  science.s.  Special  articles  and  corres- 
pondence on  subjects  of  general  interest  to  physicians 
will  also  be  accepted.  All  material  is  accepted  with  the 
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CONTRAINDICATIONS 

Hypersensitivity  to  Vioform-Hydrocortisone,  or 
any  of  its  ingredients  or  related  compounds;  le- 
sions of  the  eye;  tuberculosis  of  the  skin;  most 
viral  skin  lesions  (including  herpes  simplex, 
vaccinia,  and  varicella). 

WARNINGS 

This  product  is  not  for  ophthalmic  use. 

In  the  presence  of  systemic  infections,  appro- 
priate systemic  antibiotics  should  be  used. 

Usage  In  Pregnancy 

Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  pregnancy, 
the  safety  of  their  use  in  pregnant  females  has 
not  been  established.  Therefore,  they  should  not 
be  used  extensively  on  pregnant  patients  in 
large  amounts  or  for  prolonged  periods  of  time. 
PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare 
cases.  If  this  occurs,  discontinue  therapy.  May 
stain. 

If  used  under  occlusive  dressings  or  for  a pro- 
longed period,  watch  for  signs  of  pituitary- 
adrenal  axis  suppression. 

May  interfere  with  thyroid  function  tests.  Wait  at 
least  one  month  after  discontinuance  of  therapy 
before  performing  these  tests.  The  ferric 
chloride  test  for  phenylketonuria  (PKU)  can 
yield  a false-positive  result  if  Vioform  is  present 
in  the  diaper  or  urine. 

Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  requiring  appropriate 
therapy. 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burn- 
ing, irritation,  pruritus.  Discontinue  if  untoward 
reaction  occurs.  Rarely,  topical  corticosteroids 
may  cause  striae  at  site  of  application  when 
used  for  long  periods  in  intertriginous  areas. 


DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times 
daily. 

HOW  SUPPLIED 

Cream,  3%  iodochlorhydroxyquin  and  1 % 
hydrocortisone  in  a water-washable  base  con- 
taining steryl  alcohol,  cetyl  alcohol,  stearic  acid, 
petrolatum,  sodium  lauryl  sulfate,  and  .glycerin 
in  water;  tubes  of  5 and  20  Gm,  Ointment,  3% 
iodochlorhydroxyquin  and  1 % hydrocortisone  in 
a petrolatum  base;  tubes  of  20  Gm.  Lotion,  3% 
iodochlorhydroxyquin  and  1%  hydrocortisone  in 
a water-washable  base  containing  stearic  acid, 
cetyl  alcohol,  lanolin,  propylene  glycol,  sorbitan 
trioleate,  polysorbate  60,  triethanolamine, 
methylparaben,  propylparaben,  and  perfume 
Flora  in  water;  plastic  squeeze  bottles  of  15  ml. 
Mild  Cream,  3%  iodochlorhydroxyquin  and 
0.5%  hydrocortisone  in  a water-washable  base 
containing  stearyl  alcohol,  cetyl  alcohol,  stearic 
acid,  petrolatum,  sodium  lauryl  sulfate,  and 
glycerin  in  water;  tubes  of  ’A  and  1 ounce.  MUd 
Ointment,  3%  iodochlorhydroxyquin  and  0.5% 
hydrocortisone  in  a petrolatum  base;  tubes 
of  1 ounce.  C75-38  Rev.  7/75 

Consult  complete  product  literature  before  pre- 
scribing. 

CIBA  Pharmaceutical  Company 
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understanding  that  it  is  to  be  published  solely  in  this 
journal. 

In  order  to  facilitate  review  of  the  article  by  the 
Editorial  Board  and  the  work  of  the  printer,  the  authors 
must  conform  with  the  following  instructions: 

Manuscripts:  The  entire  manuscript,  including  le- 

gends and  references  should  be  typewritten 
double  spaced  in  TRIPLICATE  with  ample  mar- 
gins. A separate  title  page  should  include  the 
following:  title,  authors  and  their  degrees  (e.g. 
MD,  FACP),  city  where  the  work  was  done,  hos- 
pital or  academic  institutions,  acknowledgment 
of  financial  sponsors,  and  if  the  paper  has  been 
presented  at  a meeting  the  place  and  date  should 
be  given. 

The  manuscript  should  start  with  a brief 
introductory  paragraph  or  paragraphs  which 
should  state  its  purpose.  The  main  sections  (for 
example.  Materials  and  Methods)  should  be  iden- 
tified by  center  headings  in  capital  letters. 

Articles  reporting  the  results  of  clinical 
studies  or  laboratory  investigation  should  be  or- 
ganized under  the  following  headings:  Introduc- 
tion, Material  and  Methods,  Results  if  indicated. 
Discussion,  Summary  in  English  and  Spanish, 
Acknowledgments  if  any,  and  References. 

Nomenclature:  Generic  names  od  drugs  should  be  used; 
trade  names  may  also  be  given  in  parenthesis,  if 
desired.  Metric  units  of  measurements  should  be 
used  preferentially. 

Tables:  These  should  be  typed  on  separate  sheets  with 
the  title  and  table  number  (Roman)  centered. 
Symbol  for  units  should  be  confined  to  the  co- 
lumn headings.  Vertical  and  horizontal  lines 


should  be  omitted. 

Figures:  Photographs  and  photomicrographs  should  be 
submitted  as  glossy  prints,  unmounted.  They 
should  be  labeled  in  the  back  with  the  name  of 
the  authors  and  figure  number  (Arabic)  and  the 
top  should  be  indicated.  Legends  to  the  figures 
should  be  typed  on  a separate  sheet. 

References:  These  should  be  numbered  serially  as  they 
appear  in  the  text.  The  number  should  be  en- 
closed in  parenthesis  on  the  line  of  writing  and 
not  as  superscript  numbers.  At  the  end  of  the 
article  references  should  be  listed  in  the  nume- 
rical order  in  which  they  are  first  cited  in  the 
text.  This  list  should  conform  to  the  Style  of  the 
Index  Medicus  and  should  be  punctuated  as  in 
the  following  examples. 

For  journal  articles; 

Surname  and  initials  of  authors),  name  of  journal, 
volume,  first  page  and  year. 

Koppisch  E;  Bol  Asoc  Med  P Rico  46:  505,  ¡954. 

For  Books: 

Surname  and  initials  of  authors),  title,  edition,  pu- 
blishing house.  City,  year  and  page. 

Wintrobe  MM:  Clinical  Hematology,  3rd  Ed  Lea  and 
Febiger,  Philadelphia  1952  p 67. 

More  than  three  authors  add:  et  al. 

Abbreviations  will  conform  to  those  used  in  the 
Cumulative  Index  Medicus,  published  by  the  .American 
Medical  Association. 

For  aid  in  preparing  your  manuscript  refer  to  the 
publication  Advice  to  Authors  available  from  the  Scien- 
tific Publications  Division,  American  Medical  Associa- 
tion, 535  N Dearborn  St.,  Chicago,  Illinois  60610. 
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been  esroblished.  Use  in  cose  of  pregnoncy  only  when 
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Adverse  Reactions:  Theophylline  may  exerr  some  srimulor- 
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LEY  NUM.  69  — 22  DE  JUNIO  1978 


(P.  de  la  C.  795) 


LEY 

Para  autorizar  al  Director  de  la  Oficina  Central  de  Administración 
de  Personal  en  coordinación  con  el  Secretario  de-  Salud  a 
establecer  un  sistema  de  clasificación  y retribución  especial 
para  médicos  y dentistas  en  el  servicio  público,  crear  un  cuerpo 
especial  de  servicios  de  salud,  proveer  un  margen  de  mejóra- 
miento  salarial  complementario  para  dicho  cuerpo  así  como 
beneficios  marginales  adicionales  para  el  mismo. 

EXPOSICION  DE  MOTIVOS 

Cada  día  resulta  más  difícil  el  reclutar  y retener  médicos  y 
dentistas  para  que  se  dediquen  a trabajar  cxclusiv  unente  en  el 
servicio  público.  Esto  se  debe  a quo,  en  términos  económicos,  los 
salarios  y beneficios  otorgados  por  ol  Gobierno  está*,  muy  por 
debajo  a los  que  estos  profesionales  devengan  en  la  práctica 
privada. 

Al  presente  el  Departamento  de  Salud  cuenta  con  más  de 
cincuenta  (50)  Centros  de  Salud  donde  no  existen  médicos  con 
larga  experiencia  profesional.  Esta  situación  ha  hecho  necesario  el 
reclutamiento  de  un  alto  número  de  médicos  con  licencias  pro- 
visionales. Muchos  de  estos  médicos  están  dirigiendo  los  servicios 
de  salud  de  estos  Centros.  Se  estima  que  esta  situación  también 
prevalece  en  otras  agencias  del  Gobierno  que  utilizan  los  servicios 
de  estos  profesionales. 

Por  otro  lado,  hay  médicos  y dentistas  en  la  práctica  privada, 
de  reconocida  capacidad  profesional  que  estarían  dispuestos  a 
servir  al  Estado  si  se  le  pudiese  conceder  incentivos  de  forma  tal 
que  hagan  atractivos  el  prestar  dichos  servicios  para  el  Gobierno. 
Resulta  por  lo  tanto  deseable  para  el  bienestar  público  el  conceder 
incentivos  adicionales  a los  médicos  y dentistas,  ya  que  si  no  se 
busca  una  solución  inmediata  y realista  podría  afectarse  la  pres- 
tación de  servicios  de  salud  de  nuestro  pueblo. 

Consideramos  que  esta  medida  tendría  un  impacto  positivo 
tanto  en  el  loclutamiento  como  en  la  retención  da  estos  profesio- 
nales en  el  servicio  público.  A tales  propósitos,  se  amplían  las 
facultades  del  Director  de  la  Oficina  Central  de  Administración  de 
Peisonal  para  que,  en  coordinación  con  el  Secretario  de  Salud, 
establezca  un  sistema  de  clasificación  y retribución  especial  para 
médicí^s  y dentistas  en  el  servicio  público,  y se  crea  un  Cuerpo 
Especial  de  Servicios  de  Salud,  en  el  Departamento  de  Salud, 
compuesto  por  los  funcionarios  públicos  anteriormente  mencio- 
nados, para  asegurar  la  contin  iidad  y estabilidad  en  la  prestación  de 
los  servicios  de  salud  en  el  Estado  Libre  .Asociado  de  Puerto  Rico. 
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Decrétase  por  la  Asamblea  Legislativa  de  Puerto  Rico: 


Artículo  1. —Definiciones. —Para  los  fines  de  esta  ley,  los  si- 
guientes términos  tendrán  loe  significados  que  a continuación  se 
expresan,  a no-  ser  que  de  su  contexto  se  desprenda  otro  sig- 
nificado: 

a.  “Director”  significa  el  Director  de  la  Oficina  Central  de 
Administración  de  Per&onal  de  Puerto  Rico. 

b.  “Secretario”  significa  el  Secretario  de  Salud  de  Puerto 
Rico. 

c.  “Cuerpo”  significa  el  Cuerpo  Especial  de  Servicios  de 
Salud  que  por  esta  ley  ae  crea. 

d.  “Administración”  significa  la  Administración  de  Facilida- 
des y Servicios  de  Salud  de  Puerto  Rico  creada  por  la  Ley 
26  de  13  de  noviembre  do  1975.  ¡a  Administración  que  se 
cree  en  el  futuro  adscrita  al  Departamento  de  Salud. 

Artículo  2.- Creación  del  Cuerpo.— Se  crea  una  unidad  especial 
de  médicos  y dentistas,  en  adelante  adscrita  al  Departamento  de 
Salud,  denominada  “Cuerpo”,  con  el  propósito  de  mejorar  la 
calidad  de  los  ser/icios  de  salud  en  Puerto  Rico,  y para  asegurar  la 
continuiaad  y estabilidad  en  la  prestación  de  los  mismos.  Dicho 
Cuerpo  consistirá  de  médicos  y dentistas  en  el  servicio  público  que 
se  dediquen  a prestar  senúcios  de  salud  con  carácter  permanente  y 
a tiempo  completo  en  el  Departamento  de  Salud  o en  cualquier 
Administración  creada  o que  se  cree  en  el  futuro  adscrita  al  De- 
partamento de  Salud  y que  no  reciban  compensación  por  servicios 
regulares  con  otro  departamenco,  dependencia  estatal  o federal, 
corporación  pública,  municipio,  institución  pública  o privada,  o 
por  la  práctica  privada  de  su  profesión. 

Artículo  3.-  El  Director  de  la  Oficina  Central  de  Administra- 
ción de  Personal  de  Puerto  Rico,  en  coordinación  con  el  Secretario 
de  Salud,  establecerá  un  sistema  de  clasificación  y retribución 
exclusivo  para  los  miembros  del  Cuerpo  y proveerá  un  margen  de 
mejoramiento  salarial  complementario  de  retribución  para  el 
mismo,  disponiéndose  que  el  sueldo  anual  en  ningún  caso  excederá 
de  $40,000.00,  Dicho  sistema  de  clasificación  y retribución  se 
establecerá  tomando  en  consideración  lo  siguiente: 

A.  La  región  donde  el  médico  prestará  sus  servicios. 

B.  La  rama  de  la  medicina  donde  el  médico  tenga  su  especia- 
Ezación. 

C.  La  experiencia  del  médico  en  términos  de  años  ejerciendo 
su  profesión. 

D.  Los  exámenes,  boards  y educación  continuada  del  médico. 

E.  La  evaluación  del  Comité  nombrado  por  el  Secretario  de 
Salud  para  esos  efectos. 

Se  faculta,  además,  al  Director  para  que  apruebe  beneficios 
marginales  para  los  médicos  y dentistas  en  dicho  Cuerpo,  los  cuales 
podrán  ser  distintos  a los  beneficios  marginales  de  los  empledos 
públicos  en  general,  los  cuales  no  excederán  de  $6,000.00  al  año. 


i^rtículo  4.— El  Director,  con  el  dsesorainiento  del  Secretario, 
tendrá  a su  cargo  la  formulación  y adopción  de  la  reglamentación 
necesaria  oara  la  administración  de  esta  ley,  de  conformidad  con 
las  normas  generales  y la  política  pública  establecida  por  la  Ley 
Núm.  5,  de  14  de  octubre  de  1975,  &egún  enmendada,  conocida 
como  “Ley  de  Personal”. 

Artículo  5.- Toda  ley  o parte  de  la  misma  en  conflicto  con  la 
presente,  queda  por  ésta  derogada. 

Artículo  6.— Esta  ley  comenzará  a regir  inmediatamente  des- 
pués de  su  aprobación,  con  excepción  de  lo  dispuesto  por  los 
Artículos  3 y 4 de  la  misma,  que  comenzarán  a regir  a los  sesenta 
(60)  días  de  su  aprobación. 
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LEY  NUM.  32  — 11  DE  JULIO  1978 


(P.  del  S.  674) 


LEY 


Para  enmendar  el  Artículo  2;  el  Inciso  (i)  del  Artículo  3;  los 
Apartados  3,  5 y 11  del  Ai'tículo  6;  los  Artículos  9,  10  y 12; 
los  Incisos  (a)  y (f)  del  Apartado  2 y los  Incisos  (h),  (i) 
y (j)  del  Apartado  4,  del  Artículo  14;  los  Artículos  17, 
19  y 20;  el  Inciso  (a)  del  Artículo  22;  adicionar  el  Artículo 
32  y reenumerar  los  Artículos  32,  33  y 34  como  Artículos 
33,  34  y 35  a la  Ley  Núm.  11  de  23  de  junio  de  1976, 
enmendada. 

Decrétase  'por  la  Asamblea  Legislativa  de  Pivcrto  Rico: 

Sección  1. — Se  enmienda  el  Artículo  2*  el  Inciso  (i)  del 
Artículo  3;  los  Apartados  3,  5 y 11  del  Articulo  6;  los  Ari^iculos 
9,  10  y 12;  los  Incisos  (a)  y (f)  del  Apartado  2 y los  Incisos 
(h),  (i)  y (j)  del  Apartado  4 del  Artículo  14;  los  Artículos 
17,  19  y 20  y se  enmienda  el  Inciso  (a)  del  Artículo  22,  de  la 
Ley  Núm.  11  de  23  de  junio  de  1976,  enmendada,  para  que  se 
lean: 

“Artículo  2. — Declaración  de  Política  Pública  y Propósito  Le- 
gislativos. 

Los  problemas  de  la  salud  han  sido  siempre  motivo  de  gran 
preocupación  para  el  pueblo,  los  profesionales  de  la  salud  y el 
Gobierno  de  Puerto  Rico.  Debido  a esa  preocupación,  a través 
de  los  años  se  ha  otorgado  una  alta  prioridad  y se  han  dedicado 
recursos  sustanciales  a la  solución  de  esos  problemas.  Prueba 
de  ello  son  los  logros  alcanzados  en  los  niveles  de  salud  de 
nuestro  pueblo,  según  se  evidencia  por  los  indicadores  más  im- 
portantes en  este  campo.  Tales  indicadores  son;  la  tasa  de 
mortalidad  general  que  para  el  año  1974  era  6.4  por  cada  mil 
habitantes;  la  esperanza  de  vida  que  para  el  año  1972  era  de 
72  años  y la  mortalidad  infantil  que  en  1974  era  23.1  por 
cada  mil  nacimientos. 

A base  de  los  datos  indicados,  es  justo  señalar  que  en  Puevto 
Rico  se  han  logrado  progresos  significativo»  en  el  área  de  la 
salud  y esta  ley  responde  al  propósito  del  Gobierno  de  que 
los  servicios  de  la  salud  estén  en  continuo  mejoramiento.  Ade- 
más, el  Estado  Libre  Asociado  de  Puerto  Rico,  reconoce  que  al 
lograrse  niveles  más  altos  en  las  condiciones  de  vida  y en  el 
ingreso  de  nuestro  pueblo,  se  aumentan  las  expectativas  de  pro- 
greso en  todas  las  áreas  de  nuestra  vida,  incluyendo  el  área 
de  la  salud.  Tales  expectativas  son  legítimas  y es  por  ello  que 
el  Estado  Libre  Asociado  de  Puerto  Rico  desea  formular  y de- 
jar aquí  constancia  de  su  política  pública  en  cuanto  a la  salud 
de  nuestro  pueblo  se  i efiere. 


273 


Se  reconoce  y declara  por  esta  Asamblea  Legislativa,  como 
política  pública  del  Estado  Libre  Asociado  de  Puerto  Pico,  que 
la  salud  de  nuestro  pueblo  merece  y debe  tener  la  más  alta 
prioridad  en  las  gestiones  de  su  Gobierno.  Que  el  Gobierno  del 
Estado  Libre  Asociado  de  Puerto  Rico,  debe  velar  poi- 
que se  preste  y ofrecer  a los  habitantes  de  esta  Isla 
servicios  de  salud  de  la  más  alta  calidad  y sin  barreras 
de  clase  alguna  que  impidan  el  acceso  a dichos  servicios, 
garantizando  el  derecho  de  cada  ciudadano  a la  libre  selec- 
ción de  los  servicios  médico-dentales  y facilidades  hospitalarias 
entre  los  de  naturaleza  gubernamental  y los  no  gubernamenta- 
les. Que  con  el  propósito  claro  de  lograr  el  objetivo  básico  an- 
teriormente señalado  el  Gobierno  del  Estado  Libre  Asociado  de 
Puerto  Rico,  realizará  estudios  apropiados  en  la  admini.stración 
y prestación  de  servicios  de  salud  gubernamentales  promoviendo 
una  pluralidad  de  modelos  de  prestación  de  servicios  de  salud  y 
mecanismos  de  seguros  médicos  prepagados  que  ofrezcan  el  be- 
neficio de  una  experiencia  basada  en  la  realidad  y sobre  la  cual 
el  gobierno  pueda  tomar  aeterminaciones  en  el  futuro  sobre  la 
manera  más  eficaz  para  supervisar  la  administración  y prestar 
los  servicios  de  salud  que  ahora  ofrece.  A tales  fines  se  crean 
y reestructuran  los  organismos  y se  reforman  los  mecanismos 
de  prestación  de  servicios  de  salud  en  el  sector  público  y se 
establecen  mecanismos  de  reglamentación  apropiados  y facti- 
bles tanto  para  el  sector  público  como  para  el  privado.” 

“Artículo  3. — Definiciones 

Los  siguientes  términos  y frases  tendrán  los  significados 
que  se  indican  a continuación  cuando  sean  usados  o se  haga 
referencia  a los  mismos  en  esta  ley;  a no  ser  que  el  contexto 
claramente  indique  otra  cosa: 

••••••••••• 

b.  • . . 

i.  “Libre  Selección” — es  el  derecho  que  tiene  todo  individuo 
a escoger  libremente  al  médico,  odontólogo  y hospital  de 
su  confianza  sin  que  existan  barreras  geográficas  o re- 
gionales o que  el  Estado  u otro  organismo  le  imponga 
el  profesional  u hospital  a quien  ha  de  acudir,  sujeto  este 
derecho,  en  el  caso  del  sector  público  de  salud,  a los  re- 
cursos disponibles  del  Estado  y al  sistema  de  prestación 
de  servicios  públicos  que  el  Gobierno  haya  adoptado. 

“Artículo  6. — Funciones 

El  Consejo  será  un  organismo  asesor  en  la  planificación, 
coordinación,  revisión  y evaluación  de  toda  el  área  de  salud  en 
Puerto  Rico.  Hará  recomendaciones  al  Secretario  sobre  la  po- 
lítica pública  que  deberá  adoptarse  en  Puerto  Rico  en  el  área  de 
la  salud. 


Para  lograr  estos  propósitos  básicos,  el  Consejo  tendrá  las 
siguientes  funciones: 

1— 

2r— 

3 — Recomendará  al  Secretario,  en  consulta  con  las  institu- 
ciones educativas  del  país  y con  entidades  profesionales 
concernidas,  un  plan  de  desarrollo  educacional  y de  adies- 
tramiento de  los  recursos  humanos  necesarios  para  los 
servicios  de  salud  en  Puerto  Rico.  Dicho  plan  incluirá, 
entre  otras  cosas,  un  pronóstico  por  categorías  de  las  ne- 
cesidades de  personal  de  la  salud  durante  los  diez  años 
subsiguientes  a su  promulgación.  El  primer  plan  se 
propondrá  dentro  de  los  dos  años  siguientes  a partir  de 
la  constitución  del  Consejo  y posteriormente  se  revisará 
cada  dos  años.  El  Secretario  propondrá  el  contenido  de 
dicho  plan  a las  instituciones  de  educación  superior  y 
otras  que  preparen  profesionales  de  salud  en  Puerto  Rico. 
El  Secretario  también  promoverá  la  planificación  y de- 
sarrollo de  los  programas  docentes  en  el  área  de  la  salud 
en  las  instituciones  que  se  dedican  a la  educación  de  pro- 
fesionales y técnicos  de  la  salud  en  el  país,  de  acuerdo 
con  los  requerimientos  del  antes  referido  plan.  En  lo 
que  respecta  a las  instituciones  del  Estado,  éstas  desa- 
rrollarán sus  programas  educativos  siguiendo  la  deter- 
minación de  necesidades  hechas  por  el  Secretario  y en 
consideración  con  los  que  puedan  preparar  las  institu- 
ciones privadas. 

5— Recomendará  reglamentación  aplicable  a los  profesiona- 
les y a las  facilidades  de  salud  que  se  disponen  en  los 
Artículos  9,  11  y 16  de  esta  ley  y evaluará  la  aplicación 
que  de  dicha  reglamentación  se  haga.” 

11 — Recomendará  al  Secretario  normas,  criterios  y procedi- 
mientos que  garanticen  la  asignación  equitativa  de  aspi- 
rantes a licencia  de  médico,  de  acuerdo  a la  Ley  Núm.  22 
del  22  de  abril  de  1931.  enmendada.” 

“Artículo  9. — Transferencias. 

Por  la  presente  se  transfieren  al  Departamento  de  Salud 
todas  las  funciones  del  Secretario  de  Estado  y/o  del  Departa- 
mento de  Estado  relacionadas  con  los  siguientes  organismos  y 
con  cualquier  otro  que  se  cree  en  el  futuro  y que  tenga  relación 
con  los  profesionales  de  la  salud. 

a)  Tribunal  Examinador  de  Médicos 

b)  Junta  Dental  Examinadora 

c)  Junta  Examinadora  de  Quiroprácticos 

d)  Junta  Examinadora  de  Enfermeras 

e)  Junta  de  Terapia  Física 

f)  Junta  Examinadora  de  Tecnología  Médica 

g)  Junta  Examinadora  de  Auxiliares  Técnicos  de  Cirugía 

h)  Junta  Examinadora  de  Técnicos  de  Radiología 

i)  Junta  Examinadora  de  Optómetras 

j)  Junta  Examinadora  de  Terapia  Ocupacional 
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k)  Junta  Examinadora  de  Técnicos  Dentales 

l)  Junta  Examinadora  de  Nutricionistas  y Dietistas 

m)  Junta  Examinadora  de  Administradores  de  Casas  de  Salud 

ii)  Junta  de  Farmacia 

o)  Junta  Examinadora  de  Administradores  de  Servicios  de 
Salud 

p)  Junta  Examinadora  de  Educadores  de  Salud 

q)  Junta  Examinadora  de  Embalsamadores 

Además  se  transfieren  al  Departamento  para  usarse,  em- 
plearse, o gastarse  en  conexión  con  las  funciones  transferidas 
por  el  párrafo  anterior,  el  personal,  la  propiedad  y los  records 
disponibles  en  el  Departamento  de  Estado  a la  fecha  de  vigencia 
le  esta  ley.  Se  transfieran  al  Fondo  de  Salud  los  balances  no 
gastados  de  las  asignaciones,  partidas  u otros  fondos  destina- 
dos a la  ejecución  de  las  funciones  transferidas  por  este  artículo. 
Las  asignaciones  presupuestarias  de  años  subsiguientes  para 
atender  las  funciones,  transferidas  al  Departamento  de  Salud 
se  harán  directamente  al  Fondo  de  Salud.  Disponiéndose  que 
los  derechos  por  concepto  de  licencias  que  paguen  los  solicitantes 
ingresarán  al  Fondo  de  Salud. 

En  armonía  con  lo  anterior,  tedas  las  juntas  examinadoras 
mencionadas  en  el  primer  párrafo  de  este  artículo  quedarán 
transferidas  al  Departamento  de  Salud  sin  perjuicio  de  los  po- 
deres y facultades  que  éstas  tengan  por  ley. 

Las  Juntas  Examinadoras  y el  Departamento  de  Salud  esta- 
blecerán los  mecanismos  de  consulta  y coordinación  y adoptarán 
los  acuerdos  necesarios  para  llevar  a cabo  sus  respectivas  fun- 
ciones. Igualmente  dichas  juntas  establecerán  relaciones  de  con- 
sulta recíproca  con  las  Organizaciones  de  Reglamentación  y 
Evaluación  Profesional  que  se  proveen  más  adelante  en  esta  ley. 

Las  Juntas  Examinadoras  referidas  en  este  artículo  revi- 
sarán las  leyes  por  las  cuales  fueron  creadas  para  que  ar- 
monicen sus  disposiciones  con  lo  dispuesto  en  esta  ley.  Las 
juntas  prepararán  y presentarán  al  Gobernador  y a la  Asamblea 
Legislativa,  por  conducto  del  Secretario,  la  legislación  que 
fuere  necesaria.  Igualmente,  se  ordena  a las  Juntas  Exami- 
nadoras  que  establezcan  los  requisitos  y mecanismos  necesa- 
rios para  el  registro  cada  dos  años  de  las  Ucencias  que  e.xpi- 
dan  y para  la  renovación  de  licencias  de  los  profesionales 
en  base  a educación  continuada  y a las  normas  dispuestas  pol- 
las organizaciones  de  reglamentación  y evaluación  profesio- 
nal en  un  término  de  tres  (3)  años  contados  a partir  de  la 
fecha  en  que  las  juntas  hayan  preparado  el  plan  de  educación 
continuada  para  cada  una  de  las  profesiones  y se  aprueben  los 
reglamentos  al  efecto  conforme  a las  disposiciones  de  los  Ar- 
tículos 10  y 32  de  esta  1ey.  Disponiéndose  que  los  cursos 
de  educación  continuada  podrán  ofrecerse  por  organizaciones 
profesionales  legalmeníe  constituidas  y por  instituciones  edu- 
cativas acreditadas,  siempre  y cuando  el  Secretario  determine 
que  éctas  están  capacitadas  para  ofiecer  dichos  cursos.  Se 
tomarán  en  consideración  les  mecanismos  de  renovación  de 
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licencia  existentes  para  cada  una  de  las  profesiones  de  la  salud 
y las  necesidades  particulares  que  puedan  surgir  en  una  pro- 
fesión por  razón  de  nuevos  descubrimientos  o cambios  tecnoló- 
gicos. Las  Juntas  Examinadoras  concernidas  proveerán  ade- 
más para  la  certificación  de  especialidades,  según  lo  determinen 
por  reglamento.  La  recertificación  de  la  especialidad  equival- 
drá a una  renovación  de  licencia.” 

‘‘Artículo  10. — Reglamentación  y Evaluación  de  Profesionales 

El  Consejo  recomendará  reglamentación  que  estime  nece 
saria  en  relación  con  la  prestación  de  los  servicios  profesionales 
de  salud  y para  evaluar  dichos  servicios,  sujeto  a lo  que  más 
adelante  se  dispone.  Las  vistas  públicas  para  la  reglamentación 
relativa  a las  licencias,  renovación  de  licencias,  educación  conti- 
nuada y certificación  de  especialidades  estarán  a cargo  de  la 
Junta  Examinadora  concernida.  La  aprobación  y aplicación  de 
todas  las  normas,  reglas  y reglamentos  relativo  a las  licencias, 
reglamentación  y evaluación  de  estos  servicios  estará  a cargo 
del  Departamento  de  Salud.” 

“Artículo  12. — Procedimiento  de  Aprobación  y Normas 

a)  La  reglamentación  que  cada  Organización  de  Reglamen- 
tación y Evaluación  Profesional  prepare  será  sometida  al  Con- 
sejo. El  Consejo  estudiará  dichos  proyectos  de  reglamentación, 
los  discutirá  con  la  organización  correspondiente,  celebrará 
vistas  públicas,  de  acuerdo  a lo  establecido  en  el  Artículo  32  de 
esta  ley,  y recomendará,  los  reglamentos  necesarios  aplicables 
a cada  profesión  pai'a  la  aprobación  final  del  Secretario  de 
Salud. 

b)  Los  reglamentos  que  a estos  fines  promulgue  el  Secretario 
deberán  proveer  lo  siguiente,  en  la  medida  en  que  sean  apli- 
cables sin  que  ello  se  entienda  como  una  limitación. 

1.  Normas  y requisitos  que  deberán  cumplirse  en  la  presta- 
ción de  servicios  profesionales  de  sa^ud. 

2.  Records  y documentos  que  deberán  llevar  y mantener  los 
profesionales  de  salud. 

3.  Informes  que  deberán  someter  a las  respectivas  organi- 
zaciones de  reglamentación  y evaluación  profesional  de 
los  profesionales  de  la  salud. 

4.  Criterios  a tomarse  en  cuenta  en  la  evaluación  de  los 
servicios  profesionales  prestados,  así  como  los  medios,  me- 
canismos y procedimientos  para  llevar  a cabo  dicha  eva- 
luación. 

5.  Sanciones  que  se  impondrán  por  violación  de  las  norma*! 
reglamentarias. 

6.  Mecanismos  de  apelación  y revisión  de  sanciones  impues-  ' 
tas,  sujeto  a lo  dispuesto  en  esta  ley. 

c)  El  Consejo  recomendará  al  Secretario  otras  guías  que 
servirán  de  base  para  la  preparación  de  los  reglamentos  que 
cada  organización  profesional  prepare.” 

“Artículo  14. — Contratación  y remuneración  de  servicios  pro- 
fesionales y de  consulta. 


El  Secretario  de  Salud,  en  consulta  con  los  profesionales 
concernidos,  establecerá  los  criterios  y normas  para  la  contra- 
tación y remuneración  de  los  profesionales  de  salud  que  inte-i 
resen  prestar  servicios  en  el  sector  público.  Además  estable- 
cerá los  mecanismos  de  pago  que  podrán  ser  cualquiera  de  los 
siguientes. 

(1) 

(2) 

(a)  Educación  profesional,  incluyendo  la  educación  continua 
y la  práctica  supervisada. 

(f)  Recomendación  de  otros  profesionales  de  la  salud  y de 
representantes  del  interés  público. 

(4)  Cualquier  combinación  de  éstos  u otros  mecanismos  de 
remuneración.” 

“Artículo  17. — Poderes  y Funcioneb  de  la  Junta 

La  Junta  Consultiva  para  Acreditación  de  Instituciones  y 
Facilidades  de  Salud  tendrá  los  siguientes  poderes  y funciones : 

a)  Revisará  y recomendará  al  Secretario  la  reglamentación 
necesaria  para  el  licénciamiento  de  las  facilidades  de  salud  de 
Puert.o  Rico.  Esta  reglamentación  incluirá  las  normas  y re- 
quisitos de  organización,  administración,  conservación,  mante- 
nimiento y operación  que  deberá  cumplir  toda  facilidad  de  sa- 
lud para  obtener  licencia  de  acuerdo  a lo  dispuesto  en  la  Ley 
Núm.  101  de  26  de  junio  de  1965,  enmendada. 

b)  Revisará  y recomendará  al  Secretario  y en  armonía  con 
el  plan  global  de  desarrollo,  las  normas  y requisitos  sobix  loca- 
lización y construcción,  así  como  el  procedimiento  que  deberá 
cumplir  y seguir  toda  persona  que  interese  obtener  un  certifi- 
cado de  necesidad  que  lo  autorice  a establecer  una  nueva  faci- 
lidad de  salud,  o ampliar  o modernizar  una  facilidad  existente 
en  Puerto  Rico,  de  acuerdo  a lo  dispuesto  en  la  Ley  Núm.  2 de 
7 de  noviembre  de  1975, 

(c)  Revisará  y recomendará  al  Secretario  un  sistema  de 
informes  que  deberán  someterle  periódicamente  todas  las  faci- 
lidades de  salud  para  propósitos  de  evaluación,  para  obtener 
licencia  o renovación  de  licencia, 

(d)  Revisará  los  informes  de  inspección  de  facilidades  de 
salud  que  prepare  el  Departamento  incluyendo  records,  docu- 
mentos y facilidades  físicas  cuando  se  requiera  para  obtener 
licencia  o renovación  de  licencia,  de  acuerdo  a la  Ley  Núm.  101 
de  26  de  junio  de  1965,  enmendada. 

(e)  Hará  recomendaciones  al  Secretario  para  el  otorgamiento 
o denegación  de  certificados  de  necesidad  y conveniencia  solici- 
tados según  las  dispo.'^’ciones  de  la  Ley  Núm.  2 de  7 de  noviembre 
de  1975. 

(f)  Se  reuní  , á cuantas  veces  lo  estime  necesario,  pero  no 
menos  de  una  vez  por  mes,  para  atender  sus  asuntos,  eva- 
luar solicitudes,  realizar  sus  funciones  y tomiar  los  acuerdos 
que  fueren  necesarios. 

(g)  Ejercerá  todos  ios  otros  poderes  y realizará  todos  los 
otros  actos  necesarios  para  llevar  a cabo  las  funciones  enco- 
mendadas, o que  por  orden  o reglamento  le  asigne  el  Departa- 
mento.” 


“Artículo  19. — Apelaciones 

Toda  determinación  o decisión  de  la  Junta  de  Acreditación 
y Certificación  de  Facilidades  de  Salud  y del  Secretario  en 
cuanto  a las  solicitude.s  de  necesidad  y conveniencia,  conforme 
a la  Ley  Núm.  2 de  7 de  noviembre  de  1975  será  revisable  ante  el 
Tribunal  Superior  do  Puerto  Rico  mediante  la  radicación  de 
una  solicitud  ele  un  auto  de  revisión  dentro  de  los  treinta  (30) 
días  siguientes  a la  fecha  de  notificación  de  la  decisión  a las 
partes  afectadas.” 

“Artículo  20. — Reglamentos 

El  Consejo  asesorará  al  Secretario  y a la  Junta  Consultiva 
para  Acredita^^ión  y Certificación  sobre  propuestas  de  regla- 
mentos previa  vista  pública  y consultas  con  los  grupos  profe- 
sionales concernidos. 

Los  reglamentos  que  a estos  fines  promulgue  el  Secretario 
deberán  proveer  entre  otras  cosas,  los  criterios  que  habrán 
de  tomarse  en  consideración,  ias  normas  y requisitos  que  debe- 
rán cumplirse,  los  records  y documentos  que  deberán  someterse 
periódicamente  al  Departamento, 

Los  reglamentos  deberán  proveer  además,  un  término  razo- 
nable o período  probatorio  no  mayor  de  dos  años  para  que  las 
facilidades  de  salud  puedan  cumplir  con  las  normas  y requi- 
sitos que  se  le  impongan  para  ser  certificadas  o recertificadas. 
También  proveerán  que  toda  facilidad  de  salud  tendrá  que  ser 
recertificada  cada  dos  (2)  años.  Igualmente  dichos  reglamentos 
dispondrán  el  procedimiento  a seguirse  para  determinar  la 
responsabilidad  de  los  cargos  de  las  facilidades  de  salud  por 
día,  por  tipo  de  acomodo  y por  cada  servicio  institucional  pres- 
tado,” 

“Artículo  22 — Funciones  y Poderes  de  la  Junta  de  Farma- 
cología 

a)  La  Junta  preparará  para  la  aprobación  del  Secretario 
un  Formulario  de  Drogas  y Medicamentos  que  se  crea  en  el 
Artículo  23  de  esta  ley  conforme  a las  directrices  que  adopte 
el  Consejo.  Dicho  Formulario  incluirá  aquellas  drogas  y me- 
dicamentos químicamente  equivalentes  de  nombre  genérico 
similar  que  se  consideren  equivalentes  biofarmacológicos  y tera- 
péuticos. Lo  mantendrá  al  día  mediante  revisión  periódica, 
según  se  dispone  más  adelante.” 

Sección  2. — Se  adiciona  el  Artículo  32  a la  Ley  Núm.  11  de  23 
de  junio  de  1976,  enmendada,  para  que  se  lea: 

“Artículo  32. — Reglas  y Reglamentos 

Todo  reglamento  que  se  adopte  en  virtud  de  esta  ley,  que  no 
s>ea  de  carácter  interno,  deberá  aprobarse  conforme  al  siguiente 
procedimiento,  además  de  cumplir  con  la  Ley  Núm.  112  de  30  de 
junio  de  1957. 


a)  Antes  de  recomendar  la  aprobación  final  del  Secretario 
de  Salud,  el  Consejo,  o la  Junta  Examinadora  concernida,  cele- 
brará vistas  públicas.  Con  no  menos  de  veintiún  (21)  días  de 
antelación  a la  celebración  de  una  vista,  publicarán  en  dos 
periódicos  de  circulación  general  un  aviso  al  público  con  la 
fecha,  sitio  y naturaleza  de  dicha  vista  y además  sobre  el  lugar 
y manera  de  obtener  información  adicional  relacionada  con  el 
asunto  objeto  de  la  vista. 

b)  Toda  persona  interesada  podrá  solicitar  copias  del  pro- 
yecto de  reglamento  y/o  de  las  enmiendas  propuestas  y tendrá 
oportunidad  razonable  para  someter  oralmente  o por  escrito, 
datos,  opiniones  o argumentos  sobre  dicho  proyecto  de  regla- 
mento o enmiendas. 

c)  El  Consejo  o la  Junta  Examinadora  concernida,  solicitará 
participación  en  las  vistas  de  grupos,  entidades  o individuos  de 
reconocida  capacidad  en  la  comunidad  o en  los  sectores  afectados 
por  el  reglamento  o la  enmienda.” 

Sección  3. — Se  reenumeran  los  Artículos  32,  33  y 34  como 
Artículos  33,  34  y 35  de  la  Ley  Núm.  11  de  23  de  junio,  de  1976, 
según  enmendada. 

Sección  4. — Esta  ley  empezará  a regir  inmediatamente  des- 
pués de  su  aprobación. 


Presidente  del  Senado 


Presidente  de  la  Cámara 


LEY  NUM.  79  — 28  DE  JUNIO  1978 


(P.  de  la  C.  568) 


LEY 

Para  requerir  de  toda  persona  que  aspire  a obtener  licencia  para 
ejercer  en  el  Estado  Libre  Asociado  de  Puerto  Rico  cualquier 
profesión  relacionada  con  la  salud,  practicar  por  un  período  de 
un  año  donde  el  Secretario  de  Salud  determine  que  sus  servi- 
cios sean  de  mejor  utilidad  en  el  servicio  púbUco,  mediante 
autorización  especial  expedida  al  efecto  por  la  Junta  o Tri- 
bunal correspondiente. 

EXPOSICION  DE  MOTIVOS 

Actualmente  la  ley  que  regula  la  profesión  de  la  medicina  en 
Puerto  Rico,  Ley  Núm.  22  de  22  de  abril  de  1931,  según  enmen- 
dada, requiere  como  requisito  para  obtener  licencia  para  ejercer 
como  méd’co  en  el  Estado  Libre  Asociado  de  Puerto  Rico  el 
practicar  por  un  período  mínimo  de  un  año  y máximo  de  dos 
como  médico  donde  el  Secretario  de  Salud  determine  que  sus 
servicios  son- necesarios.  La  ley  que  reglamenta  la  admisión  y prác- 
tica de  la  profesión  de  optometría  en  Puerto  Rico,  Ley  Núm.  80 
de  26  de  junio  de  1964,  según  enmendada,  requiere  como  condi- 
ción previa  para  que  el  solicitante  reciba  la  licencia  de  optómetra, 
servir  por  un  período  mínimo  de  un  año  en  el  servicio  público  do 
Puerto  Rico  en  el  sitio  que  designe  el  Secretario  de  Salud. 

Es  conveniente  que  no  sólo  los  profesionales  que  se  mencionan 
anteriormente,  si  no  todos  los  otros  profesionales  cuyos  servicios 
se  relacionan  con  la  salud,  se  familiaricen  con  los  programas  del 
Departamento  de  Salud  y presten  sus  servreios  al  Estado  como 
requisito  para  obtener  su  licencia  según  requerido  por  el  Secretario 
de  Salud. 

Decrétase  por  lo  Asamblea  Legislativa  de  Puerto  Rico: 

Artículo  1.— Toda  persona  que  aspire  a obtener  licencia  perma- 
nente para  ejercer  en  el  Estado  Libre  Asociado  de  Puerto  Rice 
cualquier  profesión  relacionada  con  la  salud  deberá  practicar  por 
un  período  de  un  año  en  el  servicio  público,  luego  de  haber  cum- 
plido con  los  requisitos  exigidos  por  las  respectivas  leyes  que 
regulan  cada  profesión,  donde  el  Secretario  de  Salud  determine 
que  sus  servicios  profesionales  sean  necesarios  y de  meior  utilidad, 
mediante  autorización  especial  expedida  al  efecto.  Esta  autoriza- 
ción facultará  al  profesional  a practif'ar  como  tal  en  el  Estado 
Libre  Asociado  de  Puerto  Rico  en  la  comunidad  o comunidades 
que  señale  la  autonzación  expedida  por  la  Junta  o Tribunal  corres- 
pondiente. 
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Artículo  2.— Se  entenderá  para  los  fines  de  esta  ley  como  ser- 
vicio publico  aquél  prestado  en  facilidades  de  saJud  estatales  o 
municipales  exceptuando  aquéllas  loctdizadas  en  el  municipio  de 
San  Juan.  Disponiéndose,  que  cuando  la  escasez  de  detenninados 
profesionales  de  salud  en  el  municipio  de  San  Juan  lo  justifique  el 
Secretario  de  Salud,  a solicitud  del  Alcalde  de  San  Juan,  podrá 
señalar  temporeramente  como  servicio  público  acreditable  aquél 
rendido  en  facilidades  de  Scilud  del  Gobierno  Municipal  de  San 
Juan  en  las  profesiones  cuya  escasez  se  determine. 

Artículo  3.— El  Secretario  de  Salud  deberá  expedir  a toda 
persona  que  curapüraente  el  requisito  de  un  (1)  año  de  práctica  en 
el  servicio  público,  conforme  se  dispone  en  el  Artículo  1 de  esta 
Ley,  una  certificación  acreditativa  de  tal  hecho  dentro  de  los 
treinta  (30)  días  siguientes  a haberse  cumplido  el  mismo. 

Artículo  4.- Sin  que  se  entienda  que  puede  quedar  excluida 
cualesquiera  otras  de  las  no  mencionadas  en  este  artículo,  se  enten- 
derá por  profesión  relacionada  con  la  salud  los  médicos,  osteópa- 
tas,  dentistas,  enfermeras,  farmacéuticos,  administradores  de 
servicios  de  salud,  administradores  de  casas  de  salud,  nutricio- 
nistas,  dietistas,  fisioterapLstas,  tecnólogos  médicos,  terapistas 
ocupacionales,  psicólogos,  trabajadores  médico  sociales,  podiatras, 
terapistas  del  habla,  optómetras,  educadores  en  salud,  quiroprác- 
ticos,  higienistas  dentales,  asistentes  dentales,  embalsamadores, 
técnicos  de  radiología,  ópticos  y veterinarios. 

Artículo  5.— El  Secretario  de  Salud  establecerá  mediante  re- 
glamento las  normas,  criterios  y procedimientos  que  garanticen  la 
asignación  equitativa  al  servicio  público  de  aspirantes  a licencia  en 
cualquiera  de  las  profesiones  de  la  salud. 

El  Secretario  de  Salud  hará  la  designación  de  aspirantes  al  año 
de  servicio  público  mediante  un  sistema  que  garantice  la  designa- 
ción de  las  personas  que  hayan  estudiado  mediante  el  sistema  de 
ayudas  económicas  del  Estado  en  primera  instancia,  luego  las 
personas  que  vinieren  de  otras  jurisdicciones,  luego  los  que  volun- 
tariamente hagan  la  selección  de  un  lugar  específico  y por  último 
mediante  un  sorteo  donde  se  incluyan  los  restantes  candidatos  y 
lugares  disponibles. 

Las  prioridades  en  cuanto  a las  profesiones  relacionadas  con  la 
salud  serán  determinadas  por  el  Secretario  de  Salud. 

La  necesidad  de  los  servicios  se  determinará  por  el  Secretorio 
de  Salud  considerando  el  número  de  aspirantes  y los  recursos 
disponibles,  dispensando  anualmente  del  requisito  de  sejrvicio 
público  cuando  no  existan  plazas  disponibles,  o no  esté  reglamen- 
tada por  ley  la  Junta  o Tribunal  correspondiente.  Dicha  dispensa 
será  notificada  por  el  Secretario  de  Salud  a la  Junta  o Tribunal  en 
cada  caso  en  específico. 

Artículo  6.— (Cualquier  ^ey  o parte  de  ley  que  esté  en  conflicto 
con  la  presente,  queda  por  ésta  derogada. 

Artículo  7.— Esta  ley  empezará  a regir  inmediatamente  después 
de  su  aprobación. 


LEY  NUM.  82  --  28  DE  JUNIO  1978 


(P.  del  S.  504) 


LEY 

Para  enmendar  la  Exposición  de  Motivos  y las  Secciones  1,  3,  4,  8 
y 12  de  la  Ley  Núm.  56,  ^.probada  el  21  de  junio  de  1969, 
según  enmendada,  conocida  como  Ley  del  Sistema  Integrado 
do  Asistencia  Médico-hospitalaria  en  el  Estado  Libre  Asociado 
de  Puerto  Rico,  a los  efectos  de  conformar  sus  disposiciones 
cun  la  legislación  federal  y estatal  vigente. 

EXTOSICICN  DE  MOTIVOS 

La  legislación  vigente,  tanto  federal  como  estatal,  y aprobada 
cor.  posterioridad  a la  aprobación  de  la  Ley  Núm.  56  en  el  1969, 
hace  imperativo  cue  se  enmienden  las  secciones  que  se  mencionan 
en  el  título  de  esta  ley,  a sabci . La  Ley  Núm.  81  de  31  de  mayo  de 
1967  fue  derogada  con  la  apro’oeción  de  la  Ley  Núm.  11  de  23  de 
junio  de  1976,  según  enmendada.  Esta  misma  ley  derogó  la  Junta 
Estatal  de  Salud.  Las  enmiendas  de  1976  a la  Sección  1902'a)  (23) 
de  la  Ley  de  Seguridad  Social  eximieron  a Puerto  Rico  del  requisi- 
to de  ofrecer  Libre  Selección  de  Seivicios  a los  usuados  de 
“Medicaid”.  La  creación  del  Fondo  de  Salud  por  la  Ley  Núm.  26 
de  13  de  noviembre  de  1975  estableció  que  a dicho  Fondo  ingre- 
sarían las  recaudaciones  por  concepto  de  la  Ley  Núm.  56  de  21  de 
junio  de  1969,  según  emnendada. 

Esta  Asamblea  Legislativa  entiendo  que  por  lo  antes  señalrdo 
es  necesario  la  aprobación  de  esta  ley. 

Decrétase  por  la  Asamblea  Legislativa  de  Puerto  Rico: 

Artículo  l.--Se  enmienda  la  Exposición  de  Motivos  de  la  Ley 
Núm.  56  de  21  de  junio  de  1969,  según  enmendada,  para  que  se 
lea  como  sigue: 


EXPOSICION  DE  MOTIVOS 

Puerto  Rico,  en  proporción  a su  extensión  territorial,  tiene 
recursos  profesionales  y facilidades  médicas  públicas  y privadas 
para  el  fomento,  mantenimiento  y la  conservación  de  la  salud 
de  los  puertoiTiqueños,  comparables  en  cuanto  a su  cantidad, 
vatíedaa  y calidad  con  recursos  similares  existentes  en  los 
países  más  avanzados  del  mundo. 

Sin  embargo,  es  necesario  una  mayor  integración  y coordi- 
nación de  estos  recursos  de  salud  para  una  mejor  reglamen- 
tación de  Servicios  Médicos  Hospitalarios,  lo  cual  redundará  en 
una  mayor  eficiencia  y mejoramiento  general  en  los  servicios  a 
prestarse  al  pueblo. 
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Ha  llegado  el  momento  de  ofrecer  una  fórmula  que  per- 
mita a nuestros  recursos  de  salud,  privados  y públicos,  formar 
parte  de  un  sistema  capaz  de  absorber  y utilizar  los  conoci- 
mientos y técnicas  de  la  medicina  moderna,  para  producir  y 
poner  a la  disposición  de  todo  puertorriqueño,  auténticos 
servicios  comprensivos  de  salud. 

Artículo  2.— Se  enmiendan  las  Secciones  1,  3,  4,  8 y 12  de  la 
Ley  Núm.  56  de  21  de  junio  de  1969,  para  que  se  lea  como  sigue: 

“Sección  1.— Se  autoriza  al  Secretario  de  Salud  a uulizar 
los  hospitales,  centres  médicos,  centros  de  salud,  casas  de 
salud,  dispensarios,  clínicas  y otras  instituciones  de  salud 
propiedad  del  Estado  Libre  Asociado  y de  sus  municipios  para 
brindar  asistencia  médico-hospitalaria  de  la  misma  cantidad, 
variedad  y calidad  para  todo  individuo,  independientemente  de 
su  condición  económica,  raza,  color,  origen,  religión  o credo 
político. 

El  Secretario  de  Salud  establecerá,  con  el  asesoramiento 
del  Consejo  Coordinador  de  Salud,  el  Director  del  Negociado 
de  Presupuesto  y en  consulta  con  los  gobiernos  municipales, 
los  procedimientos  y sistemas  administrativos  necesarios  para: 

(A)  Determinar  y fijar  el  costo  razonable  de  los'servicios  de 
asistencia  médico-hospitalaria  en  todas  las  instituciones  de 
salud,  propiedad  del  Estado  Libre  Asociado  de  Puerto  Rico  y 
sus  municipios. 

(B)  El  cobro  parcial  o total,  según  lo  requiera  cada  caso, 
del  costo  razonable,  según  fijado  para  cada  institución  de 
salud,  de  los  servicios  de  asistencia  médico-hospitalaria  ofre- 
cidos a todo  individuo  o familia  cuyo  ingreso  anual  y otros 
recursos  resulte  cer  mayor  que  el  establecido  por  los  Secreta- 
rios de  Salud  y de  Servicios  Sociales  para  reconocer  individuos 
o familias  como  elegibles  para  solicitar  y recibir  estos  servicios 
con  cargo  a fondos  públicos,  o que  posean  algún  seguro  de 
salud.” 

“Sección  3.— El  Secretario  de  Salud  habrá  de  establecer, 
con  el  asesoramiento  del  Consejo  Coordinador  de  Salud,  un 
sistema  de  auditoría  médica  que  permita  evaluar  anualmentr.  la 
cantidad,  variedad,  utilización  y calidad  de  los  servicios  ae 
asistencia  médico-hospitalaria  ofrecidos  al  público  en  cada 
institución  de  salud.” 

“Sección  4.— En  consulta  con  el  Director  de  la  Oficina  del 
Negociado  de  Presupuesto  y el  Secretario  de  Hacienda,  el 
Secretario  de  Salud  implantará  los  procedimientos  administra- 
tivos para  la  contabilidad,  depósito  y utilización  de  fondos 
recaudados  en  cada  institución  de  salud,  propiedad  del  Estado 
y sus  municipios  por  concepto  del  cobro  del  costo  razonable 
de  servicios  dados  a individuos  o familias  clasificados  bajo  la 
Sección  2 de  esta  ley,  como  no  elegibles  para  recibir  éstos  con 
cargo  a fondos  públicos.  Los  fondos  así  recaudados  ingresarán 
en  el  Fondo  de  Salud  creado  bajo  las  disposiciones  de  la  Ley 
26  de  13  de  noviembre  de  1975,  según  enmendada. 


Los  fondos  recaudados  bajo  esta  sección  serán  utilizados, 
sujeto  a las  prioridades  que  establezca  el  Secretario  de  balud, 
en  el  mejoramiento  de  los  sueldos  del  personal  y de  los 
servicios  y facilidades  de  salud. 

El  Secretario  podiá  contratar  con  los  municipios  la  aporta- 
ción de  éstos  al  pago  de  los  servicios  dados  a los  residentes  de 
la  municipalidad  tanto  en  los  hospitales  del  Estado  como  en 
los  privados,  disponiéndose  que  en  el  caso  de  ios  hospitales 
privados  el  pago  será  de  acuerdo  a ios  costos  de  los  servicioo 
hospitalarios  auditados.  Se  acreditará  como  aportación  del 
municipio  una  fracción  proporcional  de  las  sumas  recaudadas 
dentro  de  su  límite  territorial  por  servicios  dados  en  los 
hospitales  propiedad  del  Estado  a los  usuarios  que  pudieron 
pagar  todo  o parte  del  servicio.” 

“Sección  8.— Todo  médico  y todo  dentista  autorizado  a 
ejercer  su  profesión  en  Puerto  Rico  y en  el  ejercicio  privado  de 
ésta,  podrá  cobrar  los  honorarios  razonables  de  los  servicios 
profesionales  que  brinde  a pacientes  en  instituciones  de  salud 
propiedad  del  Estado  Libre  Asociado  de  Fuerte  FJeo,  sus 
municipios  e instrumentalidades  cuando  dichos  pacientes  no 
sean  elegibles  para  recibir  esos  servicios  con  cargo  a los  fondos 
del  Estado  o del  municipio.  El  cobro  de  estos  servñcios  se  hará 
sujeto  a la  reglamentación  que  para  este  fin  establezca  el  Secre- 
tario de  Salud.  Al  establecer  los  honoraxios  razonables  se 
tendrá  en  consideración  los  pr.-cios  corrientes  y prevalecientes 
en  la  comunidad  y los  mejores  mtereses  de  los  pacientes. 

Los  servicios  dados  a pacientes  indigentes  les  serán  pagados 
oor  el  Estado  Libre  Asociado  de  Puerto  Rico,  sus  municipios  e 
instrumentalidades.  El  cobro  de  estos  servicios,  se  hará  sujeto  a 
la  reglamentación  que  para  este  fin  establezca  el  Secretario  de 
Salud.  Los  honorarios  de  estos  servicios  profesionales  no  serán 
mayores  que  el  cargo  razonable  prevaleciente  reconocido  bajo 
la  Parte  “B.  del  Título  XVIII  de  la  Ley  de  Seguridad  Social  de 
los  Estados  Unidos. 

Los  médicos  y dentistas  que  pertenezcan  a las  Facultades 
Médicas  de  las  instituciones  de  salud  propiedad  dol  Estado 
Libre  Asociado  de  Puerto  Rico,  sus  municipios  e instrumenta- 
lidades podrán  ofrecer  estos  ser.’icios,  siempre  y cuando 
aceptcii  el  correspondiente  nombramiento  bajo  reglamentación 
promulgada  al  efecto  por  el  Secretario  de  Salud,  definiendo  las 
funciones,  responsabilidades  y derechos  de  estos  profesionales, 
en  su  capacidad  de  miembros  de  dichas  facultades  médicas  o 
cuando  al  prestar  dichos  servicios  a pacientes  elegibles  lo  hagan 
como  parte  del  Sistema  de  Medicina  Integral  que  el  Departa- 
mento de  Salud  establezca  de  acuerdo  con  las  disposiciones  de 
esta  ley.” 

“Sección  12.— Se  autoriza  al  Secretario  Je  S.tlud  a proceder 
por  etapas  en  el  desarrollo  del  sistema  que  provee  esta  ley.  Las 
etapas  pueden  ser  a base  de  grupos  poblacionales  o regionales  o 
por  servicios,  según  su  mejor  criterio,  en  forma  definitiva  o 
experimental.” 

Artículo  3.— Esta  ley  empezará  a regir  inmediatamente  después 
de  su  aprobación. 


Presidente  del  Senado 

Presidente  de  la  Cámara 
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(Sustitutivo  al  LEY  NUM.  55  --  18  DE  JULIO  1978 

P.  del  S.  415) 

(Conferencia) 

LEY 

Para  enmendar  los  incisos  (1)  y (2)  del  Artículo  41.010,  los 
incisos  (3)  y (6)  y el  apartado  (a)  del  inciso  (8)  del 
Artículo  41.040,  enmendar  los  apartados  (a)  y (c)  y adicio- 
nar el  apartado  (d)  al  inciso  (1)  y enmendar  el  inciso  (2) 
del  Artículo  41.050,  enmendar  los  incisos  (1),  (2)  y (4) 
del  Artículo  41.060,  los  incisos  (1),  (2)  y (6)  del  Artículo 
41.070,  los  incisos  (1)  y (2)  del  Aitículo  41.080,  el  Artículo 
41.100  y el  inciso  (1)  del  Artículo  41.150  de  la  I^fiy  núm. 

77  de  19  de  junio  de  1957,  según  enmendada,  conocida  como 
Código  de  Seguros  de  Puerto  Rico,  relacionados  con  el  se- 
guro de  responsabilidad  profesional  médico-hospitalaria. 

Exposición  de  Motivos 

La  Ley  núm.  74  de  30  de  mayo  de  1976  adicionó  e!  Capítulo 
41  a la  Ley  núm.  77  de  19  de  junio  de  1957,  según  enmendada, 
conocida  como  Código  de  Seguros  de  Puerto  Rico,  con  el  fin 
de  establecer  los  mecanismos  necesarios  para  asegurar  la  dis- 
ponibilidad de  un  seguro  de  responsabilidad  profesional  para 
médicos  e instituciones  hospitalarias.  La  medida  fue  adoptada 
en  atención  al  problema  de  encarecimiento,  escasez  y pérdida 
del  referido  seguro  que  habían  estado  confrontando  los  médicos 
e instituciones  hospitalarias  en  Puerto  Rico  y que  trajo,  como 
consecuencia,  aumentos  en  los  costos  de  los  servicios  de  salud 
y serias  limitaciones  al  ejercicio  cabal  y pleno  de  la  medicina. 

Se  pretendió,  por  tanto,  prevenir  y controlar  un  problema  que 
acarreaba  efectos  adversos  para  la  salud,  el  bienestar  y la  es- 
tabilidad del  pueblo  en  general. 

Durante  el  tiempo  transcurrido  desde  la  aprobación  de  la 
Ley  núm.  74  hasta  el  presente,  la  situación  que  se  intentó  con- 
trolar se  ha  tornado  aún  más  crítica,  ya  que  en  la  actualidad 
solo  dos  compañías  de  seguros  están  vendiendo  1?  referida  pó- 
liza de  responsabilidad  profesional.  Las  primas  a pagarse  han 
continuado  en  aumento  y les  términos  bajo  los  cuales  se  expide 
dicha  póliza  ofrecen  muy  poca  protección  a los  profesionales 
e instituciones  de  salud.  Por  razón  de  que  con  la  Ley  núm.  74  se 
exigió  a los  profesionales  e instituciones  de  salud  en  Puerto 
Rico  adquirir  y mantener  una  póliza  de  responsabilidad  profe- 
sional o evidenciar  responsabilidad  financiera  hasta  unos  i’- 
mites  fijados  en  la  misma  ley,  los  altos  costos  de  la  póliza  sr 
han  constituido  en  una  barrera  económica  que  limita  seriamente 
el  ejercicio  privado  de  la  medicina. 
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Con  esta  medida  se  proponen  varias  enmiendas  al  sistema 
vigente  para,  entre  otras,  ajustar  les  límites  de  la  cubierta  de 
responsabilidad  financiera  que  por  ley  tienen  que  evidenciar 
los  profesionales  e instituciones  de  salud  a la  experiencia  puer- 
torriqueña en  cuanto  a las  reclamaciones  por  negligencia  a esta 
clase  de  profesionales  e instituciones.  Conjuntamente  con  ello 
se  coloca  a la  Administración  del  Fondo  de  Compensación  al 
Paciente,  que  se  creó  en  1976,  en  mejor  posición  de  facilitar 
la  disponibilidad  de  este  tipo  de  seguro.  Se  establece,  además, 
un  sistema  de  aportación  al  Fondo  en  forma  escalonada  para 
los  profesicnales  cubiertos  por  la  ley  que  es  similar  '•  la  que 
opera  en  la  industria  privada  de  seguros. 

Con  el  propósito  de  mejorar  y fortalecer  la  legislación  vi- 
gente, se  proponen  estas  enmiendas  a fin  de  asegurar  que  los  me- 
canismos de  ley  puedan  contribuir  eficazmiente  a aliviar  un 
serio  problema  que  pone  en  riesgo  la  salud  y el  bienestar  de 
nuestros  habitantes. 

Decrétale  por  la  Asamblea  Legislativa  de  Puerto  Rico: 

Sección  1. — Se  enmiendan  los  incisos  (1)  y (2)  del  Artículo 
41.010  de  la  Ley  núm,  77  de  19  de  junio  de  1957,  según  en- 
mendada, para  que  se  lean  como  sigue: 

“Artículo  41.010. — Definiciones 

Para  efectos  de  este  capítulo,  los  siguientes  términos  ten- 
drán el  significado  que  a continuación  se  expresa: 

(1)  Profesional  en  el  Cuidado  de  Salud — Significa  cual- 
quier persona,  debidamente  autorizada  bajo  las  leyes  del 
Estado  Libre  Asociado  de  Puerto  Rico  que  ejerza  las  pro- 
fesiones de  médico  cirujano,  osteópata  y odontología. 

(2)  Institución  para  el  Cuidado  de  Salud — Significa 
cualquier  facilidad  u organización  dedicada  al  cuidado  y 
mantenimiento  de  la  salud  de  un  paciente,  autorizada  a tenor 
con  las  leyes  del  Estado  Libre  Asociado  de  Puerto  Rico, 
excepto  los  asilos  de  fines  no  pecuniarios  según  se  define 
este  término  en  la  Lej’^  núm.  101  del  26  de  junio  de  1965, 
según  enmendada. 

Sección  2.— Se  enmiendan  los  incisos  (3)  y (6)  y el  apar- 
tado (a)  del  inciso  (8)  del  Artículo  41.040  de  la  Ley  núm.  77 
de  19  de  junio  de  1957,  según  enmendada,  para  que  se  lean 
como  sigue: 

“Artículo  41.040. — Asociación  de  Suscripción  Conjunta  y 
Plan  de  Operaciones 

(1) 

(3)  La  .Asociación  tendrá,  con  respecto  al  seguro  de  respon- 
sabilidad profesional  médico-hospitalaria,  poder  para  ex- 
pedir pólizas  '^e  seguro  a solicitantes  cualificados,  asu- 
mir reaseguro  de  sus  miembros  y ceder  reaseguro.  Dis- 
poniéndose, que  la  Asociación  no  estará  sujeta  a las  dis- 
posiciones del  Artículo  3.290  de  esie  Código.  La  Aso- 
ciación podrá  delegar  en  uno  o más  de  sus  miembros. 


que  así  lo  deseen,  o en  cualquier  otra  entidad  para  que 
provea  servicios  a sus  pólizas  y reclamaciones  a nom- 
bre de  la  Asociación. 

(6)  La  Asociación  proveerá  seguro  de  responsabilidad  pro- 
fesional médico-hospitalaria  en  un  formulario  de  pó- 
liza uniforme  para  todos  los  profesionales  en  el  cuidado 
de  salud  e instituciones  para  el  cuidado  de  salud.  Dicho 
formulario  de  póliza  uniforme  cumplirá  con  los  requi- 
sitos exigidos  en  el  Capítulo  11  de  este  Código. 

(8)  La  Asociación  deberá  adoptar,  dentro  de  sesenta  (60) 
días  después  de  su  establecimiento^  un  plan  de  opera- 
ciones. Dicho  plan  estará  sujeto  a la  aprobación  del 
Comisionado  y entrará  en  \dgor  diez  (10)  días  después 
de  haber  sido  aprobado  por  él.  Si  el  Comisionado  de- 
saprueba el  plan,  en  todo  o en  parte,  los  directores 
de  la  Asociación,  dentro  de  los  quince  (15)  días  labo- 
rables siguientes  a la  notificación  de  dicha  desapro- 
bación someterán  el  plan,  o la  parte  objetada  enmen- 
dada y re\isada  y de  no  someter  dicha  nueva  propuesta 
o de  no  resultar  ésta  aceptable,  el  Comisionado  pro- 
mulgará su  propio  plan,  o la  correspondiente  parte 
del  mismo,  según  sea  el  caso. 

El  plan  proveerá  para  una  administración  econó- 
mica, justa  y no  discriminatoria  y para  un  pronto  y efi- 
ciente mercadeo  del  seguro  de  responsabilidad  profesio- 
nal médico-hospitalaria,  que  en  beneficio  del  bienestar 
general  y la  seguridad  de  los  solicitantes  cualificados 
permita  una  equitativa  distribución  de  los  riesgos  ase- 
gurables.  Este  plan  deberá  contener  disposiciones  so- 
bre, pero  sin  limitarse  a: 

(a)  La  administración  de  la  Asociación,  la  elección 
del  Presidente  y cualesquiera  otros  oficiales  que 
la  Junta  de  Directores  estime  necesarias,  y la 
sustitución  de  vacantes  en  dicha  Junta.” 

Sección  3. — Se  enmiendan  los  apa.rtados  (a)  y (c)  y se 
adiciona  el  apartado  (d»  al  inciso  íl)  y se  enmíenua  el  inciso 
(2)  del  Artículo  41.050  de  la  Ley  núm.  77  de  19  de  junio  de 
1957,  según  enmendada,  para  que  se  lean  como  sigue: 

“Artículo  41.050. — Administración  del  Fondo  de  Compensa- 
ción al  Paciente;  Límites  de  Responsabilidad 

(1)  (a)  Se  crea  la  Administración  del  Fondo  de  Compen- 
sación al  Paciente  cuyo  propósito  será  proveer  una 
cubierta  de  responsabilidad  profesional  médico-hos- 
pitalaria hasta  la  suma  de  ciento  cincuenta  mil 
(150,000)  dólares  para  cubrir  aquella  porción  de 
cada  reclamación  de  daños  por  culpa  o negligencia 
(malpractice)  que  ocurra  en  Puerto  Rico  y que 
exceda  los  límites  de  responsabilidad  financiera 
que  se  requiere  en  el  Artículo  41.080  a los  profe- 
sionales en  el  cuidado  de  salud  y a las  instituciones 
para  el  cuidado  de  salud.  En  ningún  caso  la  Ad- 
ministración será  responsable  por  una  cantidad  en 
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.exceso  de  setenta  y cinco  mil  (75,000)  dólares  por 
reclamación  y ciento  cincuenta  mil  (150,000)  dó- 
lares agregados  excepto  cuando  el  asegurado  hu- 
biere obtenido  y pagado  una  cubierta  según  dispone 
en  el  apartado  (c),  en  cuyo  caso  el  límite  de  cal  cu- 
bierta será  el  máximo.  Disponiéndose,  que  esta 
agencia  estará  comprendida  dentro  del  término  ad- 
ministradores individuales  según  se  provee  en  la 
Ley  núm.  5 de  14  de  octubre  de  1975,  según  enmen- 
dada. 

(c)  La  Administración  podrá  proveer  una  cubierta  op- 
cional a los  profesionales  en  el  cuidado  de  salud  e 
instituciones  para  el  cuidado  de  salud  en  exceso  de 
ciento  cincuenta  mil  (150,000)  dólares  pero  no  ma- 
yor de  quinientos  mil  (500,000)  dólares,  siem- 
pre y cuando  que  el  profesional  en  el  cuidado  de 
salud  o la  institución  para  el  cuidado  de  salud 
haga  la  aportación  correspondiente. 

(d)  (i)  La  Administración  podrá  proveer  una  cubierta 

voluntaria  para  las  instituciones  para  el  cui- 
dado de  salud  pertenecientes  al  Estado  Libre 
Asociado,  sus  dependencias,  instrumentalida- 
des  y municipios. 

(ii)  Las  aportaciones  para  cubrir  estas  cubiertas 
serán  determinadas  por  la  Junta. 

(2)  La  Administración  operará  bajo  la  supervisión  y di- 
rección de  una  Junta  de  Directores  que  consistirá  del 
Comisionado  de  Seguros,  quien  será  su  Presidente,  del 
Secretario  de  Salud,  y los  presidentes  de  los  tribunales 
o juntas  examinadoras  de  los  profesionales  en  el  cui- 
dado de  salud  cubiertos  por  este  capítulo.  La  Junta 
designará  y fijará  el  sueldo  de  un  Director  Ejecutivo 
a quien  delegará  la  operación  directa  de  la  Adminis- 
tración. La  Junta  tendrá  las  siguientes  facultades  y 
obligaciones : 

(a)  Por  lo  menos  trimestralmente  cada  año,  celebrar 
reuniones  ordinarias  y aquellas  sesiones  extra- 
ordinarias que  se  estimen  necesarias.  La  Junta 
llevará  actas  completas  de  todos  sus  procedimien- 
tos. 

(b)  Considera!  y aprobar  el  presupuesto  anual  de  la 
Administración  y cualesquiera  otros  acuerdos 
que  le  refiera  el  Director  Ejecutivo. 

(c)  Tan  pronto  como  sea  posible  después  de  finali- 
zar cada  año  económico  pero  a más  tardar  el 


primero  de  noviembre  de  cada  año,  revisar,  apro- 
bar y ordenar  que  se  transmita  al  Gobernador 
y a la  Asamblea  Legislativa  un  informe  anual 
que  contenga  entre  otras  cosas,  un  balance  de 
situación  económica;  un  estado  de  ingresos  y 
desembolsos  para  el  año;  estados  detallados 
acerca  de  la  experiencia  de  reclamaciones  de  la 
Administración  para  el  año,  un  informe  sobre  los 
títulos  de  inversión,  propiedad  de  la  Administra- 
ción; una  evaluación  que  incluya,  entre  otras  co- 
sas, lo  siguiente:  el  impacto  del  programa  en 
la  solución  del  problema  de  malpractice; 
el  ámbito  y la  extensión  del  problema  de  res- 
ponsabilidad profesional  médico-hospitalaria  en 
ese  momento;  nuevas  alternativas  y soluciones 
al  problema ; disponibilidad  del  seguro  para  otras 
profesiones;  y otros  datos  estadísticos  y finan- 
cieros que  se  consideren  necesarios  para  una 
adecuada  interpretación  de  la  situación  de  la 
Administración  y del  resultado  de  sus  operacio- 
nes. 

(d)  Fijar  y/o  modificar  las  aportaciones  que  se  es- 
tablecen en  el  Artículo  41.060. 

(e)  Investigar  y resolver  extra  judicialmente  con  la 
aprobación  del  demandado,  cualquier  reclama- 
ción contra  la  Administración. 

(f)  Cualquier  otro  poder  o facultad  necesaria  para 
llevar  a cabo  los  propósitos  de  este  capítulo  a 
fin  de  facilitar  la  disponibilidad,  control  y aba- 
ratamiento de  las  cubiertas  que  ofrece. 

(g)  Aprobar  reglas  y reglamentos  promulgados  por 
ia  Administración.” 


Sección  4. — Se  enmiendan  los  incisos  (1),  (2)  y (4)  del 
Artículo  41.060  de  la  Ley  núm.  77  de-  19  de  junio  de  1957,  se- 
gún enmendada,  para  que  se  lean  como  sigue: 


y Pago  de  Aportaciones 


ai 


“Artículo  41.060.— Fijación 
Fondo. — 

(1)  Anualmente,  cada  profesional  en  el  cuidado  de 
salud  e i^titución  para  el  cuidado  de  salud  que 
servicios  en  Puerto  Rico  ven- 
obhpdo  a pagar  a la  Administración  la 
aportecion  establecida  por  ésta  para  la  cubierta 
provista  en  el  Artículo  41.050  (1)  (a). 
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Los  profesionales  en  el  cuidido  de  salud  que 
no  ejercen  privadamente  su  profesión  y traba- 
jan exclusivamente  como  emoleados  de  institu- 
ciones privadas  para  el  cuidado  de  salud  y estu- 
vieren cubiertos  por  la  aportación  de  éstos  a la 
Administración  y los  que  exclusivamente  traba- 
jan para  el  Estado  Libre  Asociado  de  Puerto 
Rico,  sus  dependencias,  instrumentalidades  y 
municipios  y que  no  ejercen  privadamente  su 
profesión  estarán  exentos  del  pago  de  la  referida 
aportación.  Asimismo  estarán  exentas  aquellas 
instituciones  para  el  cuidado  de  salud  que  per- 
tenezcan al  Estado  Libre  Asociado  de  Puerto 
Rico,  sus  dependencias,  instrumentalidades  y 
municipios. 

(2)  La  Junta,  luego  de  consultar  con  la  Oficina  del 
Comisionado  de  Seguros,  determinará  e impon- 
drá las  aportaciones  de  los  profesionales  en  el 
cuidado  de  salud  y las  instituciones  para  el  cui- 
dado de  salud  basada  en  las  siguientes  consi- 
deraciones : 

(a)  Experiencia  pasada  y prospectiva  de 
pérdidas  y gastos  en  los  diferentes  tipos 
de  práctica  y en  las  diferentes  áreas  de 

especialidad. 

(b)  Experiencia  anterior  de  reclamaciones 
contra  profesionales  en  el  cuidado  de 
salud  e instituciones  para  el  cuidado  de 
salud  cubiertos  bajo  este  capítulo. 

(c)  Factores  de  riesgos  para  profesionales 
en  el  cuidado  de  salud  retirados,  semi- 
retirados,  o a tiempo  parcial. 

(d)  La  cantidad  y solvencia  de  la  Admi- 
nistración en  un  año  dado. 

(4)  Si  la  cantidad  de  dinero  aportada  a la  Admi- 
nistración no  es  suficiente  para  satisfacer  las 
reclamaciones  hechas  contra  ésta  en  un  año 
específico,,  la  Junta  requerirá  una  aportación 
proporcional  adicional  a todos  los  participan- 
tes para  ese  año  fiscal.  La  aportación  adicio- 
nal no  será  mayor  que  la  aportación  exigida  en 
ese  año  fiscal.  La  Junta  deberá  imponer  tal 
aportación  adicional  a los  participantes  en  canti- 
dades que  razonablemente  reflejen  la  exposición 
al  riesgo  dentro  de  las  clasificaciones  que  hu- 
biera prescrito  y hasta  el  monto  que  sea  sufi- 
ciente para  obtener  el  dinero  necesario  para 
responder  por  todas  las  reclamaciones  de  dicho 
año  fiscal.’' 

Sección  5. — Se  enmiendan  los  incisos  (1),  (2)  y (6)  del  Ar- 
tículo 41.U70  de  la  Ley  nüm.  77  de  19  de  junio  de  1957,  según 
enmendada,  para  que  se  lean  como  sigue: 

“Artículo  41.070. — Reclamacione'i  Contra  la  Administración 


(1)  Cualquier  persona  que  radique  una  demanda  contra  un 
profesional  en  el  cuidado  de  salud  o institución  para  el 
cuidado  de  salud  incluirá  a la  Administración  como 
parte  en  el  pleito  a fin  de  poder  recobrar  del  profesional 
en  el  cuidado  de  salud,  institución  para  el  cuidado  de 
salud  o de  la  Administración. 

(2)  Cuando  a juicio  de  la  Administración  la  disponibili- 
dad de  fondos  para  el  pago  total  de  las  reclamaciones 
en  su  poder  no  fuere  suficiente,  tendrá  facultad  para 
determinar  la  forma  y manera  en  que  habrá  de  hacer 
efectivo  el  pago  de  la  adjudicación  en  exceso  de  vein- 
ticinco mil  (25,000)  dólares  que  se  proveen  en  este  Ca- 
pítulo. Disponiéndose  que  en  ningún  caso  la  Adminis- 
tración responderá  por  daños  por  culpa  o negligencia 
(malpractice)  ocasionados  en  un  año  fiscal  para  el  cual 
el  profesional  en  el  cuidado  de  salud  o institución  para 
el  cuidado  de  salud  no  haya  cumplido  con  las  aporta- 
ciones exigidas  en  el  Artículo  41.060.  Para  cualquier 
transacción  extrajudicial  que  exceda  veinticinco  mil 

(25.000)  dólares,  que  pudiera  requerir  un  pago  de  la 
Administración,  se  requerirá  la  aprobación  de  ésta. 

(6)  Si  un  profesional  en  el  cuidado  de  salud  o institución 
para  el  cuidado  de  salud  tuviere  cubierta  en  exceso  de 
la  requerida  en  el  Artículo  41.080,  ésta  será  responsa- 
ble por  pérdidas  hasta  la  cantidad  de  la  misma,  y éste 
deberá  recibir  una  reducción  actuarial  adecuada  a su 
aportación  a la  Administración.  Tal  reducción  deberá 
concederse  únicamente  después  que  la  persona  haya 
demostrado  a satisfacción  de  la  Administración  que 
tiene  tal  cubierta.” 

Sección  6. — Se  enmiendan  los  incisos  (1)  y (2)  del  Ar- 
tículo 41.080  de  la  Ley  núm.  77  de  19  de  junio  de  1957,  según 
enmendada,  para  que  se  lean  como  sigue: 

“Artículo  41.080. — Responsabilidad  Financiera 

(1)  Todo  profesional  en  el  cuidado  de  salud  y/o  institución 
para  el  cuidado  de  salud  deberá  radicar  ante  la  Admi- 
nistración prueba  de  su  responsabilidad  financiera  por 
la  cantidad  de  veinticinco  mil  (25,000)  dólares,  por  recla- 
mación o hasta  un  agregado  de  setenta  y cinco  mil 

(76.000)  dólares  por  año,  excepto  aquellos  profesionales 
en  el  cuidado  de  salud  que  no  ejercen  privadamente 
su  profesión  y trabajan  exclusivamente  como  emplea- 
dos de  instituciones  para  el  cuidado  de  salud  privadas 
y estuvieren  cubiertos  por  la  prueba  de  responsabi- 
lidad financiera  de  éstas,  los  que  exclusivamente  tra- 
bajan para  el  Estado  Libre  Asociado  de  Puerto  Rico, 
sus  dependencias,  instrumentalidades  y municipios 
y que  no  ejercen  privadamente  su  profesión  y 
aquellas  instituciones  para  el  cuidado  de  salud  que 
pertenezcan  al  Estado  Libre  Asociado  de  Puerto  Rico, 
sus  dependencias,  instrumentalidades  y municipios.  Di- 
cha prueba  de  responsabilidad  financiera  deberá  ser 
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293  remitida  a la  Administración  antes  del  1 de  julio  de 

cada  año  y cubrirá  su  responsabilidad  durante  el  año 
fiscal  siguiente. 

Ningún  profesional  en  el  cuidado  de  salud  podrá  ser 
incluido  como  parte  demandada  en  una  demanda  de 
daños  por  culpa  o negligencia  que  cause  en  el  desempeño 
de  su  profesión  mientras  dicho  profesional  en  el  cui- 
dado de  salud  actúe  en  cumplimiento  de  sus  deberes  y 
funciones  como  empleado  del  Estado  Libre  Asociado  de 
Puerto  Rico,  sus  dependencias,  instrumentalidades  y 
municipios. 

(2)  Todo  profesional  en  el  cuidado  de  salud  y/o  institución 
para  el  cuidado  de  salud  deberá  demostrar  su  responsa- 
bilidad financiera  para  el  año  fiscal  en  que  ejercerá 
sus  funciones  en  una  de  las  siguientes  maneras: 

(a)  Establecer  una  cuenta  de  plica  (“escrow  fund”) 
por  la  cantidad  de  setenta  y cinco  mil  (75,000) 
dólares  no  girables  sin  la  autorización  de  la  Admi- 
nistración. 

(b)  Haber  obtenido  un  seguro  de  responsabilidad  pro- 
fesional médico  hospitalaria  por  la  cantidad  de  v-ein- 
ticinco  mil  (25,000)  dólares  por  reclamación  o 
hasta  un  agregado  de  setenta  y cinco  mil  (75,000) 
dólares  por  año,  de  aseguradores  privados  o de  la 
Asociación  si  estuviere  en  funciones.  Dicho  con- 
trato de  seguro  contendrá  una  disposición  a los 
efectos  de  que  el  asegurador  notificará  previamente 
a la  Administración  la  cancelación  del  seguro.” 

Sección  7. — Se  enmienda  el  Artículo  41.100  de  la  Ley  núm. 
77  de  19  de  junio  de  1957,  según  enmendada,  para  que  se  lea 
como  sigue: 

“Artículo  41.100. — Arbitraje  de  Reclamaciones  por  Culpa  o 
Negligencia. 

Toda  acción  civil  que  surja  de  una  reclamación  de  daños  por 
culpa  o negligencia  (malpractice)  se  iniciará  mediance  la  radi- 
cación de  una  demanda,  bajo  juramento,  en  la  sala  del  Tribunal 
competente.  En  estas  acciones  la  Administración  será  una 
parte  indispensable.  El  tribunal  procederá  a someter  la  recla- 
mación a arbitraje  según  se  dispone  en  el  Artículo  41.110.  En 
aquellos  casos  en  que  alguna  de  las  partes  no  cuente  con  medios 
suficientes  para  pagar  los  costos  del  panel  de  arbitraje  deberá 
hacerlo  constar  mediante  alegación  en  la  demanda.” 

Sección  8. — Se  enmienda  el  inciso  (1)  del  Artículo  41.150 
de  la  Ley  núm.  76  de  19  de  junio  de  1977,  según  enmendada, 
para  que  se  lea  como  sigue: 


“Artículo  41.150. — Informes 
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(1)  Todos  los  aseguradores  y o la  Asociación  de  Suscripción 
Conjunta  deberá  someter  a la  Oficina  del  Comisionado 
de  Seguros,  en  la  forma  requerida  por  éste,  informes 
mensuales  de  todas  y cada  una  de  las  reclamaciones, 
resoluciones  de  los  tribunales,  y adjudicaciones  exlraju- 
diciales  que  por  concepto  de  daños  por  culpa  o negli- 
gencia (malpractice)  fueran  tramitadas.  Esta  infor- 
mación deberá  estar  en  la  Oficina  del  Comisionado  de 
Seguros  en  o antes  del  décimo  día  siguiente  a la  ter- 
minación del  mes  anterior.  El  Comisionado,  a su  vez, 
remitirá  dichas  resoluciones  y adjudicaciones  a la  Ad- 
ministración, dentro  de  los  treinta  (30)  días  de  haberlas 
recibido,  quien  a su  vez  la  remitirá  al  Secretario  de 
Salud  y/o  a los  tribunales  o juntas  examinadoras  de 
profesionales  on  ei  cuidado  de  salud  según  sea  el  caso, 
para  que  ce  tome  la  acción  disciplinaria  que  corresponda 
contra  los  profesionales  en  el  cuidado  de  salud  o las 
instituciones  para  el  cuidado  de  salud.  El  incumpli- 
miento de  este  requisito  será  sancionado  por  el  Comi- 
sionado de  Seguros  de  acuerdo  a lo  dispuesto  en  el 
Artículo  3.210  de  este  Código.” 

Sección  9. — Esta  ley  comenzará  a regir  el  1ro.  de  julio  de 
1978,  excepto  que  las  disposiciones  sobre  lo?  nuevos  límites  de 
responsabilidad  establecidas  por  las  Secciones  3 y 6 de  esta  iey 
empezarán  a regir  el  1 de  noviembre  de  1978,  fecha  en  la  cual 
deberán  leajustaise  las  pólizas  actualmente  en  vigor. 
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in  SIMPOSIUM  INTERNACIONAL  DE  CIRUGIA 
PLASTICA  Y RECONSTRUCTIVA  DE  CABEZA  Y 
CUELLO 

El  III  Simposium  Internacional  de  Cirugía  Plás- 
tica y Reconstructiva  de  Cabeza  y Cuello,  se  llevará 
a efecto  en  Nueva  Orleans,  La.,  del  29  de  abril  al  4 
de  mayo  de  1979  en  el  Hotel  New  Orleans  Hilton. 
El  Congreso  será  patrocinado  por  la  Academia  Ame- 
ricana de  Cirugía  Facial  Plástica  y Reconstructiva,  con 
la  cooperación  de  las  siguientes  organizaciones:  La  So- 
ciedad Americana  de  Cirugía  Dermatológica,  la  So- 
ciedad Americana  de  Cirugía  Plástiea  Oftalmológica 
y la  Sociedad  Americana  de  Crio-cirugía.  La  reunión 
incluirá  la  presentación  de  trabajos  libres,  cursos  de 
instrucción.  Centro  de  Enseñanza  en  operación,  ex- 
hibición comercial  de  instrumentos  relacionados  con 
la  especialidad,  etc.  Ha  sido  planeado  un  programa  so- 
cial en  verdad  relevante. 

Se  solicitan  trabajos  libres  sobre  temas  relativos 
a Cirugía  Plástica  de  Cabeza  y Cuello. 

Para  mayor  información,  favor  de  ponerse  en 
contacto  con: 

Jack  R.  Anderson,  M.  D.,  General  Chairman 
THIRD  INTERNATIONAL  SYMPOSIUM 
lili  Tulane  Ave.  (Suite  322) 

New  Orleans,  La.  70112  (U.  S.  A.) 


AMA  NEWS: 

SEX-CHANGE  SURGER  Y PRESENTS  NEW  LEGAL 
PROBLEMS 


CHICAGO  — Transsexuality  is  a bona  fide  me- 
dical problem  that  requires  treatment  like  any  other, 
including  sex-change  surgery,  says  noted  attorney 
Melvin  M.  Belli  in  an  article  in  the  May  19  Journal 
of  the  American  Medical  Association. 

The  answer  for  the  future  in  treating  transsexua- 
lity should  not  be  an  absolute  right  to  nor  a prohibi- 
tion of  surger^f,  says  Mr.  Belli.  There  is  a right  to  sur- 
gery, but  this  right  must  be  a limited  one,  to  protect 
society  against  sex-change  mills  that  will  sell  surgery 
to  anyone  who  can  pay  the  price,  even  though  psy- 
chiatric evaluation  might  show  that  the  patient  is  not 
a true  transsexual  at  all,  he  declares. 

“We  have  known  people  to  seek  surgery  at  the 
behe.st  of  lovers  and  others  who  simply  think  they 
can  make  a buck  from  their  stories,”  Mr.  Belli  says. 

The  article  is  a detailed  analysis  of  possible  legal 
problems  that  might  arise  from  sex-change  surgery. 

“Transsexual  surgery  became  a modern  reality 
25  years  ago  when  Christine  Jorgenson’s  sex  reversal 
shocked  the  world,”  the  attorney  writes. 

“Since  that  time,  transsexuality  has  become  both 
dilemma  and  controversy  in  medicine,  psychiatry'  and 
law.  Transsexuality  emerged  into  an  interdisciplinary 
void.  Today,  both  scientists  and  courts  are  being  asked 
to  fill  that  void  with  answers.” 

Mr.  Belli  points  out  that  the  entire  common  law 
as  well  as  the  law  of  most  recorded  civilizations  has 
been  based  on  the  assumption  that  there  are  two,  and 
only  two  sexes  - male  and  female.  Thus,  with  the  emer- 
gence of  sex-change  surgery,  society  is  faced  with  a 
brand  new  problem.  For  purpose  of  inheritance,  pro- 
perty, crime,  marriage  or  divorce,  where  does  the  in- 
dividual whose  sex  has  been  altered  stand? 

The  issue  is  complicated  by  the  fact  that  “No 
one  really  knows  what  transsexuality  — or,  indeed, 
gender  — really  is.” 

Transsexuals  number  perhaps  one  in  50,000, 
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Mr.  Belli  speculates.  And  it  is  a condition  different 
from  other  health  problems,  in  that  the  patient  diag- 
noses his  problem  and  prescribes  the  treatment. 

Mr.  Belli  points  out  that  less  than  10  percent 
of  applicants  at  major  gender  clinics  ever  undergo 
surgery,  since  stringent  preoperative  screening  usually 
eliminates  unsuitable  candidates;  those  considered 
poor  on  “passability”  (ability  to  pass  as  a member 
of  the  opposite  sex),  mental  stability,  and  history 
of  success  in  living  in  the  sex  of  their  choice. 


AR  TIFICIAL  SWEETENERS  EXONERA  TED  AS  CAU- 
SE OF  CANCER  IN  HUMANS 

CHICAGO  — Artificial  sweeteners  in  the  amounts 
currently  consumed  do  not  cause  cancer  in  humans,  says 
a research  report  from  Johns  Hopkins  University  in  the 
July  28th  Journal  of  the  American  Medical  Associa- 
tion. 

The  researchers  interviewed  519  individuals  in 
Baltimore  who  had  confirmed  cases  of  bladder  cancer, 
and  an  equal  number  of  matching  controls,  and  conclu- 
ded that  those  who  used  artificial  sweeteners,  including 
diet  soft  drinks,  were  no  more  likely  to  develop  bladder 
cancer  than  those  who  did  not. 

Cyclamate  was  banned  as  an  artificial  sweetener 
in  1970  on  the  basis  of  cancer-causing  effects  in  la- 
boratory animals.  Saccharin,  the  other  artificial  sweet- 
ener in  general  use,  was  in  1972  withdrawn  from  the 
list  of  safe  products,  and  was  later  proposed  for  an 
outright  ban  by  the  Food  and  Drug  Administration. 
Congress  stepped  in  last  year  to  order  an  18-month 
postponement  of  the  ban.  Saccharin  is  now  sold  with 
a warning  label  stating  that  the  product  may  be  ha- 
zardous to  health. 

Irving  1.  Kessler,  M.  Ü.,  and  J.  Page  Clark  con- 
ducted the  Hopkins  study.  Dr.  Kessler  has  since  mo- 
ved to  the  University  of  Maryland  School  of  Medicine 
in  the  same  city. 

Dr.  Kessler  describes  tlie  structure  of  his  inves- 
tigation and  concludes: 

“Neither  saccharin  nor  cyclamate  is  likely  to  he 


carcinogenic  in  man,  at  least  at  the  moderate  dieta- 
ry ingestion  levels  reported  by  the  patient  sample.” 
One  of  the  criticisms  of  the  earlier  animal  studies  had 
been  that  the  rats  weve  given  huge  doses  of  the  sweet- 
eners, much  more  than  a human  could  possibly  con- 
sume in  diet  soft  drinks  and  from  other  such  sources. 

The  study  involved  all  Baltimore-area  residents 
with  bladder  cancer  in  19  participating  hospitals  bet- 
ween 1972  and  1975.  Surviving  patients  who  could 
be  contacted  for  interviews  were  questioned  carefully 
regarding  their  intake  of  table  sweeteners,  diet  bev- 
erages, diet  foods,  and  total  intake  in  all  forms. 

Patients  and  controls  also  were  interviewed  with 
respect  to  smoking  habits,  occupational  history  and 
other  factors  that  might  have  been  involved.  Inter- 
viewers didn’t  know  whether  their  subjects  were  for- 
mer cancer  patients  or  controls. 

Exposure  to  artificially  sweetened  beverages  of  all 
kinds  was  about  the  same  in  patients  and  in  controls, 
of  both  sexes. 

“The  apparent  absence  of  an  association  between 
total  artificial  sweetener  use  and  bladder  cancer  suggests 
that  neither  saccharin  nor  cyclamate  in  physiological 
dosages  is  carcinogenic  in  man,”  Dr.  Kessler  declares. 


HELP  OFFERED  TO  COUPLES  UNABLE  TO  HA  VE 
CHILDREN 

CHICAGO  — More  than  50  percent  of  couples 
with  infertility  problems  can  be  helped  to  achieve  pa- 
renthood, says  a new  pamphlet  from  the  American 
Medical  Association. 

Fifteen  percent  of  American  marriages  are  in- 
voluntarily childless  and  another  10  percent  of  cou- 
ples have  fewer  children  than  they  desire,  the  AMA 
publication  says. 

“Through  research  and  experience  in  clinical 
practice  in  the  field  of  infertility,  we  now  have  better 
diagnostic  and  therapeutic  measures  and  greater  know- 
ledge of  the  intricate  process  of  reproduction.  Today, 
as  a result  of  this  advancement,  more  than  50  per- 
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cent  oí  couples  with  infertility  problems  can  be  hel- 
ped to  achieve  parenthood.” 

Usually  a marriage  is  considered  infertile  when 
pregnancy  has  not  occurred  after  a year  of  normal 
marital  relations,  the  pamphlet  points  out. 

Having  satisfactory  sexual  relations  is  impor- 
tant, but  this  is  not  necessarily  a measure  of  the  cou- 
ple’s ability  to  have  children. 

The  doctor  consulted  about  infertility  will  con- 
sider the  couple  as  a biological  unit.  Both  husband 
and  wife  should  undergo  careful  medical  examinations 
to  be  certain  that  the  biological  unit  bas  the  factors 
necessary  for  conception.  The  husband  must  be  able 
to  produce  sufficient  number  of  normal,  active  sperm 
cells;  these  cells  must  reach  and  penetrate  the  neck  of 
the  uterus;  and  they  must  ascend  through  the  uterus  at 
the  appropriate  time  in  the  menstrual  cycle  for  ferti- 
lization of  the  egg  cell. 

The  wife  must  produce  a fertilizable  egg  cell, 
which  must  leave  the  ovary,  enter  the  uterine  tube, 
and  become  fertilized.  And  the  wife  must  have  an  ade- 
quately developed  lining  membrane  of  the  uterus  to 
receive  the  fertilized  egg  for  proper  implantation  and 
normal  fetal  development. 

There  are  many  possibilities  for  interruption  of 
these  processes. 

Often  the  husband  is  studied  first,  because  his 
evaluation  is  less  time-consuming  and  less  expensive. 
In  about  30  percent  of  cases  of  infertility,  the  husband 
is  the  significant  factor,  and  in  another  20  percent  he 
plays  an  important  contributing  role.  If  the  husband  is 
found  to  have  no  recognizable  problems,  the  study 
then  proceeds  to  the  wife. 

One  common  problem  in  the  infertility  of  a couple 
is  lack  of  proper  timing  of  intercourse.  Conception 
is  most  likely  at  or  near  the  time  of  ovulation.  This  oc- 
curs about  14  days  prior  to  the  beginning  of  the  next 
menstrual  period.  It  can  be  detected  by  a slight  rise 
in  basal  body  temperature. 

Correct  timing  is  more  likely  to  produce  con- 
ception than  is  frequent  intercourse,  says  the  AMA 
pamphlet. 

In  spite  of  all  scientific  measures,  many  couples 
cannot  conceive  because  their  infertility  cannot  be 
remedied.  These  couples  may  turn  to  adoption,  or. 


if  only  the  husband  is  infertile,  artificial  insemination. 

The  pamphlet  was  prepared  by  Sandra  C.  Ma- 
langa of  the  AMA’s  Department  of  Health  Education. 


HEALTH  HAZARDS  FORESEEN  FROM  LASER 
ART  SHOWS 

CHICAGO  — The  federal  government  is  “taking 
appropriate  action”  to  minimize  the  hazards  of  laser 
art  shows,  says  a communication  in  the  July  28  Journal 
of  the  American  Medical  Association. 

Laser  devices  are  being  used  increasingly  in  ar- 
tistic and  entertainment  displays,  the  report  points  out. 
Lasers  are  being  used  for  laser  art  sculpture,  discothe- 
que displays,  planetarium  laser  shows,  and  accompa- 
niment to  rock  concerts. 

“This  has  raised  serious  questions  about  ha- 
zards to  the  public  and  to  users  of  laser  devices,”  say 
Drs.  Milton  J.  Milne  of  tbe  U.  S.  Public  Health  Ser- 
vice and  Norman  C.  Telles  of  the  Bureau  of  Radio- 
logical Health  of  the  Food  and  Drug  Administration. 

In  an  appeal  in  the  Journal,  the  federal  phy- 
sicians ask  medical  practitioners,  especially  eye  spe- 
cialists, to  report  all  cases  of  injury  to  the  Bureau  of 
Radiological  Health,  Rockville,  Md. 

In  one  form  of  laser  art  show  the  audience  is 
exposed  to  beams  from  a fiber  optic  wrist  bracelet 
and  to  beams  reflected  from  faceted  mirror  balls. 
Risk  of  injury  is  great  to  the  performer,  who  may 
inadvertently  direct  the  beam  into  his  eye,  the  doc- 
tors say. 

In  planetariums  laser  beams  are  used  to  produce 
patterns  projected  over  the  audience  to  a dome  cei- 
ling, and  displays  of  sculptures  in  which  stationary 
patterns  are  produced  with  laser  beams.  Power  ex- 
ceeds danger  levels,  and  could  cause  barm  if  a change 
in  placement  of  a reflecting  mirror  should  redirect 
the  beam  into  the  audience,  they  say. 
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Each  capsule  contains 
mg  chlordiazepoxide  HCI  and 
2.5  mg  clidinium  Br. 


Librax  i%u'nique  aríT|ng^,i.  implications  in  providing 
the  speciflGantian  of  Librium®  (chlordiaz- 

epoxide HCI)  as,  wellS^^^  potent  antisecretory  and 
antispasmodic  actions  of  Quarzan®  (clidinium  Br)  for 
adju notive. therapy  of  irr^^^^owel  syndrome*  and 
duodenal,  ulcer.* 


♦Libmx  has  been  avalMatad  as  possibly  effective  for  this  iháication. 
Pleasa  see  brief  mimmary  of  pre8crtt)in0  information  on  following  page. 


Líbrax° 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br. 

Please  consult  complete  prescribing  information,  a 
summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the 
treatment  of  peptic  ulcer  and  in  the  treatment  of  the 
irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation. 

Contraindications:  Glaucoma;  prostatic  hypertrophy,  be- 
nign bladder  neck  obstruction;  hypersensitivity  to  chlor- 
diazepoxide HCI  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  ef- 
fects with  alcohol  and  other  CNS  depressants,  and 
against  hazardous  occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving).  Physical  and 
psychological  dependence  rarely  reported  on  recom- 
mended doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI)  to  known  addiction-prone  individu- 
als or  those  who  might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions)  reported  following  discon- 
tinuation of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  ataxia,  oversedation, 
confusion  (no  more  than  2 capsules/day  initially;  increase 
gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  pharmacology 
of  agents,  particularly  potentiating  drugs  such  as  MAO  in- 
hibitors, phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence 
of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  ef- 
fects on  blood  coagulation  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax. 

When  chlordiazepoxide  HCI  is  used  alone,  drowsiness, 
ataxia,  confusion  may  occur,  especially  in  elderly  and  de- 
bilitated; avoidable  in  most  cases  by  proper  dosage  ad- 
justment, but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased 
libido — all  infrequent,  generally  controlled  with  dosage  re- 
duction, changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy  Adverse  effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e. , dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 
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FIELD  TRIAL  IN  CEIBA  NORTE  OF  EPIDEMIOLOGICAL  TESTS  FOR 
OPERATIONAL  EVALUATION  OF  SCHISTOSOMIASIS  CONTROL 

IN  PUERTO  RICO 

H.  Negron  Aponte,  MD,  F.  Ramos-Morales,  MD  and  W.  R,  Jobin,  SCD 


Abstract:  In  the  small  rural  community  of 

Ceiba  Norte  of  Juncos,  Puerto  Rico  we  made 
a diagnostic  survey  of  schistosomiasis  in  school- 
children  using  fecal  examinations  and  three 
indirect  tests;  the  skin-test,  the  fluorescent 
antibody  test,  and  the  slide  flocculation  test, 
in  order  to  select  an  indirect  test  for  large 
surveys.  The  indirect  methods  showed  a greater 
sensitivity  than  single  fecal  examinations  and 
did  not  require  the  time-consuming  process 
of  collecting  fecal  samples.  The  age -prevalence 
curves  from  all  of  the  diagnostic  tests  were 
remarkably  parallel,  indicating  their  usefulness 
for  evaluating  comparative  changes  in  preva- 
lence, despite  differences  in  sensitivity.  The 
skin-test  with  adult  worm  antigen,  although 
unsatisfactory  for  individual  diagnoses  because 
of  its  low  sensitivity,  was  selected  as  the  most 
practical  for  operational  evaluation  of  the  large 
control  program  in  Puerto  Rico  because  it  gave 
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the  best  estimate  of  true  prevalence  under  cur- 
rent, local  conditions,  and  was  the  simplest 
and  easiest  test  to  perform. 

Resumen:  En  la  pequeña  comunidad  rural  de 
Ceiba  Norte  en  Juncos,  Puerto  Rico,  hicimos 
una  encuesta  diagnóstica  sobre  esquistosomia- 
sis  en  niños  de  escuela  mediante  exámenes  fe- 
cales y tres  pruebas  indirectas:  la  prueba  de 
piel,  la  prueba  de  anticuerpo  fluorescente  y 
la  prueba  de  lámina  de  floculación,  para  asi 
escoger  una  prueba  indirecta  que  sirva  para 
encuestas  más  extensas. 

Los  métodos  indirectos  demostraron  una 
mayor  sensitividad  que  simples  exámenes  fe- 
cales y no  requerían  la  cantidad  de  tiempo 
consumido  en  recoger  muestras  fecales.  Las 
curvas  de  prevalencia  por  edad  fueron  mar- 
cadamente paralelas,  indicando  su  utilidad 
para  evaluar  cambios  comparativos  en  pre- 
valencia, no  obstante  las  diferencias  en  sensi- 
tividad. La  prueba  de  piel  con  antígeno  de 
lombriz  adulta,  aunque  poco  satisfactoria  para 
diagnósticos  individuales  por  su  baja  sensi- 
tividad, fue  seleccionada  como  la  más  práctica 
para  evaluaciones  operacionales  del  extenso 
programa  de  control  en  Puerto  Rico  por  dar 
el  mejor  estimado  de  verdadera  prevalencia 
bajo  condiciones  locales  y corrientes,  y fue 
la  prueba  más  simple  y fácil  de  llevar  a cabo. 

Introduction 

Epidemiological  evaluation  of  long  term 
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programs  for  schistosomiasis  control  becomes 
more  difficult  as  the  prevalence  and  intensity 
of  infection  decreases.  In  Puerto  Rico  the  ori- 
ginal method  of  annual  fecal  examinations 
among  first  graders  gave  little  useful  informa- 
tion after  the  first  ten  years  of  control  since 
few  schistosome  eggs  were  being  found,  des- 
pite thousands  of  children  tested  each  year 
(1).  Given  the  nature  of  this  evaluation  sys- 
tem it  was  not  practical  to  continue  it.  At- 
tempts to  improve  the  usefulness  of  the  data 
by  increasing  the  number  of  children  in  the 
annual  survey  began  to  strain  the  resources 
of  the  control  program.  Similarly,  raising  the 
age  of  the  children  being  tested  in  order  to 
monitor  the  more  active  transmission  groups 
presented  the  practical  problem  of  less  coo- 
peration in  returning  stool  specimens,  espe- 
cially among  teenagers.  Nonetheless  a prac- 
tical means  to  monitor  transmission  had  to  be 
developed  to  ensure  continued  response  of 
the  control  effort  to  geographical  changes 
in  transmission  patterns. 

In  the  last  few  decades,  various  serolo- 
gical and  intradermal  tests  were  developed 
which  were  potential  replacements  for  the 
fecal  examination.  These  new  tests  offered 
considerable  promise  for  evaluating  the  con- 
trol program  in  Puerto  Rico  because  they 
were  generally  highly  sensitive  and  did  not 
involve  the  time-consuming  problem  of  col- 
lecting stool  specimens.  The  inherent  draw- 
backs of  such  indirect  tests  could  be  mini- 
mized by  testing  a single  age  group,  by  ana- 
lyzing the  changes  in  reaction  rates  of  large 
groups  of  people,  or  by  analyzing  the  rela- 
tive changes  in  geographical  distribution  of 
reaction  rates.  Although  this  methodology 
might  not  allow  for  precise  quantitative  mea- 
surement of  schistosome  transmission,  it  could 
serve  the  practical  needs  of  evaluating  and  pe- 
riodically re-directing  activities  of  a large-scale 
operational  program.  Additional  factors  favored 
the  use  of  these  indirect  tests  in  Puerto  Rico 


because  there  was  only  one  species  of  mam- 
malian schistosome  on  the  island  (Schistosoma 
mansoni),  there  were  apparently  no  interfering 
avian  schistosomes,  and  chemotherapy  was  not 
being  used  in  the  control  program.  However 
none  of  the  indirect  tests  had  been  tested  in  an 
endemic  community  to  compare  their  practical 
or  subtle  attributes,  such  as  their  behavior 
when  testing  a population  with  all  degrees  of 
exposure  to  schistosomes,  including  unisexual 
and  immature  infections. 

The  purpose  of  this  study  was  to  compare 
the  results  from  three  indirect  tests  in  an  ende- 
mic community  in  Puerto  Rico  to  determine 
which  one  would  be  the  best  replacement 
for  the  annual  fecal  survey.  The  tests  evalua- 
ted were  the  skin  test  with  adult  worm  anti- 
gen, the  slide  flocculation  test  and  the  fluo- 
rescent antibody  test  (2-7).  In  January  of 
1969,  the  population  of  Ceiba  Norte  of  Juncos, 
a rural  community  or  “parcela”  in  the  heart 
of  the  endemic  zone  in  south-eastern  Puerto 
Rico,  was  tested  for  S.  mansoni  infections 
by  repeated  fecal  examinations  and  by  three 
other  tests  (Table  I). 

TABLE  I 

Age  and  Sex  Distribution  of  Elementary  School 
Population  in  Ceiba  Norte  of  Juncos,  Puerto 
Rico  - 1969 


Age  (Yrs.) 

Total  Population 

4 and  5 

44 

6 

35 

7 

42 

8 

36 

9 

38 

10 

37 

11 

41 

12  to  15 

30 

TOTAL  - 

303 

Bol.  Asoc.  Méd.  P.  Rico 
Septiembre  1978 
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Material  and  Methods 

Indirect  Methods:  The  following  tests  were  used: 

(a)  The  Intradermal  Skin  Test  was  performed 
using  adult  worm  antigen  in  Coca’s  solution  as  recom- 
mended by  Kagan  and  Pellegrino  (6)  and  Coca’s  so- 
lution as  a control  injection.  The  injection  of  0.05  cc 
was  made  with  a sterile  short  No.  26  or  27  platinum 
hypodermic  needle  after  cleaning  the  skin,  in  the  volar 
aspect  of  the  forearm.  Flame  from  an  alcohol  lamp  was 
used  to  sterilize  the  platinum  needle.  Fifteen  minutes 
after  injection,  the  border  of  the  wheal  was  traced 
with  a ball  point  pen  and  copied  on  a personal  data 
sheet.  Measurement?  were  performed  for  antigen  and 
control  wheal  size  with  a standard  transparent  stencil.  A 
positive  reaction  was  indicated  if  the  antigen  wheal  mea- 
sured 1.0  cm^  or  more  and  twice  the  area  of  the  con- 
trol wheal  (9). 

(b)  For  the  Slide  Flocculation  Test  extract 
of  lyophilized  cercarie  in  buffered  salt  solution  was 
used  as  antigen  (7).  A stock  solution  of  1.0  percent 
cholesterol  and  0.1  percent  lecithin  was  prepared  in 
absolute  alcohol.  Then  an  antigen  emulsion  was  pre- 
pared from  1 ml  lyophylized  cercariae  in  distilled 
water  and  the  cholesterol-lecithin  solution.  The  serum 
was  inactivated  in  a water  bath  at  56^  C for  30  mi- 
nutes and  then  0.05  ml  was  placed  in  a glass  slide  well. 
Using  » 1.0  ml  syringe,  fitted  with  a 23  gauge  needle 
which  dispensed  78-82  drops,  a drop  of  the  antigen 
emulsion  was  added.  The  slide  was  shaken  in  a ma- 
chine at  180  rpm  for  four  minutes,  and  read  imme- 
diately in  a microscope  using  a low  power  objective. 
The  reactions  were  read  1+,  2+,  3+,  and  4+.  Those 
below  2+  were  considered  weakly  reactive  and  those 
2+  or  above  were  considered  reactive. 

(c)  The  Fluorescent  Antibody  Test  was  done 
with  formalin  killed  cercarie,  washed  by  centrifugation 
twice  with  buffered  saline  consisting  of  0.1  M monobasic 
and  dibasic  sodium  phosphates  with  a pH  of  7.2  (4).  One 
tenth  ml  of  test  serum  was  added  to  the  sedimented  cer- 
cariae. The  cercariae  solution  was  shaken  at  1 10  cpm  for 
30  minutes  and  22  to  24*^  C and  then  washed  with  anti- 
hurnan  globulin  labelleil  with  dilute  fluorescein  for  15 
minutiis.  Afterwards  they  were  again  washed  twice  in 
PBS.  F'inally  they  were  suspended  in  0.1  ml  of  90  per- 


cent buffered  glycerin  (pH  7.0).  A cover  slip  prepara- 
tion was  examined  in  a fluorescence  microscope.  Six 
controls  were  carried  with  each  session  of  50  prepara- 
tions and  results  were  reported  as  negative,  doubtful, 
weakly  reactive  and  strongly  reactive. 

(d)  Microscopic  fecal  examinations  were  per- 
formed by  a slightly  modified  formol-ether  technique 
(3).  The  modification  to  the  original  method  was  that 
a large  measured  sample  of  feces  (one  gram)  was  exa- 
mined from  each  stool  in  order  to  increase  the  sensi- 
tivity of  the  test.  Five  separate  stool  specimens,  taken 
at  one  week  intervals,  were  examined  from  each  child 
in  order  to  minimize  the  number  of  falsely  negative 
diagnoses.  A five-fold  exam  should  detect  about  99 
percent  of  the  egg-passers. 

Blood  specimens  were  taken  from  the  children 
during  1968  and  1969,  prior  to  procuring  the  stool 
specimens.  Venous  blood  was  collected  in  vacutainers, 
then  centrifuged  and  separated  at  the  University  Hos- 
pital Bilharzia  Laboratories. 

Results 


The  prevalence  of  bisexual  infections 
obtained  by  the  multiple  fecal  examination, 
rose  from  20  percent  in  first  graders  to  50 
percent  among  children  in  the  sixth  grade, 
although  the  small  numbers  in  each  age  group 
caused  apparent  variations  from  a smoothly 
rising  slope  (Table  II).  If  the  stool  of  a person 
contained  eggs  during  any  one  of  the  five 
exams,  the  person  was  considered  infected. 
The  series  of  repeated  examinations  of  the 
entire  group  showed  that  analysis  of  single 
fecal  exams  gave  prevalences  between  12  per- 
cent and  20  percent  whereas  the  analysis  from 
multiple  exams  gave  a prevalence  of  28  percent 
(Table  II). 

From  the  data  on  repeated  examinations, 
it  was  possible  to  estimate  the  true  prevalence 
of  egg-passers  in  the  group,  which  was  slightly 
higher  than  the  prevalence  obtained  in  five 
exams,  as  demonstrated  in  the  following  ana- 
lysis. If  the  rate  of  false  negatives  from  a single 
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TABLE  II 

Prevalence  of  Schistosomiasis  Determined  by  Five  Examinations  Using  the  Formol 
Ether  Concentration-Method  on  Feces  From  School  Children  4-15  Years  Old 
from  Ceiba  Norte  of  Juncos,  Puerto  Rico  - 1969 


Age  in  Years 

Males 

Posi  ti  vef  Tested 

Females 

Positive  ¡Tested 

Total  Prevalence 

4 and  5 

2/21 

6¡20 

19.5  percent 

6 

2117 

2¡14 

12.9  percent 

7 

4116 

4¡22 

21.6  percent 

8 

5 ¡17 

4¡15 

28.1  percent 

9 

4121 

3¡15 

19.4  percent 

10 

13122 

4¡12 

50.0  percent 

11 

7/17 

4¡21 

29.0  percent 

12  to  15 

6114 

6¡9 

52.2  percent 

TOTAL 

431144 

33¡128 

27.9  percent 

exam  was  q,  at  the  given  intensity  of  infection 
for  this  community,  then  the  rate  of  false  ne- 
gatives for  a fivefold  exam  was  Prevalence 
obtained  from  a single  exam  was  therefore 

Si  = So  (1-q), 

where  Si  was  the  prevalence  from  a single 
exam  and  Sq  was  the  true  prevalence.  Simi- 
larly, for  a five-fold  exam 

$5  = S„  (l.q5), 

wherein  Sg  was  the  prevalence  determined 

by  a five-fold  exam.  With  these  two  equations, 
we  solved  for  S^  and  q,  since  Si  and  Sg  are 
available  from  the  fecal  exam  data. 

The  quantity  Si  was  determined  by  cal- 
culating prevalence  separately  for  each  of  the 
separate  surveys,  giving  145  positives  of  970 
tested,  or  15  percent.  However  S5  was  the 


prevalence  of  persons  recorded  positive  in 
any  one  of  the  5 exams,  or  28  percent  (Ta- 
ble II).  By  simple  mathematical  manipula- 
tions, we  found  that  q = 0.47,  meaning  that 
a single  fecal  exam  detected  1-q  or  0.53  of  the 
true  eggmassers.  Therefore  a five-fold  exam 
missed  q or  0.02  of  the  true  e^-passers,  gi- 
ving 98  percent  of  the  true  prevalence.  Since 

So  = S5  / (l-qS), 

then  the  true  prevalence  of  egg-passers  for 
the  children  of  Ceiba  Norte  was  28.5  percent. 

The  practical  difficulties  of  resorting  to 
multiple  stool  examinations  in  order  to  obtain 
better  estimates  of  true  prevalence  of  bisexual 
infections  were  clearly  indicated  by  the  de- 
crease in  cooperation  as  repeated  samples  were 
requested  from  the  original  272  children.  By 
the  third  request  only  204  cooperated  and  by 
the  fifth  test  only  92  cooperated. 
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TABLE  III 


Prevalence  Rates  of  Schistosomiasis  by  Skin  Test  Among  School  Children  4-15  Years  Old 
in  Ceiba  Norte  of  Juncos,  Puerto  Rico  - 1969 


Age 

Males 

Positive /Tested 

Females 

Positive /Tested 

Total  Prevalence 

4 and  5 

1/19 

1/16 

5.7  percent 

6 

3/13 

3/13 

23.1  percent 

7 

0/14 

4/17 

12.9  percent 

8 

5/18 

2/16 

20.6  percent 

9 

2/16 

3/13 

17.2  percent 

JO 

7/20 

4/11 

35.5  percent 

11 

3/17 

8/20 

29.8  percent 

12  to  15 

7/17 

3/9 

38.5  percent 

TOTALS 

28/134 

28/115 

22.5  percent 

TABLE  IV 


Comparison  of  Sensitivity  and  Specificity  of  Skin  Test  with  Multiple  Stool  Examinations 
on  186  Children  of  4 to  15  Years  of  Age  from 
Ceiba  Norte  in  Juncos,  Puerto  Rico  - 1969 


Number  Positive  By 

Skin  Test 

Number  Negative  By 

Skin  Test 

Total 

Number  Positive  by 

Stool  Exams 

25 

32 

57 

Number  Negative  by 

Stool  Exams 

10 

119 

129 

TOTALS 

35 

151 

186 

The  intradermal  test  using  adult  worm 
antigen  was  the  quickest  and  simplest  of  all 
the  tests  evaluated,  and  gave  a prevalence  of 
22  percent  in  comparison  with  the  prevalence 
by  multiple  stool  exams  of  28  percent  (Tables 
II  and  III).  The  prevalence  from  the  skin  test 


also  showed  a close  correlation  by  age  with 
the  results  from  the  multiple  fecal  exams  (Fi- 
gure 1).  In  order  to  obtain  smooth  curves 
for  the  age-specific  prevalence  by  these  va- 
rious tests  it  was  necessary  to  plot  the  3-point 
moving  averages,  indicating  that  the  minimum 
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AGE  IN  YEARS 


Figure  1:  Age-specific  prevalence  rates  from  four  diagnostic  tests 
used  in  Ceiba  Norte,  Puerto  Rico.  The  plotted  points  represent  three- 
point  moving  averages  of  age-specific  data  from  Tables  II,  III,  and  VIII. 


number  of  people  in  each  group  should  ideally 
be  100  to  avoid  erroneous  impressions  due  to 
the  high  variance  of  individuals  immunological 
reactions. 

In  order  to  compare  sensitivity  and  spe- 
cificity of  the  indirect  tests,  the  data  from  186 
children  who  had  received  all  three  tests  as 
well  as  the  multiple  fecal  examinations  were 
analyzed  in  standard  four-square  tables  (Ta- 
bles IV- VII). 

The  most  widely  accepted  definitions  of 
specificity  and  sensitivity  were  used,  in  which 
sensitivity  was  the  ratio  of  the  number  of  in- 
dividuals positive  by  both  the  indirect  test  and 
multiple  fecal  exams,  divided  by  the  number 
positive  from  multiple  fecal  exams.  Specificity 


was  the  number  negative  from  both  tests  di- 
vided by  the  number  negative  from  multiple 
fecal  exams. 

The  sensitivity  of  the  skin  test  was  low 
(44  percent)  while  the  specificity  was  92  per- 
cent, the  highest  of  the  three  indirect  tests 
(Tables  IV  and  VII).  The  prevalence  by  skin 
test  was  3/4  the  true  prevalence  obtained 
from  multiple  fecal  exams.  The  prevalence 
obtained  by  the  fluorescent  antibody  test 
was  64  percent,  over  twice  the  true  prevalen- 
ce of  egg-passers  (Table  VIII).  Of  the  three 
indirect  tests,  this  serological  test  had  the 
highest  sensitivity,  89  percent,  but  the  lowest 
specificity,  43  percent  (Tables  V and  VII). 
Prevalence  determined  from  slide  flocculation 
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TABLE  V 

Comparison  of  Sensitivity  and  Specificity  of  Fluorescent  Antibody  Test  with 
Multiple  Stool  Examinations  in  186  Children  of  4 to  15  Years  of  Age 
from  Ceiba  Norte,  Juncos,  Puerto  Rico  — 1969 


Number  Positive 
by  Fluorescent  Antibody 

Number  Negative 
by  Fluorescent  Antibody 

Total 

Number  Positive  by 

Stool  Exams 

51 

6 

57 

Number  Negative  by 

Stool  Exams 

74 

55 

129 

TOTALS 

125 

61 

186 

TABLE  VI 

Comparison  of  Sensitivity  and  Specificity  of  Slide  Flocculation  Test 
with  Multiple  Stool  Examinations  in  186  Children  of  4 to  15  Years  of  Age 
of  Ceiba  Norte,  Juncos,  Puerto  Rico  — 1969 

Number  Positive 

By  Slide  Flocculation 

Number  Negative 
by  Slide  Flocculation 

Total 

Number  Positive 

by  Stool  Exams 

41 

16 

57 

Number  Negative 
by  Stool  Exams 

50 

79 

129 

TOTALS 

91 

95 

186 

tests  was  53  percent,  not  quite  twice  the  true 
prevalence  (Table  VIII).  Sensitivity  was  72 
percent,  and  the  specificity  was  61  percent, 
(Tables  VI  and  VII). 

Discussion 

In  the  previous  comparisons  of  indirect 


diagnostic  tests,  the  skin  test  has  been  ranked 
fairly  low  because  it  was  thought  to  have  a 
low  sensitivity,  meaning  that  many  demonstra- 
bly infected  persons  would  have  a negative 
skin  test  reaction  (3).  However  the  results 
from  this  field  study  of  an  entire  endemic 
community  indicated  that  previous  impres- 
sions were  incorrect  since  they  were  derived 
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TABLE  VII 

Comparison  of  Sensitivity  and  Specificity  of  Three  Test  for  Schistosomiasis  Prevalence 
in  186  Children  4 to  15  Years  Old  from  Ceiba  Norte  of  Juncos,  Puerto  Rico  1969 


Skin  Test 

Fluorescent  Antibody 

Slide  Flocculation 

Sensitivity 

25!  57=44  percent 

51/  57=89  percent 

41  percent  57=72  percent 

Specificity 

1191129=92  percent 

55/129=43  percent 

79/129=61  percent 

TABLE  VIII 

Prevalence  Rates  of  Schistosomiasis  by  Fluorescent  Antibody  and  Slide  Flocculation  Tests 
in  School  Children  4 to  15  Years  Old  from  Ceiba  Norte  of  Juncos,  Puerto  Rico  1969 


Age  in  Years 

Fluorescent  Antibody  Test 

Slide  Flocculation  Test 

Positive /T ested 

Prevalence 

Positive /Tested 

Prevalence 

4-5 

6/21 

28.6  percent 

8/21 

38.1  percent 

6 

13/20 

65. 0 percent 

10/20 

50.0  percent 

7 

12/23 

52.2  percent 

13/23 

56.5  percent 

8 

17/30 

56.7  percent 

14/31 

45.2  percent 

9 

21/28 

75. 0 percent 

15/28 

53.6  percent 

10 

22/31 

71.0  percent 

15/31 

48.4  percent 

11 

25/36 

69.4  percent 

22/36 

61.1  percent 

12-15 

21/25 

84.0  percent 

17/25 

68.0  percent 

TOTALS 

137/214 

64.0  percent 

114/215 

53.0  percent 

from  populations  which  were  100  percent 
infected.  Thus  the  high  numbers  of  false  ne- 
gatives were  simply  due  to  the  effect  of  high 
variance  in  the  size  of  the  skin  test  reaction. 
This  variance  is  higher  than  in  other  indirect 
tests  because  intradermal  injection  of  the  an- 
tigen introduces  a relatively  large  additional 
source  of  variance.  One  can  eliminate  the  ef- 


fect of  this  high  variance  by  testing  large  groups, 
including  both  infected  and  uninfected  people. 
Thus  the  skin  test  gave  an  accurate  community 
diagnosis  (Figure  1),  but  was  not  well  suited 
to  individual  diagnoses.  The  usual  calculation 
of  sensitivity  is  a measure  of  the  accuracy  of 
the  test  for  individual  diagnoses  and  thus  the 
low  sensitivity  calculated  for  the  skin  test  by 
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the  usual  method  does  not  disqualify  it  for 
evaluation  of  large  groups  of  people  (Tables 
IV  and  VII). 

The  proportion . of  false  negatives,  q, 
diagnosed  from  a single  fecal  exam  will  in- 
crease as  the  mean  number  of  eggs  per  gram 
of  feces  in  an  infected  population  decreases. 
This  proportion  can  be  reduced  by  increas- 
ing the  amount  of  feces  processed  in  each 
test  but  for  practical  reasons  it  is  difficult 
to  get  it  much  below  the  37  percent  or  47 
percent  false  negative  rates  found  in  the  stu- 
dies in  Puerto  Rico,  where  geometric  mean 
egg  counts  in  infected  persons  were  in  the 
range  of  10  to  100  eggs  per  gram  of  feces. 
This  quantitatively  expresses  the  practical 
observations  on  unsuitability  of  fecal  exams 
for  evaluating  control  programs  after  the  first 
5 to  10  years  of  operation.  In  essence,  the  first 
fecal  exam  in  the  series  in  Ceiba  Norte  had  a 
“sensitivity”  of  0.121/0.279  or  43  percent, 
about  the  same  as  the  sensitivity  of  the  skin 
test  (Table  II).  However  this  defect  could  not 
be  eliminated  by  testing  larger  numbers  of 
people  since  it  is  not  due  to  variance  but  ra- 
ther to  the  low  intensity  of  the  infections. 

A few  years  before  the  Ceiba  Norte  stu- 
dy, a series  of  3 repeated  fecal  examinations 
in  Llanos  Adentro  of  Aibonito,  using  the  same 
laboratory  procedure  but  a smaller,  unmeasured 
portion  of  stool,  gave  a mean  prevalence  from 
one  exam  of  = 0.129  and  from  a three- 
fold exam  S3  = 0.205,  thus  the  rate  of  false  ne- 
gatives from  one  exam  q = 0.37,  while  the  false 
negatives  from  a three-fold  exam  q3  = 0.05  and 
thus  Sq  = 0.216  the  true  prevalence  (10).  The 
lower  rate  of  false  negatives  in  Llanos  Aden- 
tro compared  to  Ceiba  Norte,  where  q was  0.47, 
implied  a higher  mean  egg  count  in  Llanos 
Adentro,  especially  since  smaller  amounts 
of  fecal  material  were  used  in  the  Llanos  Aden- 
tro tests. 

Although  the  use  of  fecal  exams  to  esti- 
mate prevalence  of  persons  passing  eggs  in 
their  feces  gives  an  important  parameter  in  the 


transmission  cycle,  the  presence  of  these  eggs 
indicates  only  bisexual,  mature  infections 
and  not  unisexual  or  immature  infections, 
common  in  areas  of  sporadic  or  low-level  trans- 
mission. From  theoretical  considerations  it  has 
been  shown  that  a 20  percent  prevalence  of 
egg-passers  in  an  endemic  population  could  in- 
dicate prevalence  of  worms  as  high  as  70  per- 
cent, if  both  unisexual  and  bisexual  infections 
are  counted  (11).  Although  this  theoretical 
consideration  was  based  on  the  assumption 
of  an  even  geographic  distribution  of  trans- 
mission, it  did  indicate  that  many  people  may 
be  erroneously  labeled  as  false  positives  when 
diagnoses  by  immunological  tests  are  compared 
to  a standard  determined  by  fecal  examinations. 
In  a true  sense,  these  people  are  not  false  posi- 
tives since  they  may  harbor  schistosome  worms 
of  a single  sex. 

The  first  island-wide  prevalence  survey 
in  Puerto  Rico  with  the  skin  test  was  calibrated 
with  fecal  exams  (9).  Of  1,345  fifth  grade  chil- 
dren tested  in  1963  by  both  methods,  244  were 
positive  by  the  skin  test  and  90  were  positive 
by  the  single  fecal  exam.  Adjusting  the  fecal 
exam  prevalence  by  its  rate  of  false  positives 
determined  from  Llanos  Adentro  (1-q  = 0.63), 
gave  a true  prevalence  of  egg-passers  of  11  per- 
cent compared  to  the  skin-test  prevalence  of 
18  percent.  Thus  in  contrast  to  the  1969  find- 
ings in  Ceiba  Norte,  the  calibration  of  the  skin 
test  in  1963  showed  a prevalence  of  skin-test 
reactors  slightly  higher  than  the  prevalence 
of  egg  passers.  This  contrast  with  the  1969 
comparison  in  Ceiba  Norte  may  have  been  due 
to  the  use  of  smaller  quantities  of  feces  in  the 
1963  tests  or  because  of  lower  intensities  of 
infections  in  the  children  tested  in  1963  and 
thus  a larger  number  of  unisexual  infections. 
The  differences  may  also  have  been  due  to 
changes  in  methodology.  In  any  event  they 
indicated  the  necessity  of  calibrating  the  skin 
test  against  standard  fecal  tests  whenever  a 
skin  test  prevalence  survey  is  made,  similar 
to  the  procedure  followed  in  1963  or  in  the 
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1969  study  in  Ceiba  Norte. 

The  low  specificity  of  the  fluorescent 
antibody  test  was  probably  due  to  the  pre- 
sence of  unisexual  infections,  a characteris- 
tic of  this  test  which  has  been  demonstrated 
in  mice  (12).  The  low  specificity  of  the  slide 
flocculation  test  is  probably  due  to  cross- 
reactions with  migrating  larvae  of  Ascaris 
lumbricoides  infections  which  are  common 
in  Puerto  Rico  (5).  Recent  modifications  using 
stunted  worms  in  the  test  might  provide  a 
means  to  reduce  this  effect  (13). 

The  intradermal  test  using  adult  worm 
antigen  was  selected  as  the  replacement  for 
the  fecal  examinations  since  it  gave  the  closest 
approximation  to  the  prevalence  obtained 
from  fecal  examinations,  and  was  the  simplest 
and  most  rapid  of  the  three  indirect  tests. 
Although  the  rates  of  falsely  negative  and 
falsely  positive  reactions  were  fairly  high, 
they  balanced  each  other  in  large  populations. 
Calibrations  of  the  accuracy  of  the  skin  test 
made  in  1963  and  1969  reconfirmed  the  need 
to  calibrate  a portion  of  the  skin-test  results 
against  stool  exams  for  each  large  survey.  With 
these  qualifications  however,  the  skin  test 
seemed  to  be  the  most  useful  of  the  available 
prevalence  tests  for  continued  evaluation  of  the 
control  program.  Thus  the  skin  test  survey  of 
1963  was  repeated  in  1969  and  1976  on  fifth 
grade  children  from  the  same  schools  selected 
in  the  1963  randomized  sample,  as  part  of  the 
evaluation  and  guidance  for  the  operational 
program  for  schistosomiasis  control  in  Puerto 
Rico  (14,  15). 
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Most  people  gradually  stop  producing  lactase, 
the  milk  sugar  splitting  enzyme,  shortly  after 
weaning.  With  the  exception  of  most  Northern 
Europeans,  few  ethnic  groups  handle  lactose  well, 
especially  as  adults.  In  fact,  some  groups  such  as 
adult  Blacks,  Orientals  and  American  Indians 
seem  to  be  almost  without  any  ability  to  produce 
lactase.  Central  European  and  Mediterranean 
descendants  clearly  demonstrate  the  problem  to  a 
moderate  degree. 

Estimates  vary,  but  there  are  believed  to  be 
some  30  million  lactose  intolerant  persons  in  the 
U.S.  alone. 

Therefore,  lactose  intolerance  should  be 
an  immediate  consideration  when  there  are  G.l. 
complaints  of  unknown  etiology. 

Suspect  lactase  deficiency  when  your  patient 
complains  of  gas,  indigestion,  excessive  flatulence, 
diarrhea  or  vague  abdominal  pain.  Consider  too, 
that  a patient  with  known  organic  bowel  disease 
may  also  have  lactose-related  problems. 

Q.  Does  all  this  mean  that  such  patients  must  refrain 
from  the  use  of  milk  and  other  dairy  products? 

A.  Probably  not.  One  packet  of  Lact-Aid'properly 
mixed  with  one  quart  of  milk  provides  sufhcient 
lactase  enzyme  to  hydrolyze  most  of  the  lactose 
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ACRODERMATITIS  ENTEROPATICA:  EMERGENCIA  PEDIATRICA. 
ROL  DEL  ZINC  EN  SU  PATOGENESIS. 


José  M.  García-Castro,  MD,  Edna  Zayas,  MD,  Fermín  Sánchez-Lugo,  MD 
y Lourdes  de  la  Peña- Arroyo,  MD 


Resumen:  Se  presenta  el  caso  de  un  bebé, 

hembra,  de  un  mes  de  edad,  quien  presentó 
con  signos  de  acrodermatitis  enteropática: 
diarrea,  lesiones  cutáneas  hulosas  y denudadas 
en  las  extremidades  y circundante  los  orificios 
corporales,  y niveles  bajos  de  zinc  sérico  (0.60 
mg/L).  Se  discute  la  importancia  del  zinc  en  la 
etiología  y en  la  terapéutica  de  la  condición. 
Se  subrraya  el  hecho  de  que  ésta  es  una  urgen- 
cia pediátrica,  ya  que  de  no  instalarse  terapia 
con  sulfato  de  zinc  por  vía  oral  la  mortalidad 
es  muy  alta.  Se  insiste  en  la  importancia  del 
asesoramiento  genético  puesto  que  la  acroder- 
matitis enteropática  es  una  enfermedad  here- 
ditaria, con  patrón  de  herencia  autosómico 
recesivo. 

Summary:  We  present  the  case  of  a one  month 
old  baby  girl,  who  manifested  the  signs  of  acro- 
dermatitis enteropathica:  diarrhea,  bullous  and 
denuded  skin  lesions  in  the  extremities  and 
surrounding  the  body  openings,  and  low  levels 
of  zinc  in  serum  (0.60mg/L).  We  discuss  the 
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importance  of  zinc  in  the  etiology  and  treatment 
of  this  condition.  We  emphasize  that  this  is  a 
pediatric  emergency,  since  failure  to  commence 
treatment  with  zinc  sulphate  orally  can  result 
in  a high  mortality.  We  insist  on  the  importance 
of  genetic  counseling  for  acrodermatitis  entero- 
pathica is  a genetic  disease  which  exhibits  an 
autosomal  recessive  mode  of  inheritance. 

Introducción 

La  acrodermatitis  enteropática  es  una  en- 
fermedad genética,  rara  y sin  preferencias 
étnicas,  que  exhibe  un  patrón  de  herencia 
autosómico  recesivo.  Aunque  Danbolt  y Closs 
(1)  la  reconocen  como  una  entidad  específica 
en  1942,  ya  había  sido  descrita  por  Hopkins 
en  1932  (2)  y por  Brandt  en  el  1937  (3).  Los 
hallazgos  clínicos  primordiales  son  la  diarrea, 
la  alopecia,  y muy  particularmente,  las  lesiones 
en  piel  severísimas,  con  distribución  en  las 
extremidades  y circundante  los  orificios  cor- 
porales, de  tipo  vesico-buloso,  eczematoideo 
y/o  psoriasiforme.  Además  suele  acompañarse 
de  cuadros  infecciosos  recurrentes,  particular- 
mente por  Candida  albicans  y Pseudomonas 
(2,  4),  siendo  ello  la  causa  más  frecuente  de 
muerte  en  la  infancia.  De  sobrevivir  el  afectado 
puede  luego  manifestar  retardo  en  el  creci- 
miento, hipogonadismo,  letargo  y apatía  (5). 
La  enfermedad  es  una  de  urgencia,  ya  que 
de  no  instituirse  el  régimen  terapéutico  espe- 
cífico, el  infante  afectado  puede  morir.  Hasta 
hace  poco  el  tratamiento  consistía  en  la  ad- 
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ministración  de  diiodohidroxiquinolina,  lo  cual 
podía  acarrear  problemas  de  atrofia  del  nervio 
óptico,  produciéndose  ceguera  permanente  (6). 
En  1973,  Moynahan  y Barnes  (7)  encuentran 
en  esta  enfermedad  niveles  bajos  de  zinc  en 
suero,  lo  cual  les  sugiere  una  modalidad  tera- 
péutica: el  uso  de  compuestos  de  zinc  por  vía 
oral.  La  utilización  del  zinc  ha  alterado  radi- 
calmente el  curso  de  la  condición  puesto  que 
con  su  uso  temprano  se  obtiene  una  remisión 
de  la  enfermedad  (8  al  14).  El  motivo  de  esta 
comunicación  es  presentar  nuestra  experiencia 
clínica  y terapéutica  reciente  con  un  bebé  afec- 
tado por  esta  condición  y alertar  a la  urgencia 
que  presenta  el  manejo  temprano  de  la  misma. 

Presentación  del  Caso 


A.  P.  S.,  hembra,  nació  el  7 de  enero  de  1977 
en  Arecibo,  Puerto  Rico,  la  primogénita  de  un  matri- 
monio no-consanguíneo,  teniendo  la  madre  17  años. 
El  embarazo  fue  a término  y sin  complicaciones,  igual- 
mente el  parto.  La  bebé  estuvo  bien  hasta  los  19  días 
de  edad  cuando  desarrolla  diarrea,  lo  cual  motiva  su 
admisión  al  Hospital  de  Distrito  de  Arecibo  con  signos 
de  desbidratación  moderada.  Se  instala  un  régimen 
terapéutico  de  antibióticos  y re-hidratación  parenteral 
y a los  5 días  ya  se  observa  mejoría  clínica.  Sin  em- 
bargo, 24  boras  después  de  descontinuados  los  anti- 
bióticos, desarrolló  un  cuadro  de  hipoactividad,  chu- 
pada débil  y distensión  abdominal,  que  impresionó 
como  de  septicemia.  Fue  entonces  referida  al  Hospital 
Universitario  de  Niños  para  su  manejo.  Al  admitirse, 
la  paciente  presentaba  con  hipoactividad,  piel  motea- 
da, distensión  abdominal,  hepatomegalia  y ramazones 
violáceas  en  la  frente  y manos  que  se  tornaron  erite- 
matosas  24  horas  más  tarde.  Se  comienza  un  régimen 
de  líquidos  y antibióticos  parenterales,  pero  4 días 
más  tarde  persistía  aún  el  mismo  cuadro  con  el  agra- 
vante de*  lesiones  en  piel,  hulosas  y denudadas,  en  las 
extremidades,  abdomen  y alrededor  de  los  orificios 
corporales  (Figura  1).  Se  sospechó  la  posibilidad  diag- 
nóstica de  acrodermatitis  enteropática,  por  lo  cual 


se  determinaron  niveles  séricos  de  zinc.  Estos  fueron 
bajos,  0.60  mg/L,  siendo  lo  normal  de  0.69-1.85  mg/L. 
También  se  tomó  una  biopsia  de  piel  para  estudios 
histológicos  los  cuales  demostraron  un  estrato  córneo 
hiper-  y paraqueratótico  con  edema  intracelular  del 
estrato  de  Malphigii  y cambios  inflamatorios  en  la 
dermis  superior,  todos  compatibles  con  el  diagnóstico 
presuntivo  de  acrodermatitis  enteropática,  pero  que 
también  se  pueden  observar  en  otros  cuadros  caren- 
ciales, e.g.,  pelagra.  Inmediatamente  se  comenzó  en 
terapia  con  sulfato  de  zinc,  150  mgs  diarios  divididos 
en  tres  dosis.  Con  dicha  terapia,  las  lesiones  en  piel 
mejoraron  marcadamente  en  términos  de  12  horas, 
pero  lamentablemente,  por  la  septicemia  gram  nega- 
tiva que  desarrolló  secundaria  a una  perforación  in- 
testinal, la  paciente  falleció  el  18  de  febrero  de  1977, 
a los  42  días  de 'nacida  y a las  48  horas  después  de 
comenzado  el  tratamiento  con  zinc.  Un  dato  de  im- 
portancia, como  se  discutirá  a continuación,  es  que 
nunca  la  madre  lactó  al  paciente. 

Discusión 

Aunque  la  etiología  precisa  de  la  acroder- 
matitis enteropática  aún  nos  elude,  se  ha  pen- 
sado desde  hace  varias  décadas  en  la  posibilidad 
de  una  deficiencia  en  algún  factor  bioquímico. 
El  hecho  de  que  la  enfermedad  hace  su  aparición 
con  el  destete  sugirió  a Brandt  en  1937  la  posi- 
bilidad de  que  se  tratase  de  algún  nutriente  pre- 
sente en  la  leche  humana  y ausente  en  la  bovina 
(3).  Otros  postulan  un  proceso  infeccioso  del 
tracto  gastrointestinal  como  responsable  de  la 
condición,  hipótesis  que  llevó  a la  utilización 
del  diiodohidroxiquinolina  para  el  manejo  de 
la  enfermedad  con  resultados  buenos  (2,  15), 
salvo  por  el  efecto  tóxico  de  la  droga  antes 
mencionado  (6).  Otras  consideraciones  etioló- 
gicas  postuladas  han  relacionado  la  enfermedad 
con  el  metabolismo  de  triptófano  con  la  acu- 
mulación del  ácido  xanturénico  (16,  17),  con 
defectos  pancreáticos  (18),  y con  el  metabolis- 
mo de  ácidos  grasos,  en  la  conversión  de  ácido 
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Figura  1 : Fotos  de  nuestro  paciente  antes  del  comienzo  de  la 
terapia  con  zinc.  Se  observan  las  lesiones  cutáneas  características 
de  la  acrodermatitis  enteropática. 


linoléico  a araquidónico  (19).  Infusiones  de 
ácidos  grasos  (19)  y de  hidrolizados  protéicos 
(20)  en  pacientes  con  acrodermatitis  entero- 
pática  no  tuvieron  resultados  satisfactorios  en 
todos  los  pacientes  tratados.  Al  descubrir  Moy- 
nahan  la  deficiencia  sérica  de  zinc  en  estos  casos 
y la  corrección  de  la  sintomatología  mediante 
el  uso  de  este  fármaco,  se  circunscribe  la  bús- 
queda etiológica  a procesos  relacionados  con 
el  manejo  de  este  elemento  en  el  humano. 
Dos  teorías  surgen:  una  brega  con  un  proble- 
ma metabólico  en  la  absorción  intestinal  nor- 
mal del  zinc,  mientras  la  otra  postula  un  defec- 
to enzimático  que  permite  la  presencia  de  me- 
tabolitos  los  cuales  complejan  con  el  zinc  in- 


testinal y evita  así  su  absorción  (8).  El  hecho 
de  que  Lombeck  y colaboradores  (21)  encuen- 
tren la  absorción  intestinal  de  zinc  radioactivo 
disminuida  en  pacientes  con  acrodermatitis 
enteropática  tiende  a favorecer  la  hipótesis 
primera.  Sin  embargo  recientemente,  Eckhert 
y colaboradores  (22)  encuentran  que  existen 
diferencias  entre  los  tamaños  de  las  moléculas 
portadoras  del  zinc,  ya  que  éste  requiere  de 
ellas  para  su  transporte,  siendo  el  tamaño  de 
las  presentes  en  la  leche  humana  menor  que 
las  de  las  otras  especies.  Ello  sugiere  una  ex- 
plicación al  beneficio  terapéutico  documentado 
de  la  leche  materna,  ya  que  siendo  el  complejo 
con  zinc  menor  en  tamaño,  y posiblemente  en 
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estructura  molecular,  esto  facilite  la  absorción 
del  zinc  a través  del  intestino,  o que  el  com- 
plejo de  zinc  en  leche  materna  lo  proteje  de 
quelación  por  otras  substancias  intestinales, 
permitiendo  así  su  mejor  absorción.  Moynahan 
(8),  por  su  parte,  postula  la  posibilidad  de  una 
deficiencia  enzimática,  parcial  o total,  de  una 
oligopeptidasa  secretada  por  los  enterocitos, 
cuya  función  es  la  hidrólisis  de  un  péptido  pe- 
queño producido  por  la  degradación  de  pro- 
teínas dietéticas,  salvo  las  de  la  leche  materna. 
Este  oligopéptido,  a su  vez,  forma  un  complejo 
insoluble  con  el  zinc,  disminuyendo  así  su 
absorción  al  torrente  sanguíneo.  Ninguna  de 
las  hipótesis  anteriores  han  sido  confirmadas 
y el  problema  se  complica  más  al  encontrar 
Garretts  y Molokhia  (23)  en  un  paciente  con 
acrodermatitis  enteropática,  niveles  normales 
o altos  de  zinc  en  suero  y en  tejidos  y que, 
no  obstante,  responde  satisfactoriamente  a 
terapia  oral  con  sulfato  de  zinc.  Ello  impli- 
caría un  problema  en  la  utilización  del  zinc 
para  los  procesos  metabólicos  y no  en  su  ab- 
sorción. Relativo  al  mejoramiento  observado 
con  la  diiodohidroxiquinolina  y con  las  infu- 
siones de  hidrolizados  de  proteínas,  parece 
que  se  trata  de  casos  de  coincidencias  fortuitas, 
ya  que  se  ha  encontrado  que  estas  prepara- 
ciones contienen  como  impurezas  cantidades 
variables  de  zinc  (13,  14),  aunque  en  el  caso 
de  la  diiodohidroxiquinolina  Moynahan  (8) 
postula  que  el  beneficio  observado  con  el  uso 
de  la  droga  es  por  un  aumento  en  la  absor- 
ción intestinal  del  zinc  disponible. 

Como  indicamos  anteriormente,  al  ad- 
ministrársele sulfato  de  zinc  a nuestra  pacien- 
te, en  alrededor  de  12  horas  se  notó  una  me- 
joría franca  en  cuanto  a las  lesiones  cutáneas, 
estando  éstas  virtualmente  curadas  al  momen- 
to de  su  deceso.  Fue  muy  lamentable  el  que 
no  se  iniciase  el  régimen  terapéutico  antes, 
cosa  que  quizás  pudo  haber  evitado  el  desen- 
lace fatal.  Conviene  recalcar  que  ésta  es  una 
enfermedad  multisistémica  y que,  además 
de  las  lesiones  en  piel,  se  observan  lesiones 


sugestivas  de  una  enteropatía  intestinal,  ha- 
biéndose observado  inclusiones  en  las  células 
de  Paneth,  las  cuales  desaparecen  con  la  ins- 
titución de  un  régimen  terapéutico  de  zinc 
(24,  25).  Igualmente  hay  que  señalar  las  de- 
ficiencias inmunológicas  que  se  observan  en 
esta  condición,  particularmente  por  la  qui- 
miotaxis  alterada  de  monocitos  y polimorfo- 
nucleares  (26),  lo  cual  conlleva  una  suscepti- 
bilidad exagerada  a agentes  infecciosos  que 
puede  acarrear  la  muerte,  tal  y como  sucedió 
en  nuestro  paciente.  Esta  alteración  en  la  qui- 
miotaxis  también  es  reversible  con  la  adminis- 
tración del  zinc  (26).  Ello  nos  mueve  a exhor- 
tar la  más  presta  diligencia  tanto  en  el  diag- 
nóstico como  en  el  manejo  de  infantes  que 
presenten  con  signos  sugestivos  de  esta  con- 
dición. Finalmente,  tenemos  que  insistir  que 
siendo  ésta  una  enfermedad  hereditaria,  el 
diagnóstico  de  la  misma  nos  obliga  alasesora- 
miento  genético  a los  padres  del  afectado, 
ya  que  están  en  riesgo  de  25  por  ciento  de 
tener  otro  afectado  en  un  embarazo  subsi- 
guiente. También  debemos  orientar  hacia  la 
deseabilidad  terapéutica  de  la  lactancia  en 
estos  casos,  especialmente  en  nuestros  días 
cuando  la  lactancia  materna  ha  caído  en  tan 
poca  estima. 

Relativo  a las  personas  afectadas  con  la 
condición  y que  llegan  a una  edad  reproducti- 
va, cosa  de  esperarse  con  más  frecuencia  ahora, 
gracias  a los  beneficios  de  la  terapia  con  zinc, 
además  de  la  transmisión  de  la  enfermedad  a su 
progenie,  particularmente  si  se  casan  consangui- 
neamente,  se  ha  asociado  una  incidencia  mayor 
de  malformaciones  fetales,  especialmente  anen- 
cefalia,  en  embarazos  de  los  afectados  (27). 
Como  aún  no  se  sabe  si  esta  asociación  es  de- 
bida a factores  ajenos  a la  deficiencia  en  zinc, 
conviene  en  estos  casos  determinar  los  niveles 
de  a-fetoproteína  en  líquido  amniótico  para 
descartar  así  la  posibilidad  de  malformación 
fetal  del  tubo  neural  (28). 
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ELECTROCARDIOGRAM  OF  THE  MONTH 
Charles  D.  Johnson,  MD 


Abstract:  Unknown  esophageal  electrocar- 

diograms are  presented.  General  aspects  of 
proximity  electrocardiography  are  briefly  dis- 
cussed in  this  communication. 

The  following  unknown  tracings  are  presented  for  analysis: 
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Figure  1 A.  See  text. 


Description  of  the  Electrocardiograms. 

From  the  UPR  School  of  Medicine,  Dept,  of  Medicine, 

Rio  Piedras,  Puerto  Rico  00936.  Figure  1 A,  Patient  1,  is  an  adult  male 
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Patient  1.  gCG 


Figure  1 B.  See  text. 


with  gout,  Hammon-Rich  syndrome,  pneu- 
monia and  ileus,  not  taking  digitalis  or  qui- 
nidine.  Strip  1 is  a bipolar  esophageal  lead, 
BE  40  (esophageal,  E),  with  the  right  arm 
and  left  arm  electrocardiographic  electrodes 
connected  to  the  proximal  and  distal  esopha- 
geal electrodes,  respectively,  and  the  electro- 
cardiogram (EGG)  selector  switch  on  lead  1, 
at  the  40  cm  level  from  the  nares.  The  large, 
thin  mainly  upright  complexes  are  prominent 
flutter  (F)  waves  measuring  8-10  mm  in  vol- 
tage, at  a rate  of  355  per  minute.  Strip  2 is 
a bipolar  lead  (between  the  esophageal  and 
foot  electrodes)  at  the  same  level  with  the 
switch  on  lead  11.  F waves  are  likewise  quite 
prominent.  The  QRS  complexes  are  hardly, 
if  at  all,  evident  with  these  lead  connections. 
Strips  3 and  4 are  BE  38  leads.  Strip  3 using 
a lead  1 and  Strip  4 using  a lead  11  selection; 
QRS  complexes  become  evident  in  the  latter. 
Strips  5 through  8 are  unipolar  esophageal 
leads,  VE;  Strip  5 is  recorded  at  the  46  cm  le- 
vel, Strip  6 at  VE  41,  while  Strip  7 is  at  ap- 
proximately VE  39  and  Strip  8 at  VE  38.  F 
waves  are  large,  a maximum  of  17  mm  total 
voltage,  and  the  QRS  complexes  are  evident 


more  distally.  Tiny  notches  are  seen  in  the 
baseline  in  Strip  7 (between  F waves  2 and  3, 
8 and  9,  11  and  12,  14  and  15)  and  Strip  8 
(between  F waves  2 and  3,  8 and  9,  14  and 
15,  20  and  21)  and  represent  ventricular  ac- 
tivity. Atrioventricular  (AV)  conduction  is 
6:1  and  3:1  (Strips  4,  5,  7 and  8)  with  a ven- 
tricular rate  of  59  and  118,  and  a F rate  of 
355  per  minute.  Figure  1 B from  the  same 
patient  shows  atrial  flutter  with  6:1  and  3:1 
AV  conduction,  but  with  slight  variations 
in  the  F-R  and  R-R  intervals  (perhaps  due  to 
concealed  conduction  or  longitudinal  disso- 
ciation within  the  AV  junction),  right  bundle 
branch  block,  left  axis  deviation,  probably 
an  old  inferior  myocardial  infarction,  and  rS 
or  QS  complexes  in  lead  V0,  inverted  flutter 
waves  in  leads  11,  111,  aVF  and  Vg  and  small 
F waves  in  V^.  The  origin  of  this  rhythm  may 
be  from  the  inferior  left  atrium. 

Figure  2 A,  Patient  2,  is  an  adult  female 
with  rheumatic  heart  disease,  mitral  and  aortic 
valve  disease,  and  congestive  heart  failure,  tak- 
ing digitalis,  an  oral  diuretic  and  potassium. 
Strip  1 is  a BE  40  (lead  1)  showing  large  P wa- 
ves, total  positive  and  negative  voltage  of  13 
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Patient  2. 


Figure  2 A.  See  text. 


Patient  2.  BCG 


Figure  2 B.  See  text. 


mm,  of  narrow  width  and  rapid  intrinsicoid 
deflection.  Strips  2 and  3 are  pull-back  record- 
ings showing  multiform  P waves,  either  pre- 
dominantly upright  (distally),  equiphasic,  or 
predominantly  negative  (proximally).  Strips 
4 through  8 are  VE  leads  recorded  at  50,  48, 
44,  39  and  36  cm,  from  left  to  right,  respec- 
tively. P.  waves  are  the  largest  at  VE  44.  The  P 
and  QRS  complexes  are  upright  distally  and 
downwardly  oriented  proximally.  The  Figure 
2-B  ECG  of  this  patient  shows  first  degree  AV 
block,  bi-atrial  enlargement,  right  ventricular 
and  perhaps  also  left  ventricular  hypertrophy; 


a Qr  complex  is  present  in  and  a qrSr'in 
lead  V2.  The  Lewis  lead  reveals  tall  P waves. 

Discussion 

Brown  (1)  popularized  esophageal  electro- 
cardiography, and  it  has  enjoyed  a limited 
degree  of  application  over  the  years  with  the 
development  of  its  technical  and  clinical  as- 
pects by  a number  of  investigators  (2-10). 
The  major  application  has  been  the  evaluation 
of  atrial  activation  abnormalities  not  apparent 
on  the  usual  electrocardiographic  leads,  in  view 


Bol.  Asoc.  Méd.  P.  Rico 
Septiembre  1978 


Electrocardiogram  of  the  Month 


316 


of  its  superior  value  in  the  diagnosis  and  dif- 
ferential diagnosis  of  complex  cardiac  arryth- 
mias  (11-13).  Its  other  applications  are  to  aid 
in  the  difficult  diagnosis  of  dorsal  myocardial 
infarction,  to  diagnose  atrial  ischemia  and  in- 
farction, to  study  atrial  dissociation,  and  in 
the  clinical  and  research  study  of  atrial  and  ven- 
tricular excitation  patterns  (14,  15).  The  eso- 
phageal lead  represents  a cardiac  proximity 
lead  or  semi-direct  left  atrial  lead. 

Either  unipolar  or  bipolar  leads  may  be 
utilized,  but  the  latter  have  proven  the  better 
of  the  two  modes  of  recording.  Brody  and 
Copeland  (2-4,  16)  developed  a simple  bipolar 
lead  system  using  a rubber  nasogastric  tube, 
lead  wires  that  run  the  length  of  the  tube  and 
a saline  bridge,  the  Brody  electrode,  with  2 cm 
distance  between  the  two  electrodes.  This 
electrode  provides  a relatively  stable,  consis- 
tent baseline  and  minimizes  the  previously 
encountered  erratic  baseline  and  technical 
problems.  A bipolar  lead  provides  a maxima- 
lly enlarged  P wave  while  simultaneously  can- 
celling the  QRS  complex,  thus  augmenting 
the  P/QRS  amplitude  ratio  (1-7  as  compared 
to  a ratio  of  0.10-0.07).  It  is  strikingly  sensi- 
tive to  minor  variations  in  the  time  course 
and  directions  of  atrial  depolarization,  aiding 
in  the  diagnosis  of  ectopic  atrial  depolarization; 
it  is  more  truly  a proximity  lead.  Brody  and 
Copeland  (2)  have  dealt  with  the  lead  vector 
and  lead  field  principles  pertinent  to  esophageal 
electrocardiography.  They  believed  that  the 
esophageal  technique  is  simple,  reliable,  con- 
venient, relatively  harmless,  caused  little  patient 
discomfort,  and  was  a less  time-consuming 
technical  procedure  than  the  intravenous  cavi- 
tary technique.  It  resembles  a direct  atrial 
intracavitary  lead,  or  at  lower  levels  a semi- 
direct  lead  from  the  inferioposterior  aspect  of 
the  left  ventricle,  a blind  area  to  the  conventio- 
nal ECG. 

The  nasopharynx  may  be  lightly  anes- 
thesized  for  tube  passage,  and  the  catheter 


is  lubricated.  Tripolar  pacemaker  (8)  or  mul- 
tiple electrode  catheters,  such  as  the  Nyboer 
catheter  with  10  outlets  (6),  may  serve  well, 
allowing  single  point  unipolar  or  bipolar  re- 
cordings (time-based  potential  differences)  bet- 
ween any  two  electrodes.  A disposable  cathe- 
ter technique  has  been  devised  (7).  Contrain- 
dications for  esophageal  electrocardiography 
are  intrinsic  esophageal  disease,  such  as  vari- 
ces, acute  myocardial  infarction,  and  increased 
vagal  sensitivity  (1,  5,  10).  It  is  useful  to  record 
one  or  more  standard  ECG  leads  in  addition, 
this  necessitating  a 4-channel  electrocardio- 
graph. If  the  sizes  of  the  P and  QRS  complexes 
are  similar  on  the  E lead,  then  the  differences 
may  be  more  apparent  on  these  leads  (11,  111, 
V]^)  (17).  Other  lead  connections  may  be  em- 
ployed such  as  the  use  of  the  central  terminal 
or  bipolar  leads  between  the  esophagus  and 
extremity,  as  used  in  my  Patient  1. 

The  location  of  the  electrode  site  may 
be  determined  by  measurements  marked  on 
the  tube,  by  fluoroscopy  or  by  the  intrinsic 
deflection  of  the  P waves.  Proximity  P waves 
have  a rapid  intrinsicoid  deflection,  30-80  msec, 
and  a duration  less  than  in  lead  11.  Measured 
from  the  nares  the  atria  lie  approximately  at 
25-47  cm,  the  ventricles  at  40-60  cm  and  the 
transition  zone  at  35-50  cm  distally;  the  biatrial 
transition  is  at  39-40  cm.  A deep  negative  P at 
the  high  right  atrium  (RA),  biphasic  large  P 
(plus,  minus)  at  mid  RA  and  a large  upright 
P at  the  low  RA  are  characteristic,  with  QR, 
Qr  or  QS  ventricular  complexes  and  inverted 
T waves.  Ventricular  level  leads  show  small 
upright  P and  QRS  complexes  resembling  left 
precordial  complexes  (1,  5,  9).  Berman  (15) 
observed  P waves  with  an  initial  QS-  (P)qS  - 
or  (P)rS,  when  the  electrode  was  above  the 
AV  groove  (E-10  to  E-25);  atrial  depolariza- 
tion directed  toward  the  exploring  electrode, 
a (P)R  complex  when  the  electrode  was  be- 
low the  AV  groove  (E  35  to  E 50);  and  a large, 
sharpely  peaked,  biphasic  complex,  a (P)RS, 
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at  the  level  of  the  AVgroove  (E  25-E  35).  The 
maximal  (P)R  amplitude  is  10  mm.  The  P-R 
segment  is  usually  isoelectric  but  the  take-off 
may  be  depressed  to  2 mm,  as  a straight  line. 

Presently,  right  atrial  intracavitary  leads 
are  more  popular  than  E leads  for  the  men- 
tioned indications;  particularly  the  former 
have  proven  valuable  in  the  diagnosis  of  con- 
genital heart  disease,  localization  of  the  ca- 
theter for  catheterization  and  selective  angio- 
graphy, placement  of  therapeutic  pacemaker 
catheters  (18-21)  and  the  analysis  of  Wolff- 
Parkinson-White  electrophysiology  (along  with 
His  bundle  studies)  (22).  Some  workers  believe 
that  this  method  is  easier,  safer  and  causes 
less  discomfort  and  vagal  stimulation  to  the 
patient  and  provides  larger,  clearer  more  stable 
P waves  than  does  E electrocardiography.  The 
technique  of  Vogel  (18)  (float-in  catheter), 
percutaneous  catheter  sheath  technique  or 
others  may  be  employed.  Percutaneous  inser- 
tion (antecubital  or  median  basilic  vein)  through 
a number  18  needle  of  a platinum  electrode 
on  a Telflon-coated  wire,  with  ECG  monitoring, 
or  PE  60  catheter,  is  applicable.  Or,  a stainless 
steel  or  Telflon-coated  wire  of  the  same  length 
may  be  placed  into  a previously  placed  RA 
catheter  (10).  Proper  grounding  and  isolation 
from  the  patient  are  essential  because  as  little 
as  12  microamps  can  cause  ventricular  tachy- 
arrythmias. Kishon  et  al  (10)  devised  isolation 
amplifiers  with  high  impedence  to  minimize 
electrical  hazards  in  intracardiac  and  E electro- 
cardiography. 

Berman  (15)  has  used  unipolar  E electro- 
cardiography to  diagnose  atrial  ischemia  (depres- 
sed Ta  wave),  atrial  infarction  [elevated  P Ta 
wave,  coving,  cavity  complex  of  the  P wave-(P) 
Q and  splintering  of  the  P]  and  to  detect  P volt- 
age changes,  despite  a normal  or  equivocal  scalar 
ECG.  He  believed  this  method  offered  diagnostic 
and  prognostic  information,  with  advantages 
especially  in  atrial  pathology.  If  the  (P)R  is 
greater  than  10  mm  in  amplitude  atrial  enlarge- 


ment is  likely. 

Most  of  the  cardiac  arrythmias  have  been 
studied  by  E and  atrial  intracavitary  electro- 
cardiography. These  include  atrial,  junctional 
and  ventricular  tachycardias,  AV  block  and 
dissociation,  aberrant  ventricular  conduction, 
retrograde  atrial  conduction,  reciprocal  and 
Wolff-Parkinson-White  rhythms.  In  a case  of 
ventricular  tachycardia  and  2:1  ventriculo- 
atrial conduction,  P' waves  of  10  mm  on  the 
VE  lead  and  18  mm  on  the  BE  lead,  were 
observed  (3).  Kistin  (17)  showed  the  high 
incidence  of  retrograde  atrial  conduction  from 
ventricular  rhythms  using  an  esophageal  lead 
technique.  P 'waves  measuring  up  to  20-22  mm 
tall  have  been  observed  (3,  15,  17).  Large, 
sharpe,  slightly  irregular,  biphasic  f waves  of 
8-12  mm  voltage  can  occur  in  atrial  fibrilla- 
tion. 

Atrial  flutter  has  been  studied  clinically 
and  experimentally  on  a number  of  occasions 
with  E (3,  6,  7,  23,  24)  and  intracavitary  (9, 
21,  24)  electrocardiography.  F waves  may 
manifest  as  monophasic  (negative  or  positive) 
or  biphasic  waves  without  an  isoelectric  period, 
small  in  size  or  quite  large-  6 to  20  mm  in  vol- 
tage; (3)  the  F waves  measured  up  to  17  mm 
in  my  case.  BE  accentuates  the  F waves  while 
simultaneously  diminishing  the  QRS  complexes 
and  it  tends  to  cancel  the  large  undulations 
of  the  Ta  waves.  Atrial  flutter  is  believed  to 
have  its  origin  in  and  travel  away  from  the 
caudal  region  of  the  atria  (negative  component) 
to  the  cephalic  region  (positive  deflection)  (25). 
However,  it  may  have  origin  in  the  left  atrium, 
such  as  in  Mirowski’s  patient  (26)  and  perhaps 
in  the  patient  presented  in  this  communication. 
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CHOROID  PLEXUS  VISUALIZATION  (TECH- 
NETIUM 99M  PERTECHNETATE)  IN  RENAL 
INSUFFICIENCY 

J.  V.  Rivera,  MD,  FACP;  R.  Ramírez-González,  MD;  ].  Mora- 
les, MD;  A.  Norie^,  MD  - Veterans  Administration  Hospital 
and  School  of  Medicine  University  of  Puerto  Rico,  San  Juan, 
Puerto  Rico. 

Tc-99m  pertechnetate  and  KCLO^  were  employed 
in  a study  of  brain  scans  in  patients  with  chronic  renal 
insufficiency.  The  choroid  plexus  was  visualized  in  10 
of  22  patients  on  conservative  medical  treatment,  in 
20  of  22  patients  on  hemodialysis,  in  6 of  16  trans- 
plant recipients  and  in  none  of  37  controls.  Among 
patients  who  showed  concentration  of  pertechnetate 
in  the  choroid  plexus  when  given  KCLO^,  in  5 the 
same  finding  was  seen  when  premedicated  with  Lugol’s 
solution;  but  not  in  6 in  whom  scan  was  done  follow- 
ing administration  of  Tc-99m  DTPA.  Findings  sug- 
gest a functional  disturbance  of  the  choroid  plexus 
related  to  chronic  renal  insufficiency.  It  is  not  re- 
lieved by  hemodialysis  but  it  appears  to  improve  fol- 
lowing renal  transplant.  A possible  relation  to  neuro- 
logical syndromes  in  these  conditions  is  suggested. 


TETRACYCLINE  INDUCED  - THROMBO 
CYTOPENIA  PURPURA 

Gabriel  López-Berestein,  MD,  José  N.  Moreno,  MD,  Fernan- 
do Lopez-Malpica,  MD  - San  Juan  City  Hospital,  Rio  Piedras, 
Puerto  Rito. 

Vascular  purpura  with  and  without  thrombo- 
cytopenia associated  with  tetracycline  use  have  been 
previously  reported. 

Immunological  mechanism  have  been  implica- 


ted but  not  demonstrated.  A case  is  reported  in  which 
immunological  mechanism  for  tetracycline  depen- 
dent thrombocytopenia  was  proven  in  vitro. 

The  patient  a 23  y/o  male  with  Acne  Vulgaris 
which  has  been  treated  with  tetracycline  in  the  past. 

He  developed  a flu-like  syndrome  and  started  taking 
tetracycline  on  his  own.  He  developed  a right-side 
arm  hematoma  which  was  followed  by  multiple  he- 
matoma, purpuras  and  petechias  all  over  his  body. 
The  physical  examination  was  unremarkable  except 
for  the  petechia  and  generalized  purpura. 

The  admission  platelet  count  was  66,000;  CBC, 
LE  Cell,  ANA,  Coombs,  Febrile  Agglutinin  Hetero  File 
Antibodies,  SMA-12  were  all  within  normal  limits. 
Bone  marrow  revealed  increased  megakaryocytosis. 

Tetracycline  was  discontinued.  The  possibility 
that  the  clinical  picture  was  secondary  to  the  tetra- 
cycline was  ascertained  and  direct  platelet  aggluti- 
nation test  following  the  Harrington  technique  was 
performed.  In  summary:  1)  Platelet  + patient  serum 
+ Tetracycline  2)  Platelet  + control  serum  + Tetra- 
cycline 3)  Platelet  + .\B-serum  + Tetracycline. 

A positive  test  is  interpreted  when  there  is  plate- 
let aggregation  it  goes  from  0 to  +4. 

The  dilution  was  1:1;  1:10;  1:40;  1:60.  Results: 
All  the  control  groups  were  negative.  The  patient  se- 
rum + platelet  + Tetracycline  - gave  +4  agglutination 
even  in  the  lowest  dilution.  This  seems  to  be  the  first 
case  where  it  has  been  demonstrated  in  vitro,  that 
tetracycline  produce  an  immunologically  mediated 
thrombocytopenic  purpura. 

THE  EFFECT  OF  EXTRACELLULAR  FLUID 
VOLUME  EXPANSION  ON  RENAL  PHOS 
PHATE  HANDLING  IN  PSEUDOHYPOPARA- 
THYROIDISM. 

Francisco  L.  Burgos,  MD,  José  M.  Ayala,  MD,  Angel  Pietri, 
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MD  and  Manuel  Martínez-Maldonado,  FACP  - Medical  Service, 
San  Juan  VA  Hospital,  San  Juan,  P.  R. 

The  regulation  of  phosphate  (PO^  metabolism 
is  mostly  dependent  on  the  kidney.  Two  hormones 
appear  to  be  essential  for  this.  Parathyroid  hormone 
(PTH)  increases  the  excretion  of  PO^  by  inhibiting 
its  tubular  reabsorption,  while  1-25  (OH)  2^3  enhan- 
ces it.  In  addition  the  state  of  the  extracellular  fluid 
volume  (ECFV)  influences  PO^  excretion  in  a major 
way.  Volume  contraction  enhances  PO^  reabsorption, 
while  volume  expansion  (VE)  decreases  it.  When  the 
parathyroid  glands  are  intact  VE  markedly  increases 
the  excretion  of  Na  and  PO^  in  parallel,  while  in  their 
absence  little  or  no  phosphaturia  occurs  despite  VE. 
Most  of  these  studies  have  been  performed  in  animals 
and  it  is  not  known  whether  the  same  is  true  in  man. 
We  have  studied  this  problem  in  two  control  subjects, 
three  patients  with  pseudohypoparathyroidism  (PHP) 
and  one  with  idiopathic  hypoparathyroidism  (IHP). 
VE  in  controls  increased  Na  excretion  and  markedly 
diminished  tubular  reabsorption  of  phosphate  (TRP). 
The  response  was  similar  in  PHP.  TRP  did  not  change 
in  IHP.  Administration  of  PTH  to  the  PHP  showed 
no  effect  on  TRP.  Its  administration  during  VE  was 
associated  with  a further  rise  in  PO^  excretion  and 
reduction  in  TRP  all  due  to  VE.  By  contrast  PTH 
in  the  IHP  increased  PO^  excretion  massively  despite 
a small  effect  on  Na  excretion.  In  PHP  and  controls, 
both  of  which  have  circulating  PTH,  VE  causes  na- 
triuresis  and  phosphaturia  in  similar  proportions.  In 
contrast  in  IHP,  PTH  increases  PO^  excretion  in  the 
presence  of  VE  out  of  proportion  to  Na  excretion. 
Since  the  kidney  is  not  responsive  to  PTH  in  PHP, 
this  data  suggests  that  PTH  exerts  a modulating  ef- 
fect on  PO^  excretion  other  than  its  action  on  the 
renal  tubules. 


THE  INCIDENCE  OF  FACETS  DISEASE 
OF  BONE  IN  PUERTO  RICO 

J.  Denis,  MD  (Associate),  F.  Lopez-Malpica,  MD  (Associate)  - 
Department  of  Medicine,  San  Juan  City  Hospital,  Rio  Pie- 
dras, Puerto  Rico. 


A retrospective  study  of  the  patients  to  the 
San  Juan  City  Hospital  during  a 10  year  period  re- 
vealed that  this  diagnosis  was  established  only  II  ti- 
mes in  219,493  admissions. 

The  incidence  in  Puerto  Rico  is  I case  per  19,544 
hospital  admissions.  Rosenkrantz  reports  I case  per 
850  admissions  from  New  York,  de  Deuxchaines  and 
Krane  I per  900  admissions  from  the  Mayo  Clinic, 
Schmorl  I per  33  admissions  from  Dresden,  Germa- 
ny, and  Collins  I per  30  admissions  from  Yorkshire, 
England.  Reports  from  other  tropical  and  subtropical 
areas  showed  an  incidence  similar  to  ours. 

The  etiology  of  Pagets  Disease  of  Bone  is  un- 
known. Genetic  predisposition  (HLA  W22),  Parathy- 
roid Hormone  abnormalities,  viral  infections,  etc. 
have  been  postulated  as  possible  causes.  Barker  and 
Gardner  associated  Pagets  Disease  with  Vit  D defi- 
ciency in  infancy.  They  also  found  a lower  incidence 
in  Southern  than  in  Northern  England,  and  in  the  latter 
more  so  in  highly  industrialized  areas. 

The  incidence  of  Pagets  Disease  of  Bone  can  be 
inversely  correlated  to  the  average  hours  of  sunlight 
received  throughout  the  year.  In  England  and  Ger- 
many where  the  average  of  sunlight  per  day  is  4 hours 
this  disease  is  quite  frequent,  while  in  Puerto  Rico 
and  other  tropical  countries  where  the  average  sun- 
light per  day  is  II  hours  the  disease  is  rare.  Therefore 
we  believe  that  sunlight,  vitamin  D,  and  Pagets  Disease 
of  Bone  are  very  closely  related. 


LYMPHOCYTIC  NATURE  OF  LEUKEMIC 
RETICULOENDOTHELIOSIS 

Salomón  Asmar,  MD  (Associate),  Jesús  M.  Vázquez,  MD,  Fran- 
cisco Muniz,  MD,  and  Francisco  Robert,  MD  • Veterans  Ad- 
ministration Hospital,  San  Juan,  Puerto  Rico. 

Leukemic  reticuloendotheliosis  is  a well  defined 
clinical  entity  characterized  by  the  presence  of  ab- 
normal mononuclear  cells  which  involve  spleen,  peri- 
pheral blood  and  bone  marrow.  Due  to  the  cells  cyto- 
plasmic projections,  leukemic  reticuloendotheliosis  is 
commonly  called  “hairy  cell  leukemia”.  The  nature 
of  these  cells  is  unclear  and  controversy  exi-st  as  to 
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whether  they  are  of  lymphocytic  or  monocytic  origin. 
Common  manifestations  are  insidious  onset,  anemia, 
leukopenia,  splenomegaly  and  thrombocytopenia.  Two 
cases  of  hairy  cell  leukemia  with  findings  similar  to 
those  described  above  are  reported.  Both  patients 
were  male,  78  and  51  years  old,  and  were  shown  to 
have  leukemic  reticuloendotheliosis  by  peripheral 
blood,  bone  marrow  aspiration  and  tartrate  resistant 
acid  phosphatase  cells.  These  were  also  Sudan  black 
negative  and  PAS  positive.  Light  and  electron  micros- 
copy showed  long  cytoplasmic  projections  through- 
out cell  surface  which  stained  heavily  with  anti  IgG  and 
lightly  with  anti  IgM  fluorescent  antibody.  Studied 
cells  were  58  percent  B and  7 percent  T lymphocy- 
tes. Lymphocyte  stimulation  with  phytohemagglu- 
tinin showed  blastic  transformation  with  increased 
tritiated  thimidine  incorporation.  These  studies  de- 
monstrate that  leukemic  reticuloendotheliosis  is  a lym- 
phocyte disorder. 


CLINICAL  ELECTROCARDIOGRAPHIC  AND 
RADIOLOGIC  FINDINGS  IN  PATIENTS  WITH 
CALCIFICATION  OF  THE  MITRAL  AN- 
NULUS 

Migdalia  González,  MD,  Edgardo  Hernández,  MD,  Esteban 
Linares,  FACE,  Guillermo  Cintron,  FACE,  Julio  E.  Eérez,  MD, 
Juan  M.  Aranda,  MD  — Cardiology  Service,  Veterans  Adminis- 
tration Hospital,  San  Juan,  Puerto  Rico. 

Calcification  of  the  mitral  valve  annulus  (CMVA) 
is  an  entity  diagnosed  more  frequently  during  the  6th 
and  7th  decade.  Although  reported  for  the  first  time 
many  years  ago,  its  clinical  correlates  have  been  des- 
cribed only  recently.  Advanced  age,  female  prepon- 
derance, usually  benign  course,  and  occasional  con- 
duction disturbances  or  valve  dysfunction  have  been 
stressed  as  major  clinical  manifestations. 

During  the  past  3 years,  17  patients  with  the 
echocardiographic  findings  of  CMVA  have  been  iden- 
tified at, our  institution.  All  were  males  with  ages  ran- 
ging from  54  to  100  years  (mean  77).  Ten  patients 
(59  percent)  presented  clinically  with  complications 
directly  related  to  this  entity;  5 (29  percent)  with 
AV  block  that  required  permanent  pacing  and  9 (53 


percent)  with  mitral  and/or  aortic  valve  dysfunction 
considered  clinically  significant.  The  electrocardio- 
gram was  abnormal  in  all  patients  (100  percent).  The 
most  frequent  abnormality  was  conduction  defect, 
(atrio-ventricular  or  fascicular),  observed  in  9 patients 
(53  percent).  CMVA  was  identified  radiographically 
in  6 patients  (35  percent)  and  cardiomegally  was  no- 
ted in  another  6. 

In  conclusion,  CMVA  is  a rather  frequent  ob- 
servation in  elderly  male  patients  and  complications 
directly  related  to  it  are  more  frequent  than  previous- 
ly described.  Echocardiography  seems  to  be  the  most 
sensitive  method  of  detecting  this  abnormality. 


SUSCEPTIBILITY  PATTERNS  OF  STREET 
AND  HOSPITAL  ACQUIRED  STAPHYLO- 
COCCUS AUREUS 

J.  Morales,  MD,  I.  Banuchi,  MD,  R.  H.  Bermudez,  MD,  FACE, 
A.  Lugo,  MD,  and  C.  H.  Ramirez  Ronda,  MD,  FACE.  — VAH, 
SJCH  and  UPR  School  of  Medicine,  San  Juan,  Puerto  Rico. 

Staphylococcus  aureus  (SA)  is  a common  patho- 
gen in  many  superficial  and  systemic  infections.  The 
susceptibility  patterns  of  SA  have  changed  over  the 
years.  Most  hospital-acquired  (HA)  SA  are  resistant 
to  penicillin;  however,  susceptibility  of  community- 
acquired  (CA)  SA  to  penicillin  is  unknown  in  Puerto 
Rico.  A study  was  designed  to  compare  the  suscepti- 
bility patterns  of  50  strains  of  SA  isolated  from  bac- 
teremic  patients  in  the  hospital  with  25  strains  of  SA 
isolated  from  patients  with  skin  lesions  at  a community 
O.P.D.  Susceptibility  for  all  strains  was  done  simul- 
taneously for  penicillin  (P),  penicillin  V (PV),  ampi- 
cillin  (AM),  clindamycin  (CM),  cloxacillin  (CX),  di- 
cloxacillin  (DC),  methicillin  (M),  nafcillin  (NF),  ce- 
phalosporins (C),  cefamandole  (CM),  vancomycin 
(V),  gentamicin  (GM)  and  erythromycin  (E)  by  disc 
diffusion  and  microdilution  methods.  All  HA,  SA 
were  resistant  to  P,  PV,  AM  and  14  percent  to  EM. 
92  percent  of  CA,  SA  were  resistant  to  AM,  88  per- 
cent to  P and  PV  and  40  percent  to  EM.  .All  staphy- 
lococci, irrespective  of  their  origin,  were  susceptible 
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to  penicillinase  resistant  penicillin  (PRPN),  cephalos- 
porins, clindamycin,  vancomycin  and  gentamicin. 
In  Puerto  Rico,  all  SA  infections  should  be  considered 
that  are  resistant  to  penicillin  and  should  be  managed 
initially  with  a PRPN.  Non  life-threatening  infections 
should  be  managed  with  cloxacillin  because  of  its 
absorption.  In  P allergic  patients,  consideration  should 
be  given  to  EM,  remembering  that  40  percent  of  the 
studied  strains  were  resistant.  If  EM  resistance  is  found, 
then  a C or  CM  are  the  drugs  of  choice.  In  life-threat- 
ening infections,  it  is  imperative  to  use  a PRPN  like  M. 
In  P allergic  patients,  the  use  of  a C or  V is  necessary. 


EFFECT  OF  METOLAZONE  (M)  ON  THE 
CALCIURIC  RESPONSE  (CR)  IN  SUBJECTS 
WITH  NEPHROLITHIASIS 

Laura  Lespier-Dexter  (Member),  and  Manuel  Martinez-Mal- 
donado,  FACP.  - VA  Hospital,  San  Juan,  Puerto  Rico. 

Previous  studies  have  shown  a beneficial  effect 
of  long-term  thiazide  diuretics  in  hypercalciuric  (HC), 
marginal  HC  and  normocalciuric  (NC)  stone  formers. 
In  order  to  study  the  effect  of  a diuretic  acting  in 
the  distal  diluting  segment  of  the  nephron,  we  deter- 
mined the  renal  response  to  an  acute  calcium  load  of 
1.2  g.  in  stone  subjects  with  renal  leak  and  high  para- 
thyroid hormone  (HPTH>60ul  Eq/ml),  group  I,  and 
subjects  with  absorptive  HC  and  low-normal  para- 
thyroid hormone  (LPTH  =^0ul  Eq/ml),  group  II,  be- 
fore and  after  chronic  M therapy.  Acute  calcium  load 
before  M treatment  caused  a significant  increase  in 
calcium  excretion  (p<0.001)  in  group  I (34  pt)  and 
in  group  11  (11  pt)  (p<0.05)  at  periods  of  2,  3,  and 
4 hr.  Calcium  excretion  in  10  controls  with  no  stone 
disease  was  significant  only  at  3 hr  (p<0.0.')).  The  per- 
cent of  load  excreted  in  the  urine  in  4 hr  was:  1 1 per- 
cent in  group  1,  .5  percent  in  group  11  and  only  1.8  per- 
cent in  controls.  After  M therapy,  studies  were  repeated 
in  group  1 (11  pt)  and  group  II  (8  pt).  The  (HI  persis- 
ted after  M but  was  lower  than  in  the  prediuretic  stu- 
dy. It  achieved  statistical  significance  only  in  group  I 
(p<0.01).  The  percent  of  the  load  excreted  in  4 hr 
decreased  to  4 percent  in  group  1 hut  was  similar  for 
group  11,  7 percent.  Conclusion:  (I)  An  exaggerated 


LiR  after  an  oral  calcium  load  is  observed  only  in  stone 
formers.  (2)  During  chronic  M therapy,  this  response 
is  blunted  in  all  subjects  but  is  more  prominent  for 
group  1 (renal  HC).  (3)  Decrease  in  postprandial  HC 
may  represent  a beneficial  effect  in  the  prevention 
of  stones  with  diuretics  acting  in  the  distal  nephron. 


CARDIOVERSION  BY  ATRIAL  PACING  IN 
PATIENTS  WITH  ATRIAL  FLUTTER 

Ralph  Conaway-Lanuza,  MD  (Associate),  José  Pérez  Hernán- 
dez, MD,  Carlos  Guzmán,  MD,  José  Fernández  Martínez,  MD, 
FACP,  José  Serrano-Muñoz,  MD  (Member)  - San  Juan  City 
Hospital,  Río  Piedras,  Puerto  Rico. 

The  purpose  of  this  study  is  to  evaluate  the 
safety  and  efficacy  of  atrial  pacing  as  a conversion 
technique  in  patients  with  atrial  flutter  unresponsive 
to  conventional  medical  treatment.  In  10  patients  with 
atrial  flutter  a bipolar  electrode  catheter  was  introduced 
transvenously  into  the  right  atrium  under  fluoroscopic 
and  EKG  control.  The  electrode  catheter  was  then  con- 
nected to  an  atrial  pacemaker  unit  and  stimulated  at 
different  pacing  rates  and  miliamperage.  Care  was  taken 
to  insure  the  grounding  of  all  equipment.  With  the 
exception  of  one  patient  all  were  taking  Digoxin  at 
the  moment  of  atrial  pacing.  In  9 patients  the  tachy- 
cardia was  converted  to  normal  sinus  rhythm  after 
atrial  stimulation  and  one  patient  developed  atrial 
fibrillation.  The  pacing  rate  varied  from  120-800  pulse/ 
min.  No  complications  appeared  before,  during  or  after 
the  atrial  stimulation.  Rapid  atrial  pacing  is  a technic 
useful  for  converting  atrial  flutter  to  normal  sinus 
rhythm  or  atrial  fibrillation.  It  is  of  great  advantage 
when  drug  therapy  has  failed,  DO  cardioversion  is 
hazardous  or  digitalis  toxicity  is  suspected.  The  pro- 
cedure is  simple  to  perform,  it  is  inocuous  to  the  ven- 
tricular myocardium,  does  not  require  general  anes- 
thesia and  has  low  morbidity. 


FAMILIAL  INTRATHYROIDAL  PARATHY- 
ROID HYPERPLASIA:  NEW  SYNDROME? 

Francisco  Aguiló,  Jr.,  MD,  FACP,  Gildred  Colón,  MD  (Mem- 
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ber),  Enrique  Vázquez  Quintana,  MD,  FACS  and  Rosa  Haiffe 
de  Noriega,  MD.  - University  of  Puerto  Rico  School  of  Medi- 
cine and  Clinical  Research  Center,  San  Juan,  Puerto  Rico. 

Familial  hyperparathyroidism  is  unusual.  We  re- 
port on  an  even  rarer  instance  of  intrathyroidal  para- 
thyroid hyperplasia. 

JVV,  a 53  year-old  female  (the  propositus),  had 
twice  been  explored  in  the  neck  elsewhere  without 
avail  for  hyperparathyroidism.  She  presented  with  hy- 
percalcemia, hypophosphatemia,  hypercalciuria  and  bi- 
lateral staghorn  calculi.  Thyrocervical  venous  cathe- 
terization suggested  higher  PTH  values  on  left  side  of 
neck.  Mediastinal  exploration  was  negative.  A minimal 
induration  on  left  thyroid  lobe  proved  to  be  a para- 
thyroid mass.  Microscopic  examination  revealed  no 
capsule;  histology  was  in  keeping  with  both  chief  and 
clear-cell  hyperplasia.  Review  of  her  previous  surgical 
specimens  confirmed  hyperplasia  in  2 excised  glands. 


Rela- 

tion 

pt. 

SSA 

S 

Ca 

S 

P 

U 

Ca 

OH 

pro 

PTH 

PatHol 

mother 

JW 

53  r 

11.5- 

12.8 

2.4- 

3.0 

248 

20 

129R 

182L 

Hyperplasia 

son 

MPV 

26  M 

11.6- 

12.2 

2.0- 

2.9 

261 

39 

143 

Hyperplasia 

son 

JPV 

28  M 

10.8- 

12.2 

2.0- 

3.8 

451 

33 

- 

Adenoma 

MPV  had  renal  lithiasis,  hypercalcemia  and  hy- 
pophophosphatemia.  A small  nodule  felt  on  the  left 
thyroid  lobe  proved  to  be  the  site  of  an  intrathyroidal 
parathyroid  mass,  pathologically  similar  to  JVV’s  hy- 
perplasia. JPV  was  asymptomatic  but  had  the  bioche- 
mical findings  of  hyperparathyroidism.  A left  upper 
extra-thyroidal  adenoma  was  identified  and  remo- 
ved. 

Recognition  of  FIPH  is  important  in  order  to 
avoid  unnecessarily  aggressive  surgery  upon  negative 
neck  exploration  for  hyperparathyroidism  at  the  usual 
sites.  The  mechanism  for  seemingly  preferential  intra- 
thyroidal PTH  hyperplasia  is  unknown.  Stimulation  of 
PTH  remnant  tissue  by  surrounding  TCT-producing  C 
cells  might  play  a role. 


A RETROSPECTIVE  STUDY  OF  MORTALITY 
IN  DIABETES  MELLITUS:  PRELIMINARY 
REPORT. 

Agustín  M.  de  Andino,  FACP  and  Gabriel  Martinez  Rovira 
(Member)  - Department  of  Medicine,  San  Juan  City  Hospi- 
tal and  Department  of  Medicine,  Doctors’  Hospital,  San  Juan, 
Puerto  Rico. 

The  mortality  in  diabetes  mellitus  in  Puerto  Rico 
has  increased  throughout  the  past  four  decades  from 
a rate  of  2.7  per  100,000  in  1932  to  25.  7 in  1974. 
In  the  United  States  it  is  the  sixth  cause  of  death  with 
a rate  of  26  per  100,000.  In  Puerto  Rico  it  is  the  10th 
cause  of  death.  The  purpose  of  this  study  has  been  to 
determine  the  causes  of  death  in  a group  of  282  dia- 
betics followed  'in  private  practice  from  1952  to  1977. 
The  relation  of  the  therapeutic  regime  to  the  cardio- 
vascular mortality  and  the  significance  of  certain  risk 
factors  in  the  development  of  vascular  disease  was  also 
investigated. 

The  series  consisted  of  282  patients,  176  fe- 
males and  106  males,  with  a mean  age  at  death  of  68.8 
years.  It  was  divided  into  three  groups  according  to 
the  therapy  received:  Group  I - diet.  Group  H - diet 
and  oral  hypoglycemic  agents,  and  Group  HI  - diet  and 
insulin.  Vascular  disease  was  responsible  for  80.8  per- 
cent of  the  deaths  with  atherosclerotic  heart  disease 
accounting  for  44.43  percent  and  cerebrovascular 
causes  for  26.5  percent.  Acute  myocardial  infarction 
was  responsible  for  30.1  percent  of  all  deaths.  The 
most  important  nonvascular  cause  was  carcinoma. 
Chronic  renal  failure  was  a significant  cause  of  death 
in  Group  HI  as  was  carcinoma  in  Group  I.  There  was 
no  difference  in  the  mortality  from  cardiovascular 
causes  between  Group  H (diet  plus  oral  hypoglyce- 
mic agents)  and  Group  HI  (diet  plus  insulin). 

We  did  not  find  any  relation  between  the  risk 
factors  investigated  and  the  incidence  of  cardiovascular 
complications. 

BETA-LACTAMASE  (/?  LAC)  PRODUCTION 
AS  A RESISTANT  FACTOR  AGAINST  CE 
PHALOSPORINS  (CPS). 

A.  Lugo,  MD,  M.  Nevarez,  BSMT,  and  C.  H.  Ramirez-Ronda, 
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FACP  - VAH  and  UPR  School  of  Medicine,  San  Juan,  Puerto 
Rico. 

Production  of  .)3-LAC  is  an  important  factor  in 
determining  resistance  (R)  of  bacteria  to  different 
antibiotics  (.AB).  There  are  14  types  of  /3-LAC,  4 of 
which  are  clinically  important.  In  1977  we  described 
that  49  percent  of  bacteremic  GNB  were  resistant 
to  cephalothin  (C).  C,  cefaloridine  (CE)  and  cephra- 
dine  (CP)  are  /3-LAC  susceptible  AB,  while  cefamandole 
(CM),  cefazolin  (CF),  cefaclor  (CC)  and  cephalexin 
(CC)  are  resistant  to  some  or  all  of  the  /3-LAC.  A study 
was  designed  to  correlate  /3-LAC  production  with  R 
patterns  of  GNB  to  CPS.  /3-LAC  was  determined  by 
the  chromogenic  cephalosporin  test  using  the  plate 
and  cell  suspension  methods.  A total  of  90  strains 
of  GNB,  /3-LAC  positive,  resistant  to  C were  studied. 
The  /3-L.AC  positive  strains  R to  CPS  depended  on 
the  susceptibility  of  the  CPS  to  /3-LAC  degradation. 
For  /3-LAC  susceptible  AB,  like  CE  and  CP,  the  per- 
cent R was  97  and  81,  respectively.  For  /3-LAC  re- 
sistant AB,  the  percent  of  R strains  depended  on  the 
number  of  /3-LAC  to  which  the  AB  was  susceptible. 
For  CM,  CL,  CC  susceptible  to  1/4  /3-LAC,  64,  77 
and  76  percent,  respectively.  For  CF,  susceptible  to 
2/4  /3-LAC,  75  percent.  R to  CPS  depends  on  the  sus- 
ceptibility of  the  CPS  to  /3-LAC  degradation.  /3-LAC 
resistant  CPS  like  CM,  CF,  CL  and  CC  are  more  ef- 
fective against  GNB.  The  susceptibility  patterns  of 
GNB  to  CPS  can  be  predicted  by  /3-LAC  production. 
The  CPS  of  choice  for  a /S-L.^C  positive  strain  are  CF 
and  CM  for  parenteral  use,  and  CL  and  CC  for  oral 
use. 

CARBOHYDRATE  - INDUCED  CALCIURIC 
RESPONSE  (CR)  IN  NEPHROLITHIASIS 

Laura  Le.ipier- Dexter  (Member),  and  Manuel  Marti'nez  Maldo- 
nado,  FACP  — VA  Hospital,  San  Juan,  Puerto  Rico. 

Rapidly  metabolizable  nutrients  such  as  glucose 
(G)  cause  an  increase  in  urinary  calcium  (CR)  in  pa- 
tients with  nephrolithiasis.  In  order  to  characterize 
this  CR  in  stone  subjects  with  renal  leak  and  high 
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imrnunoreactive  parathyroid  hormone  (HPTH>60uI/ 
Eq/ml)  group  I,  and  subjects  with  absorptive  hyper- 
calciuria  (HC)  and  low-normal  parathyroid  hormone 
(LPTH<60ul/Eq/ml)  group  II,  a 100  g.  oral  G load 
was  given.  Prior  to  the  load,  fasting  calcium  excretion 
(Ca/Cr)  was  comparable  in  group  I (n=l6),  group  II 
(n=12)  and  controls  (C)  (n=13).  G ingestion  caused 
a significant  increase  in  calcium  excretion  in  all  groups 
(group  I,  p<0.005;  group  II,  p<0.5;  C,  p<0.05).  Al- 
though the  magnitude  of  calcium  excretion  in  stone 
subjects  was  greater  than  in  C,  there  was  no  statistica- 
lly significant  difference  among  the  stone  groups. 
Urinary  sodium  excretion  (uEq/min)  fell  significant- 
ly in  group  I (p<0.025),  group  II  (p<0.005)  and  C 
(p<0.001)  after  G load  and  was  comparable.  These 
findings  indicate  that  G induced  CR  is  similar  in  renal 
leak  and  HPTH  and  absorptive  HC  and  LPTH.  The 
inhibition  of  calcium  absorption  is  associated  to  an 
enhanced  sodium  reabsorption  in  both  stone  groups 
and  C.  The  enhancement  of  sodium  reabsorption  as- 
sociated with  HC  has  been  suggested  to  result  from 
an  effect  of  G in  the  proximal  tubule.  The  present 
studies  indicate  no  difference  in  sodium  and  calcium 
excretion  in  response  to  G in  stone  and  non-stone 
patients.  Furthermore,  PTH  activity  does  not  influen- 
ce this  response.  These  findings  suggest  that  the  proxi- 
mal tubule  responds  similarly  in  stone  patients  and 
in  normal  subjects.  Therefore,  the  abnormality  in  cal- 
cium handling  in  renal  leak  must  be  at  a site  beyond 
the  proximal  tubule. 


SEROLOGIC  PARAMETERS  IN  PROGRES- 
SIVE SYSTEMIC  SCLEROSIS 

Tomasita  Cancel,  Associate,  Esther  N.  González  Parés,  FACP, 
Alba  Puente,  BS.  MT  - Rheumatic  Disease  Section,  School  of 
Medicine,  University  of  Puerto  Rico,  San  Juan,  Puerto  Rico. 

During  the  years  1960-1977  fifty  patients  with 
Progressive  Systemic  Sclerosis  were  diagnosed.  All  the 
|)atients  had  skin  and  systemic  involvement.  Eighty 
six  percent  of  these  patients  were  females  and  fourteen 
percent  were  males. 

Serologic  tests  were  performed  in  40  patients. 
A positive  FAN  A was  found  in  54  percent  of  the  pa- 
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tients.  The  latex  test  was  positive  in  43  percent  of  the 
patients.  The  serum  immunoglobulins  were  increased 
in  67  percent  of  the  patients.  The  IgG  was  found  in- 
creased in  37  percent  of  the  patients;  IgM  in  30  per- 
cent of  the  patierits  and  IgA  was  found  increased  in 
20  percent  of  the  patients.  C3  levels  were  normal  in 
98  percent  of  the  patients.  No  levels  of  anti— DNA 
was  detected. 

A level  less  than  10  gms.  of  hemoglobin  was 
found  in  10  percent  of  the  patients.  Leukocytosis 
was  seen  in  22  percent  of  the  patients  and  increased 
sedimentation  rate  in  67  percent  of  the  patients. 

Six  patients  of  the  group  of  50  patients  died. 
No  correlation  was  found  between  the  immunologic 
parameters  and  mortality. 


CORONARY  CARE  UNIT:  EXPERIENCE 
IN  THE  PAST  43  MONTHS 


Guillermo  Cintron,  FACP,  Esteban  Linares,  FACP,  Edgardo 
Hernández,  MD,  Juan  Aranda  (Member),  Brunilda  Peña,  RN 
and  Elisa  Mercado,  RN  - Veterans  Administration  Hospital 
and  UPR  School  of  Medicine,  San  Juan,  Puerto  Rico. 

In  a 43  month  period  from  1974  to  1978  there 
were  1200  admissions  to  the  Veterans  Administration 
Hospital  Coronary  Care  Unit.  Of  these,  448  (37  per- 
cent) had  proven  myocardial  infarction  (MI).  Morta- 
lity and  the  results  of  electrical  defibrillation  in  this 
group  of  patients  forms  the  basis  of  this  report. 

Defibrillation  was  required  in  9 percent  (41/448) 
of  all  MI  admissions.  Of  the  41  patients  defibrillated, 
24  died  during  that  admission  while  17  lived  and  were 
subsequently  discharged.  Fourteen  of  these  17  sur- 
vivors were  alive  after  one  year  and  3 had  died  of  causes 
probably  related  to  their  cardiac  disease.  The  overall 
mortality  for  the  total  MI  patients  was  12  percent 
(54/448).  The  records  of  46  of  these  54  patients  were 
reviewed.'  Average  age  for  the  patients  who  died  was 
63  with  a range  of  39  to  87.  Anterior  MI  was  present 
in  32  of  the  54  patients  who  died.  Fifteen  of  the  32 
patients  with  anterior  MI  who  died  had  an  intraven- 
tricular conduction  defect.  The  immediate  cause  of 
death  was  shock  in  21  patients,  intractable  arrythmia 
in>17,  and  perforation  of  the  heart  in  6. 


Conclusions:  (1)  One  out  of  every  eight  patients 
admitted  to  the  Coronary  Care  Unit  with  acute  Ml 
will  die  during  that  hospitalization.  (2)  Anterior  MI 
with  intraventricular  conduction  defects  have  the  worst 
prognosis.  (3)  Cardiogenic  shock  is  the  most  common 
cause  of  death.  (4)  Of  all  the  patients  defibrillated  ap- 
proximately 1/3  will  be  alive  one  year  later. 

AORTO  CORONARY  BYPASS  SURGERY 
AND/OR  VALVULAR  REPLACEMENT:  PRE 
LIMINARY  RESULTS 

Esteban  Linares,  FACP,  Gumersindo  Blanco,  MD,  José  R.  Pérez 
Anzalota,  MD,  Guillermo  Cintron,  FACP,  Edgardo  Hernández 
López,  MD,  José  A.  Pereyó,  MD,  Migdalia  González,  MD,  Julio 
E.  Pérez,  MD,  Juan  M.Aranda,  MD  - Medical  and  Surgical  Ser- 
vice, Veterans  Administration  Hospital,  and  University  of  Puerto 
Rico,  School  of  Medicine,  San  Juan,  Puerto  Rico. 

This  study  assesses  the  preliminary  results  of 
aorto  coronary  bypass  grafting  (ACB)  and/or  valvular 
replacement  (VR)  in  42  patients  (pts)  operated  from 
January  1976  to  May  1978.  The  operative  and  post 
operative  mortality  rate  (<  30  days)  was  7 percent 
(3/42  pts).  Twenty-five  pts  (Group  I)  received  60 
aorto  coronary  saphenous  vein  grafts  (2.4  grafts/pt). 
Two  or  more  grafts  were  constructed  in  84  percent 
of  this  group  of  pts.  Two  pts  in  Group  I died  during 
or  within  30  days  of  the  operation  (mortality  rate  8 
percent).  Although  the  number  of  grafts  constructed 
increased  from  1.8  graft/pt  (1973-1975)  to  2.4  graft/ 
pt  (1976-1978),  the  mortality  rate  has  remained  the  sa- 
me (8  percent).  Seventeen  pts  (Group  II)  had  mitral  (5 
pts)  or  aortic  (12  pts)  valve  replacement.  Mortality  rate 
(operative  and  post  operative)  was  5.8  percent  (1/17 
pts).  Four  pts  in  Group  II  had  combined  VR  and  ACB 
(1  mitral,  3 aortic).  The  mortality  rate  in  Group  II  has 
decreased  from  20  percent  (1973-1975)  to  5.8  percent 
(1976-1978). 

Earlier  post  operative  intervention,  aorto  coronary 
bypass  of  critical  obstructive  lesions  at  the  time  of  valve 
replacement  and  improved  operadve  and  post-operative 
care  are  some  of  the  factors  accounting  for  this  impro- 
ved survival. 

RESISTANCE  OF  URINARY  TRACT  INFEC- 
TION STRAINS  OF  GNB  TO  AMINOGLY 


Health  and  Safety  Tip 

om  the  American  Medical  Association  ^ " 


5 North  Dearborn  Street/Chicago,  Illinois  60610 


Dieting  No  Secret — 
Just  Eat  A Bit  Less 


Eat  Less 
For  Dieting 


Everyone  needs  proteins, 
carbohydrates,  fats,  vitamins 
and  minerals  in  the  daily  diet. 
Without  them,  the  body  can't 
function  efficiently  and  health 
may  be  endangered. 

A pamphlet  of  the  American 
Medical  Association  points  out 
that  the  secret  to  a successful 
reducing  diet  is  not  a dramatic 
shake-up  in  your  eating  habits — 
it's  just  a little  bit  less  of  every- 
thing. 

Of  course,  if  you  want  to  lose 
weight,  there  are  some  extrava- 
gances you  can't  afford,  like 
whipped  cream-topped  choco- 
late double-dip  sundaes.  Discre- 
tion and  common  sense  is  the 
better  part  of  dieting. 


You're  more  likely  to  stick  to 
your  diet  if  you  balance  and  vary 
the  menus.  Select  foods  from 
the  four  broad  categories  of  (1) 
the  milk  group — milk,  cheese, 
and  ice  cream  (2)  the  meat 
group — beef,  veal,  lamb,  pork, 
poultry,  eggs  and  fish  (3)  the 
vegetable-fruit  group — fruit  and 
vegetables  rich  in  Vitamins  A 
and  C (4)  the  bread-cereal 
group — whole  grain,  enriched 
or  restored. 

Special  low  calorie  foods  can 
be  helpful.  They  will  give  a bit 
more  food  with  fewer  calories. 
Exercise  is  of  value  while  diet- 
ing because  it  tones  up  your 
muscles  and  tissues  and  helps 
burn  your  stored  calories.  You 
can  exercise  in  a reducing  salon, 
at  the  Y or  at  home.  Beware, 
however,  of  over  exertion. 

Crash  diets  usually  are  not 
recommended.  You  can  and 
probably  will  lose  weight,  but 
you  won't  get  all  the  nutrients 
you  need  to  stay  healthy.  And 
you  certainly  cannot  stay  on  a 
bizarre  crash  diet  the  rest  of 
your  life.  When  you  resume 
normal  eating  patterns,  the  fat 
creeps  back.  An  adjustment  of 
the  regular  lifestyle  of  eating  is 
the  only  effective  weight  control 
program  in  the  long  run. 

August,  1978 

Frank  Chappell 
Science  News  Editor 
AMA 


What  other  antihyper** 
tensive  has  all  this 
to  offer: 

Proven  record  of  effectiveness... 

Reserpine,  hydrochlorothiazide, 
and  hydralazine  (the  components  of 
Ser-Ap-Es)  were  the  agents  used 
in  the  landmark  VA  Cooperative 


Studies.*’^  And  in  a recent  North- 
west Florida  Public  Health  Survey, 
Ser-Ap-Es  proved  highly  effective 
for  hypertensives  in  the  100-109 
mmHg  diastolic  range,®  satisfactory 
control  or  significant  improvement 
being  attained  in  98%  of  patients. 

Comprehensive  control... 

combines  three  fundamental 
antihypertensive  mechanisms  — 
fluid  volume  reduction,  sympathetic 
inhibition,  direct  vasodilation. 


Favorable  side-effect  profile... 

since  component  dosages  are 
usually  lower  than  they  would  be  if 
given  alone  to  achieve  comparable 
antihypertensive  effect. 

Convenient  ■■■ 

the  one-tablet  regimen  is 
easier  to  remember,  easier  to  refill. 

Encourages  long-term 
adherence... 

Ser-Ap-Es  is  easy  to  administ 
and  convenient  for  patients  to  take 


SeroAp**Es 

reseipine  0.1  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 

If  you  didn’t  have 
it  now,  you’d  want 
to  create  it. 


VHien  dosages  correspond  to  those 
reestablished  by  individualized 
itration,  a Ser-Ap-Es  regimen  is 
asy  to  stay  with.  Ser-Ap-Es  is  sig- 
ificantly  lower  in  cost  than  the  indi- 
idual  components  prescribed 
eparately. 

4>ii4>ared  favorably  with  beta- 
locker  reéimeiis 

The  most  recent  VA  study  “ 
Dmpared  reserpine  plus  hydro- 


chlorothiazide to  propranolol  plus 
hydrochlorothiazide  for  patients 
with  mild  essential  hypertension. 
The  reserpine  regimen  appeared  at 
least  equally  effective  and  required 
no  complicated  dosage  titration. 
And  reserpine  did  not  cause  signifi- 
cantly greater  side  effects  with 
the  exception  of  nasal  stuffiness. 


Use  Ser-Ap-Es  cautiously  in 
patients  with  advanced  renal  dam- 
age or  cerebrovascular  accident. 
Discontinue  at  first  sign  of  mental 
depression. 

Please  turn  page  for  brief 
prescribing  information. 
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Ser«Ap«£s^ 

rescrpine  0.1  mg  “ 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 


WARNING 

This  fixed  combination  drug  is  not  indicated 
tor  initial  therapy  of  hypertension.  Hyper- 
tension requires  therapy  titrated  to  the  indi- 
vidual patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  manage- 
ment. The  treatment  of  hypertension  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


INDICATIONS 

Hypertension.  (See  box  warning.) 

CONTRAINDICATIONS 

Reserpine:  Known  hypersensitivity;  mental  de- 
pression (especially  with  suicidal  tendencies); 
active  peptic  ulcer;  ulcerative  colitis;  electro- 
convulsive therapy. 

Hydralazine:  Hypersensitivity;  coronary  artery 
disease;  mitral  valvular  rheumatic  heart  disease. 
Hydrochlorothiazide:  Anuria;  hypersensitivity  to 
this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Reserpine:  Use  with  extreme  caution  in  patients 
with  a history  of  mental  depression.  Discontinue 
at  first  sign  of  despondency,  early  morning  in- 
somnia, loss  of  appetite,  impotence,  or  self- 
deprecation.  Drug-induced  depression  may  per- 
sist for  several  months  after  drug  withdrawal  and 
may  be  severe  enough  to  result  in  suicide. 

MAO  inhibitors  should  be  avoided  or  used  with 
extreme  caution. 

Hydralazine:  Hydralazine  may  produce  in  a few 
patients  a clinical  picture  simulating  systemic 
lupus  erythematosus.  In  such  patients  hydrala- 
zine should  be  discontinued  unless  the  benefit 
to  risk  determination  requires  continued  anti- 
hypertensive therapy  with  this  drug.  Symptoms 
and  signs  usually  regress  when  the  drug  is  dis- 
continued but  residua  have  been  detected  many 
years  later.  Long-term  treatment  with  steroids 
may  be  necessary. 

CBC’s,  L.E.  cell  preparations,  and  antinuclear 
antibody  titer  determinations  are  indicated  before 
and  periodically  during  prolonged  therapy  with 
hydralazine  or  if  the  patient  develops  any  un- 
explained signs  or  symptoms. 

A positive  antinuclear  antibody  titer  and/or  posi- 
tive L.E.  cell  reaction  requires  that  the  physician 
carefully  weigh  the  implications  of  the  test  re- 
sults against  the  benefits  to  be  derived  from 
antihypertensive  therapy  with  hydralazine. 

Use  MAO  inhibitors  with  caution. 
Hydrochlorothiazide:  Use  with  caution  in  severe 
renal  disease.  In  patients  with  renal  disease, 
thiazides  may  precipitate  azotemia.  Cumulative 
effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function. 

Thiazides  should  be  used  with  caution  in  patients 
with  impaired  hepatic  function  or  progressive  liver 
disease,  since  minor  alterations  of  fluid  and  elec- 
trolyte imbalance  may  precipitate  hepatic  coma. 
Thiazides  may  add  to  or  potentiate  the  action  of 
other  antihypertensive  drugs.  Potentiation  occurs 
with  ganglionic  or  peripheral  adrenergic  block- 
ing drugs. 

Sensitivity  reactions  are  more  likely  to  occur  in 
patients  with  a history  of  allergy  or  bronchial 
asthma. 

The  possibility  of  exacerbation  or  activation  of 
systemic  lupus  erythematosus  has  been  reported. 

Usage  in  Pregnancy 

Reserpine;  The  safety  of  reserpine  for  use  during 
pregnancy  or  lactation  has  not  been  established; 
therefore,  the  drug  should  be  used  in  pregnant 
patients  or  women  of  childbearing  potential  only 
when,  in  the  judgment  of  the  physician,  it  is 
essential  to  the  welfare  of  the  patient.  Increased 
respiratory  tract  secretions,  nasal  congestion, 
cyanosis,  and  anorexia  may  occur  in  neonates 
and  breast-fed  infants  of  reserpine-treated 


mothers  since  reserpine  crosses  the  placental 
barrier  and  appears  in  maternal  breast  milk. 
Hydralazine:  Animal  studies  indicate  that  high 
doses  of  hydralazine  are  teratogenic  in  mice, 
possibly  in  rabbits,  and  not  in  rats.  Although 
clinical  experience  does  not  include  any  positive 
evidence  of  adverse  effects  on  the  human  fetus, 
hydralazine  should  be  used  during  pregnancy 
only  if  the  benefit  clearly  Justifies  the  potential 
risk  to  the  fetus. 

Hydrochlorothiazide:  Thiazides  cross  the  pla- 
cental barrier  and  appear  in  cord  blood.  The  use 
of  thiazides  in  pregnant  women  requires  that  the 
anticipated  benefit  be  weighed  against  possible 
hazards  to  the  fetus.  These  hazards  include  fetal 
or  neonatal  jaundice,  thrombocytopenia,  and 
possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

Nursing  Mothers:  Thiazides  appear  in  breast 
milk.  If  the  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with  history 
of  peptic  ulcer,  ulcerative  colitis,  or  gallstones 
(biliary  colic  may  be  precipitated). 

Exercise  caution  when  treating  hypertensives 
with  renal  insufficiency.  Use  cautiously  with 
digitalis  and  quinidine. 

Intraoperative  hypotension  has  occurred  in  hy- 
pertensive patients  receiving  rauwolfia  prepara- 
tions, but  withdrawal  of  reserpine  does  not  assure 
that  circulatory  instability  will  not  occur  in  such 
patients. 

Hydralazine:  Use  cautiously  in  suspected  coro- 
nary artery  or  other  cardiovascular  disease, 
cerebral  vascular  accidents,  and  advanced  renal 
damage.  Postural  hypotension  may  occur,  and  the 
pressor  response  to  epinephrine  may  be  reduced. 
Peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling,  has  been  observed. 
Published  evidence  suggests  an  antipyridoxine 
effect  and  addition  of  pyridoxine  to  the  regimen 
if  symptoms  develop. 

Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been  re- 
ported. If  such  abnormalities  develop,  discon- 
tinue therapy.  Periodic  blood  counts  are  advised 
during  prolonged  therapy. 

Hydrochlorothiazide:  Periodic  determination  of 
serum  electrolytes  to  detect  possible  electrolyte 
imbalance  should  be  performed  at  appropriate 
intervals.  Observe  patients  for  clinical  signs  of 
fluid  or  electrolyte  imbalance  (hyponatremia, 
hypochloremic  alkalosis,  and  hypokalemia). 
Serum  and  urine  electrolyte  determinations  are 
particularly  important  when  the  patient  is  vomit- 
ing excessively  or  receiving  parenteral  fluids. 
Medication  such  as  digitalis  may  also  influence 
serum  electrolytes.  Warning  signs  are  dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular 
fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbance  such  as  nausea  or 
vomiting. 

Hypokalemia  may  develop,  especially  with  brisk 
diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  steroids  or  ACTH. 
Interference  with  adequate  oral  intake  of  electro- 
lytes will  also  contribute  to  hypokalemia.  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  digitalis  (eg, 
increased  ventricular  irritability). 

Any  chloride  deficit  is  generally  mild  and  usually 
does  not  require  specific  treatment  except  under 
extraordinary  circumstances  (as  in  liver  diseases 
or  renal  disease).  Dilutional  hyponatremia  may 
occur  in  edematous  patients  in  hot  weather;  ap- 
propriate therapy  is  water  restriction  rather  than 
administration  of  salt,  except  in  rare  instances 
when  the  hyponatremia  is  life-threatening.  In 
actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be 
precipitated  in  certain  patients.  Insulin  require- 
ments in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged.  Latent  diabetes  may 
become  manifest  during  thiazide  administration. 
Thiazide  drugs  may  increase  the  responsiveness 


to  tubocurarine.  The  antihypertensive  effects  of 
the  drug  may  be  enhanced  in  the  postsympathec- 
tomy  patient.  Thiazides  may  decrease  arterial 
responsiveness  to  norepinephrine.  This  is  not 
sufficient  to  preclude  effectiveness  of  the  pressor 
agent  for  therapeutic  use. 

It  progressive  renal  impairment  becomes  evi- 
dent, consider  withholding  or  discontinuing 
diuretic  therapy. 

Thiazides  may  decrease  serum  PBI  levels  with- 
out sign  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides. 
Pathological  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have 
been  observed  in  a few  patients  on  prolonged 
thiazide  therapy.  The  common  complications  of 
hyperparathyroidism  such  as  renal  lithiasis, 
bone  resorption,  and  peptic  ulceration  have  not 
been  seen.  Thiazides  should  be  discontinued 
before  carrying  out  tests  for  parathyroid  function. 
ADVERSE  REACTIONS 

Reserpine:  Gastrointestinal— hypersecretion; 
nausea;  vomiting;  anorexia;  diarrhea.  Cardio- 
vascular—ang\na-\\ke  symptoms;  arrhythmias 
(particularly  when  used  concurrently  with  digi- 
talis or  quinidine);  bradycardia.  Central  Nervous 
System— drowsiness;  depression;  nervousness; 
paradoxical  anxiety;  nightmares;  rare  parkinson- 
ian syndrome  and  other  extrapyramidal  tract 
symptoms;  CNS  sensitization  (manifested  by  dull 
sensorium,  deafness,  glaucoma,  uveitis,  and 
optic  atrophy).  M/sce//aneous— frequently  nasal 
congestion;  pruritus;  rash;  dryness  of  mouth; 
dizziness;  headache;  dyspnea;  syncope;  epi- 
staxis; purpura  and  other  hematological  reac- 
tions; impotence  or  decreased  libido;  dysuria; 
muscular  aches;  conjunctival  injection;  weight 
gain;  breast  engorgement;  pseudolactation; 
gynecomastia;  rarely  water  retention  with  edema 
in  hypertensive  patients. 

Hydralazine:  Common— headache;  palpitations; 
anorexia;  nausea;  vomiting;  diarrhea;  tachy- 
cardia; angina  pectoris.  Less  frequent— nasa\ 
congestion;  flushing;  lacrimation;  conjunctivitis; 
peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling;  edema;  dizziness; 
tremors;  muscle  cramps;  psychotic  reactions 
characterized  by  depression,  disorientation,  or 
anxiety;  hypersensitivity  (including  rash,  urti- 
caria, pruritus,  fever,  chills,  arthralgia,  eosino- 
philia,  and,  rarely,  hepatitis);  constipation;  diffi- 
culty in  micturition;  dyspnea;  paralytic  ileus; 
lymphadenopathy;  splenomegaly;  blood  dyscras- 
ias, consisting  of  reduction  in  hemoglobin  and 
red  cell  count,  leukopenia,  agranulocytosis  and 
purpura;  hypotension;  paradoxical  pressor 
response. 

Hydrochlorothiazide:  Gastrointestinal— anorexia, 
gastric  irritation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic),  pancreatitis,  sialadenitis.  Central 
Nervous  System— dizziness,  vertigo,  paresthesias, 
headache,  xanthopsia,  /-/emafo/og/c— leukopenia, 
agranulocytosis,  thrombocytopenia,  aplastic 
anemia.  Cardiovascular— orthostatic  hypotension 
(may  be  potentiated  by  alcohol,  barbiturates,  or 
narcotics).  Hypersensitivity— purpura,  photosensi- 
tivity, rash,  urticaria,  necrotizing  angiitis,  Stevens- 
Johnson  syndrome,  and  other  hypersensitivity 
reactions.  Other- hyperglycemia,  glycosuria, 
hyperuricemia,  muscle  spasm,  weakness,  rest- 
lessness. Whenever  adverse  reactions  are  moderate 
or  severe,  reduce  dosage  or  withdraw  therapy. 
DOSAGE 

As  determined  by  individual  titration  (see  box 
warning). 

Usual  dosage  is  1 to  2 tablets  t.i.d.  For  mainte- 
nance, adjust  dosage  to  lowest  patient  require- 
ment. When  necessary,  more  potent  antihyper- 
tensives may  be  added  gradually  in  dosages 
reduced  by  at  least  50  percent. 

HOW  SUPPLIED 

Tablets  (light  salmon  pink,  dry-coated),  each 

containing  0.1  mg  reserpine,  25  mg  hydralazine 

hydrochloride,  and  15  mg  hydrochlorothiazide; 

bottles  of  100,  1000  and  Accu-Pak® 

blister  units  of  100.  C77-4  Rev.  1/77 

Consult  complete  product  literature  before 

prescribing. 

References:  1.  Effects  of  treatment  on  morbidity 
in  hypertension:  Results  in  patients  with  diastolic 
blood  pressures  averaging  115  through  129 
mmHg,  Veterans  Administration  Cooperative 
Study  Group  on  Antihypertensive  Agents.  JAMA 
202:1028-1034,  1967.  2.  Effects  of  treatment  on 
morbidity  in  hypertension,  II:  Results  in  patients 
with  diastolic  blood  pressure  averaging  90 
through  114  mm  Hg,  Veterans  Administration 
Cooperative  Study  Group  on  Antihypertensive 
Agents.  JAMA  213:1143-1152,  1970.  3.  Groover 
ME,  Fulghum  JE,  and  Simpson  WG,  et  al:  Arterial 
hypertension— Northwest  Florida  Public  Health 
Survey— II.  Diagnosis  and  treatment.  Curr  Ther 
Res  16:1203-1213,  1974.  4.  Propranolol  in  the 
treatment  of  essential  hypertension.  Veterans 
Administration  Cooperative  Study  Group  on  Anti- 
hypertensive Agents.  JAMA  237:2303-2310,  1977. 
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COSIDES  FROM  HOSPITALIZED  PATIENTS 


A.  Lugo,  MD,  D.  Vera,  BSMT,  M.  Medina,  MS,  A.  Garcia,  BSMT 
and  C.  H.  Ramirez-Ronda,  FACP  ■ VAH,  PRMC  and  UPR 
School  of  Medicine,  San  Juan,  Puerto  Rico. 

The  most  frequent  nosocomial  infection  is  uri- 
nary tract  infection  (UTI),  the  management  of  these 
infections  usually  requires  the  use  of  an  aminoglycoside 
(AGS).  At  present,  the  most  frequent  AGS  used  in  the 
management  of  such  patients  include  Gentamicin 
(GM),  Kanamycin  (KM),  Tobramycin  (TB)  and  Amika- 
cin (AK).  The  source  of  most  nosocomial  bacteremias 
is  UTI,  therefore,  appropriate  management  is  important 
to  prevent  the  disastrous  effects  of  GNB  bacteremia. 
A study  was  designed  to  determine  the  resistance  (R) 
patterns  of  183  urinary  strains  of  GNB  isolated  from 
4 institutions:  96  VAH,  46  UDH,  29  SJCH  and  12  UCH. 
The  strains  included  80  E.  coli,  47  Pseudomonas,  30 
Klebsiella  and  13  each  Enterobacter  and  Proteus.  The 
only  pathogen  in  UCH  was  E.  coli.  Pseudomonas  UTI 
occurred  mostly  in  all  institutions.  42  percent  of  E. 
coli  from  UCH  was  R to  KM,  while  30  percent  from 
SJCH  and  19  percent  from  UDH.  The  highest  R to 
KM  among  the  studied  strains  was  found  in  VAH  (68 
percent).  R to  GM  was  44  percent  VAH,  25  percent 
SJCH  and  UCH  and  12  percent  UDH.  TB  R was  highest 
at  VAH  (31  percent),  while  it  was  25  percent  and  11 
percent  at  SJCH  and  UDH,  respectively.  There  was  no 
R for  AK  in  UDH,  SJCH  and  UCH,  but  3 percent  at 
VAH.  The  hospital  with  the  highest  overall  percent 
R and  the  highest  mean  MlC’s  for  urinary  strains  was 
VAH.  This  is  a reflection  of  a paraplegic  ward  with 
frequent  and  recurrent  UTI.  The  AGS  of  choice  in  the 
treatment  of  nosocomial  UTI  and  in  the  treatment  of 
sepsis  from  UTI  in  the  above  hospitals  varies.  For 
Pseudomonas  UTI,  the  AGS  of  choice  is  TB.  For  other 
GNB,  the  AGS  used  on  a given  patient  will  be  deter- 
mined by  the  hospital  where  infection  takes  place. 
The  overall  most  effective  agent  is  AK. 


IMMUNOLOGICAL  DISTURBANCES  IN  A 
PATIENT  WITH  ATRIAL  MYXOMA 

G.  Lopez- Berestein,  MÜ  (Associate),  F.  López  Malpica,  MD 


Abstractos 

(Associate),  J.  Serrano  Muñoz,  MD  (Member)  and  J.  N.  Mo- 
reno, MD  (Member)  - San  Juan  City  Hospital,  Rio  Piedras, 
Puerto  Rico. 

Cardiac  Myxomas  have  been  frequently  asso- 
ciated with  immunological  disturbances.  Elevation 
of  serum  immunoglobulins  have  been  widely  observed 
by  various  authors.  Boss  suggested  that  this  was  an  im- 
mune response  to  tumor  fragments  released  into  cir- 
culation. Lanster  and  Curry  reported  atrial  myxomas 
mimickling  rheumatic  fever.  We  report  cellular  and 
humoral  immunological  findings  in  a 43-years-old 
female  with  left  atrial  myxoma. 

Humoral  and  cellular  studies  were  performed 
obtaining  the  following  results: 

Humoral  studies:  Preoperatory-IgG-l690mg/dl. 
IgAl690mg/dl,  IgM200m^dl.  Postoperatory:  IgG1030 
mg/dl,  IgA27mg/dl,  IgM640mg/dl. 

Cellular  studies:  Lymphocyte  Transformation 
Test;  a Patients  lymphocytes  alone  357.7  c/m.  Pa- 
tients lymphocytes  + PH  A 4,373  c/m.  Patients  lym- 
phocyte -HPHA4-  Tumor  extract  408  c/m. 

A preoperatory  elevation  of  IgG  and  IgM  was 
observed  and  so  was  a postoperatory  decrease  of  IgG 
and  IgA  and  a Postoperatory  increase  of  IgM.  These 
findings  could  be  explained  on  the  basis  of  a sustained 
preoperatory  antigenis  stimuli.  Also  a depressed  PHA 
induced  proliferation  with  tumor  extract  was  observed. 
This  could  represent  either  a specific  or  a non  specific 
cellular  suppression.  If  the  immunological  disturbances 
observed  in  this  patient  are  directly  or  indirectly  related 
to  the  tumor  itself  remains  to  be  ascertained  since  a 
myxoma  antigen  was  not  identified. 


CLINICAL,  ELECTROCARDIOGRAPHIC  AND 
ELECTROPHYSIOLOGIC  SPECTRUM  IN  PA- 
TIENTS WITH  ACCESSORY  ATRIO-NODAL 
BY  PASS  TRACTS 

Juan  M.  Aranda,  MD,  Migdalia  González,  MD,  Edgardo  Her- 
nández, MD,  Julio  E,  Pérez,  MD,  Esteban  Linares,  FACP  and 
Guillermo  Cintron,  FACP  ■ Cardiolop^y  Section,  Veterans  Ad- 
ministration Hospital,  San  Juan,  Puerto  Rico  and  University 
of  Puerto  Rico  School  of  Medicine,  San  Juan,  Puerto  Rico 

Electrocardiographic  and  electrophysiologic  stu- 
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dies  were  performed  in  6 patients  (pts)  with  documen- 
ted history  of  supraventricular  tachycardia  or  short  PR 
intervals.  Four  of  the  6 pts  had  documented  atrial 
flutter,  (AF)  atrial  fibrillation  (AF)  or  paroxysmal 
supraventricular  tachycardia  (PSVT).  The  PR  interval 
was  short  (<  .12  sec)  in  4 pts,  the  QRS  normal  in  5, 
1 pt  had  a wide  QRS  complex  (RBBB). 

Electrophysiologic  studies  demonstrated  short 
A-H  intervals  in  3 pts,  normal  in  the  others.  A dual 
A-V  nodal  pathway  response  to  atrial  pacing,  charac- 
teristic of  pts  with  LGL  syndrome  was  observed  in  2 
of  the  6 pts  studied.  All  pts  showed  minimal  prolon- 
gation of  the  A-H  interval  (53  ± 17  to  101  ± 10  sec) 
during  atrial  pacing  at  increasing  rates  (80  to  200/ 
minute). 

The  clinical  spectrum  of  patients  with  atrio- 
nodal  accessory  tracts  includes  pts  with  PSVT  and 
AF  with  fast  ventricular  rates.  Neither  the  short  PR 
interval  nor  the  narrow  QRS  complex  characterizes 
this  form  of  pre-excitation.  A dual  A-V  nodal  path- 
way response  may  or  may  not  be  observed  during 
atrial  pacing.  Although  these  groups  of  pts  may  be 
asymptomatic,  the  most  important  clinical  features 
are  the  occurrence  of  PSVT  or  AF  and  the  electro- 
physiologic  demonstration  of  abnormal  response  of 
the  A-H  interval  with  a constant  H-V  interval  dur- 
ing atrial  stimulation. 


THROMBOCYTOPENIA  AND  DENGUE 

].  Morales,  MD,  C,  H.  Ramfrez-Ronda,  FACP,  R.  López-Correa, 
MD,  and  J.  P.  Woodall,  MD  ■ UPR  School  of  Medicine  and  San 
Juan  Tropical  Disease  Laboratories  (GDC),  San  Juan,  Puerto 
Rico. 

Dengue  is  endemic  in  P.  R.,  with  epidemics  occur- 
ring at  regular  intervals.  Thrombocytopenia  with  dengue 
is  common  in  SEA  but  rare  in  P.  R.  In  the  1977  epide- 
mic a study  was  designed  to  determine  the  severity  of 
thrombocytopenia.  All  patients  (PTS)  seen  at  an  out- 
patient department  with  symptomatic  dengue-like  ill- 
ness were  evaluated.  Any  PT  with  a platelet  count  of 
< 100,000  or  a positive  tourniquet  test  was  admitted 
to  the  hospital.  Dengue  infection  was  documented  by 


HI,  CF  and  in  some  cases,  virus  isolation.  11  cases  were 
studied,  6 females  and  5 males,  with  a mean  age  of  33 
(16-48).  10/11  cases  were  secondary  dengue  infections 
by  serologic  studies.  The  PTS  presented  with  dengue 
symptoms  ranging  from  3-11  days  (mean  5.3)  prior  to 
hospitalization.  64  percent  of  PTS  presented  with  pe- 
techias. The  mean  WBC  count  was  3,200  (1600-7500). 
The  mean  platelet  count  on  admission  was  47,700 
(12,000-90,000).  Bone  marrow  studies  did  not  help 
in  management.  The  platelet  count  of  9/11  PTS  re- 
turned to  normal  in  2.72  days.  In  PTS  on  steroids 
(CCS)  (2/11),  the  platelet  count  returned  to  normal 
in  4.5  days.  All  PTS  recovered  without  sequelae.  The 
thrombocytopenia  seen  in  dengue  is  transitory;  if  it 
persists  for  3 days  or  longer,  use  of  CCS  should  be 
considered.  In  PTS  returning  from  P.  R.,  that  develop 
fever  and  thrombocytopenia,  the  diagnosis  of  dengue 
should  be  considered. 


DISTINCTION  BETWEEN  PROGRESSIVE  U 
REMIC  ENCEPHALOPATHY  AND  HYPER- 
CALCEMIA 

Angel  B.  Rivera-Vázquez,  (Assoc.),  Angel  Noriega-Sánchez, 
MD,  Rafael  E.  Ramírez-González,  MD  and  M.  Martinez-Mal- 
donado,  FACP  - (Dept,  de  Med.,  VAH,  San  Juan,  P.  R.). 

Affectation  of  central  nervous  system  function 
is  frequent  in  patients  undergoing  hemodialysis.  Most 
serious  of  the  causes  of  neurological  disorders  is  pro- 
gressive uremic  encephalopathy  (PUE).  The  bizarre 
manifestations  of  this  syndrome  in  its  florid  form 
are  highly  indicative  but  early  symptoms  may  be  non 
specific  requiring  EEC  studies  for  diagnosis.  Changes 
in  central  nervous  system  function  may  occur  when 
blood  composition  is  altered.  Hypercalcemia  can  be 
one  of  the  factors  leading  to  abnormal  behavior,  but 
is  usually  not  present  in  chronic  renal  failure.  We  had 
the  opportunity  to  study  4 patients  undergoing  hemo- 
dialysis who  became  hypercalcemic  as  a consequence 
of  a temporary  defect  in  the  dialysate  preparation 
machinery.  All  the  subjects  were  hypercalcemic  about 
6 days.  Serum  calcium  was  above  12.0  mg  percent 
in  all.  Organic  mental  aberrations,  hallucinations,  mo- 
vement disorders,  seizures  and  other  disturbances 
were  seen  in  most  patients.  Because  of  this  sympto- 
matology PUE  could  not  be  discarded;  in  fact  one 


Bol.  Asoc.  Méd.  P.  Rico 
Septiembre  1978 


Abstractos 


328 


subject  had  been  diagnosed  as  having  this  disease.  In 
order  to  distinguish  EEG  was  performed  in  all.  Paro- 
xysms of  slow  waves  with  disorganized  background 
was  seen  uniformly.  This  distinguished  these  cases 
from  PUE  particularly  in  the  normal  background  and 
sharp  intermittent  spikes  seen  in  the  early  part  of  this 
disease.  Evidence  that  these  changes  were  the  result 
of  hypercalcemia  was  their  reversibility  upon  correction 
on  high  calcium  levels..  No  evidence  of  hyponatremia, 
hyperkalemia  or  hypoglycemia  was  present  excluding 
other  metabolic  cause  for  the  EEG  abnormalities.  It 
is  clear  that  hypercalcemia  must  be  considered  as  a cau- 
se of  bizarre  neurological  syndromes  in  hemodialysis 
patients  and  can  be  distinguished  from  PUE  by  EEG 


GENTAMICIN  RESISTANCE  OF  GRAM  NE- 
GATIVE BACILLI  (GNB) 

C.  H.  Ramirez  Ronda,  FACP,  M.  Nevdrez,  BSMT,  and  R.  H. 
Bermudez,  FACP  - UPR  School  of  Medicine  and  VAH,  San  Juan, 
Puerto  Rico. 

Gentamicin  resistance  (GM  R)  is  a problem  that 
worries  all  physicians.  A study  was  designed  to  deter- 
mine the  susceptibility  (S)  patterns  of  GM  R organisms 
to  other  aminoglycosides  (AGS).  Five  hundred  fifteen 
strains  of  GNB,  including  170  E.  coli,  91  Pseudomonas, 
108  Klebsiella,  41  Enterobacter,  43  Proteus,  25  Serratia, 
8 Providencia,  12  Citrobacter  and  17  Salmonella,  iso- 
lated from  clinical  specimens  were  studied.  The  suscep- 
tibility and  resistance  patterns  of  each  strain  to  the  AGS 
were  determined  including  Gentamicin  (GM),  Tobra- 
mycin (TB),  Amikacin  (AK),  Netilmicin  (NT)  and  Siso- 
micin  (SS)  by  the  microdilution  method.  GM  R was 
found  in  18  percent  of  the  studied  strains.  Resistance 
of  GNB  to  other  AGS  was  as  follows:  15  percent  to 
TB,  1 percent  to  AK,  8 percent  to  NT  and  12  percent 
to  SS.  GM  R was  highest  in  Serratia  (60  percent),  Pro- 
Í I videncia  (50  percent)  and  Klebsiella  (32  percent).  The 
susceptibility  of  GM  R strains  was  41  percent  to  TB, 

' I 95  percent  to  AK.  77  percent  to  NT  and  38  percent 
I I to  SS.  The  MIC  of  GM  R strains  susceptible  to  other 

I .\GS  was  higher  than  for  GM  susceptible  strains.  Pseu- 
■ I domonas  MIC  for  TB  was  4.4  G.M  R,  1.4  G.Vl  S;  for 

I I AK,  14.7  GM  R,  6.4  GM  S;  for  SS,  5.6  GM  R,  0.8  GM  S. 
I I The  overall  most  effective  AGS  was  .AK.  The  AGS  of 


choice  for  each  specific  group  of  GNB  is  different;  for 
E.  coli,  GM  is  still  effective,  for  Pseudomonas,  TB, 
and  for  Klebsiella,  Enterobacter,  Serratia  and  Providen- 
cia, AK.  The  AGS  of  choice  in  the  treatment  of  infec- 
tions caused  by  GM  R GNB,  is  AK.  Since  the  problem 
of  GM  R is  serious  and  real  at  the  PR  Med.  Center,  se- 
rious consideration  should  be  given  to  use  AK  in  the 
initial  management  of  GNB  septic  shock.  GM  and  TB 
can  be  used  in  the  management  of  less  serious  GNB 
infections,  unless  a GM  R organism  is  found. 


PLASMA  VOLUME  (PV)  AND  ALTERED 
RENIN  ALDOSTERONE  HOMEOSTASIS  IN 
DIABETES  MELLITUS 


Laura  Lespier-Dexter  (Member)  and  Carlos  Guerra  Santiago, 
MD  - VA  Hospital,  San  Juan,  Puerto  Rico. 

Impairment  of  the  renin  angiotensin-aldosterone 
system  (RAAS)  and  high  prevalence  of  the  syndrome 
of  selective  hypoaldosterone  and  hyperkalemia  has 
been  reported  in  diabetic  (D)  subjects  whether  or  not 
renal  or  autonomic  disease  are  present.  The  mecha- 
nism(s)  of  these  defects  have  not  been  clearly  establi- 
shed. In  order  to  evaluate  the  role  of  PV  expansion 
in  these  abnormalities,  we  studied  11  stable  D selected 
at  random,  with  no  clinical  evidence  of  arthostatic  hy- 
potension. Age  ranged  from  42-65  yrs;  duration  of  di- 
sease 1-26  yrs;  creatinine  clearance  36-130  ml/min. 
Plasma  renin  activity  (PRA),  plasma  aldosterone  (PA) 
and  PV  were  measured  in  D patients  and  6 controls 
(C)  on  a basal,  regular  diet  and  on  10  mEq  Na  diet;  while 
supine,  after  mechanical  upright  tilt  to  90^  and  2 hr 
upright  posture  and  furosemide  (F).  Basal  studies  in 
D showed  significant  impairment  in  supine  PRA  (p< 
0.001),  PA  (p  < 0.05)  and  blunted  response  to  tilt  pos- 
ture and  F when  compared  to  C.  PV  was  comparable 
in  both  D and  C.  Measurements  on  10  mP^q  Na  diet 
showed  significant  impairment  in  supine  PRA  (p  < 
0.05),  PA  (p  < 0.001)  and  a blunted  response  to  tilt, 
posture  and  P'.  PV  was  again  similar  in  both.  Our  data 
confirms  the  prevalence  of  an  abnormal  RAAS  in  the 
1)  population  and  this  is  not  the  result  of  physiologic 
suppre.ssion  by  volume  expansion  during  the  basal  state. 
Other  mechanisms  such  as  structural  renal  disease  in- 
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volving  the  juxtaglomerular  apparatus,  defect  in  syn- 
thesis or  activation  of  renin  or  autonomic  neuropathy 
are  to  be  considered. 


TREATMENT  OF  VZV  INFECTIONS  WITH 
ARA  A 

J.  Morales,  MD,  C.  H.  Ramirez  Ronda,  FACP,  A.  Lugo,  MD 
and  R.  H.  Bermudez,  FACP  - VAH  and  UPR  School  of  Medi- 
cine, San  Juan,  Puerto  Rico. 

Adenine  Arabinoside  (ARA-A)  is  an  antiviral 
agent  that  has  been  demonstrated  to  be  effective  in  the 
treatment  of  infections  caused  by  the  herpes  viruses, 
including  Herpes  Simplex  Virus  (HSV)  and  Varicella- 
Zoster  Virus  (VZV).  We  want  to  share  with  you  our 
experiences  in  the  use  of  ARA-A  in  three  patients  with 
VZV  infections  seen  over  the  last  15  months.  The  first 
case  is  a 62  year  old  male  with  a diagnosis  of  chronic 
lymphocytic  leukemia.  Four  days  prior  to  admission 
he  developed  pruritic  lesions  diagnosed  as  disseminated 
VZV.  He  was  started  on  ARA-A  at  a dose  of  10  mg/kg 
daily  for  5 days.  After  48  hrs  of  therapy,  the  lesions 
were  healing.  The  second  case  is  a 30  year  old  male 
with  the  diagnosis  of  varicella.  Four  days  after  onset 
of  illness,  he  developed  seizures  and  was  admitted  with 
encephalitis.  He  was  started  on  ARA-A.  Three  days 
after  starting  therapy,  his  neurological  condition  im- 
proved. The  PT  was  discharged  without  sequelae  after 
a course  of  10  days.  The  third  ease  is  a renal  transplant 
recipient  on  immunotherapy  who  presented  with  dis- 
seminated VZV.  The  PT  was  treated  with  ARA-A  for 
5 days  with  rapid  and  signifieant  regression  of  the  lesions. 
Severe  viral  infections  in  immunocompromised  PTS  with 
HSV  or  VZV  can  be  managed  with  ARA-A.  The  drug 
is  effective  as  has  been  demonstrated  in  our  own  results, 
and  is  tolerated  well  with  few  side  effects.  Weakness, 
tremors  and  megaloblastic  changes  in  bone  marrow 
were  observed  in  our  PTS.  These  effects  were  transitory. 
ARA-A  is  a safe  and  effective  antiviral  agent  for  VZV 
infections  that  must  be  added  to  our  armamentarium. 


MULTIPLE  ENDOCRINE  NEOPLASIA  TYPE 
II  (MEN  II).  CASE  REPORT  AND  REVIEW 


OF  APUD  SYSTEM. 

Francisco  Aguiló,  Jr.,  MD,  FACP,  Gildred  Colón,  MD  (Member), 
Enrique  Vázquez  Quintana,  MD,  FACS,  Rosa  Haiffe  de  Noriega, 
MD  and  Pedro  Dávila,  MD  ■ University  of  Puerto  Rico  School 
of  Medicine  and  Clinical  Research  Center,  San  Juan,  Puerto 
Rico. 

A 45  year  old  colored  female  presented  with  a 
nodular  goiter  of  15  years  duration,  hypertension  and 
hypercalcemia.  She  had  been  submitted  to  studies  be- 
cause of  medullary  carcinoma  in  a 29  year  old  daugh- 
ter, operated  elsewhere.  The  patient  was  found  to  have 
high  urinary  VMA,  positive  glucagon  and  Regitine  tests 
and  elevated  total  urinary  catecholamines.  Her  pre- 
operative baseline  thyrocalcitonin  level  was  28,500 
pg/ml  of  plasma,  (normal,  less  than  400),  which  rose  to 
68,500  pg/ml  upon  I.V.  calcium  infusion. 

Pre-operative  control  of  hypertension  was  achie- 
ved with  oral  phentolamine.  At  laparotomy,  a large 
left-sided  pheochromocytoma  (previously  demonstrated 
by  arteriography  and  ultrasonography),  was  removed, 
along  with  2 smaller  pheochromocytomas  on  the  right 
side.  Hypercalcemia  seemed  to  have  been  under  alpha 
adrenergic  influence,  as  it  disappeared  after  removal  of 
pheochromocytomas. 

Subsequent  operation  of  the  neck  confirmed 
medullary  carcinoma  and  parathyroid  adenoma.  Her 
entire  family  is  being  studied. 

We  believe  this  to  be  the  first  case  of  Sipple’s 
syndrome  diagnosed  preoperatively  and  treated  corres- 
pondingly in  Puerto  Rico. 

A review  of  the  pertinence  of  the  APUD  system 
in  relation  to  this  syndrome  will  be  made. 

USE  OF  TETRACYCLINE  FOR  THE  ARTH 
RITIS  OF  JEJUNOILEAL  BYPASS  SURGERY 

Carlos  H.  Ramirez  Ronda,  MD,  FACP  - VAH  and  UPR  School 
of  Medicine,  San  Juan,  P.  R. 

Jejunoileal  bypass  is  a surgical  procedure  used 
for  intractable  obesity  since  the  early  1970’s.  Coloniza- 
tion of  the  small  bowel  with  intestinal  flora  seems  to 
play  a role  in  the  pathogenesis  of  some  of  the  post- 
operative complications.  The  jejunal  flora  in  patients 
that  undergo  the  above  procedure  resembles  qualita- 
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gress  to  ulceration  and  destruction  of  the  involved 
area  after  an  incubation  period  of  2-8  wks.  Metastatic 
lesions  may  appear  from  several  days  to  5 years  after 
exposure.  We  want  to  share  with  your  our  experien- 
ces with  a case  of  Leishmaniasis  that  occurred  in  a 
National  Guardsman  after  a summer  training  camp 
in  Panama.  We  will  emphasize  the  diagnosis  and  ma- 
nagement of  the  problem.  A 25  year  old  man  in  good 
health  participated  as  a member  of  the  PR  National 
Guard  in  the  summer  camp  at  Ft.  Sherman,  Panama. 
He  claimed  was  bitten  by  “mosquitoes”.  Two  weeks 
later,  the  bite  site  turned  into  a crust,  and  a papular 
lesion  appeared  on  tbe  left  tibial  region,  later  turning 
into  an  ulcer.  Four  weeks  after  the  bite,  the  patient 
(PT)  noticed  an  erythematous  rash  on  both  cheeks. 
The  lesions  progressed.  After  several  diagnoses  were 
considered,  the  diagnosis  was  made  based  on  a skin 
biopsy  perfonned  by  the  dermatology  section,  show- 
ing Leishmania  brasiliensis.  He  was  admitted  to  VAH 
where  the  diagnosis  was  confirmed  and  the  PT  treated 
with  600  mg/day  Pentostam  for  10  days.  The  lesions 
improved  clinically  with  healing  of  ulcerated  regions. 
On  follow-up,  the  PT  experienced  no  side  effects  to 
the  drug  and  is  clinically  well,  with  minor  scarring 
in  the  face.  The  case  is  presented  to  share  with  you 
the  onset,  clinical  manifestations  and  management 
of  a rare  entity.  We  want  to  make  you  aware  that 
National  Guardsmen  that  during  their  summer  camp 
go  out  of  the  island  can  develop  exotic  diseases,  es- 
pecially when  they  go  to  Panama  where  Leishmania- 
sis and  other  disease  entities  are  endemic. 


SPOROTRICHOSIS  IS  STILL  WITH  US 

C.  H.  RamfrezRonda,  FACP,  J..  Morales,  Ml)  and  A.  Lugo, 
MD  — VAH  and  UPR  School  of  .Vledicine,  San  Juan,  Puerto 
Rico. 

.Sporotrichosis  is  a chronic  infection  caused  by 
Sporolrichum  schenckii,  and  characterized  by  tlie  de- 
velopment in  the  skin,  subcutaneous  tissues  and  lymph 
j nodes  of  nodular  lesions  which  soften  and  breakdown 
to  form  inrlolent  ulcers.  Man  becomes  infected  by 
contact  with  contaminated  materials  at  the  time  of  an 
injury  to  the  skin  or  by  handling  contaminated  dress- 


ings from  lesions  of  sporotrichosis.  We  will  describe 
our  experience  with  3 cases  of  sporotrichosis,  referred 
to  us  for  evaluation  after  different  diagnoses  were 
considered.  Three  patients  (PTS)  were  seen  over  a 
12  month  period:  two  males,  ages  32  and  59  and 
one  female,  age  34;  all  three  had  an  occupational  his- 
tory of  horticulturists.  All  had  their  lesions  for  se- 
veral months,  with  slow  progression  of  the  disease 
along  lymphatic  drainage.  They  were  referred  because 
of  skin  ulcers  not  responding  to  usual  antibiotic  ther- 
apy. They  presented  ulcerated,  crater-like  lesions  of 
the  involved  extremity.  The  bacterial  culture  of  the 
lesions  grew  mixed  flora.  Culture  of  the  lesion  in  Sa- 
bougraud’s  blood  agar  grew  Sporotrichum  schenckii. 
The  diagnosis  was  also  confirmed  by  serologic  tests. 
After  disseminated  disease  was  ruled  out,  the  PTS 
were  started  on  SSKI  (1  gm/ml)  up  to  40  drops  QID. 
All  the  lesions  healed.  The  mean  treatment  time  for 
the  lesions  to  disappear  was  8.2  weeks  (7-9).  Therapy 
was  continued  for  another  8 weeks.  All  PTS  tolerated 
the  therapy  well  with  few  side  effects,  2 developed 
acneiform  eruptions  and  1 daily  fever  spikes.  On  fol- 
low-up no  relapses  occurred.  We  want  to  bring  to  your 
attention  the  presentation,  diagnosis  and  management 
of  a common  problem  among  Puerto  Rican  amateur 
and  professional  horticulturists. 


SUSCEPTIBILITY  OF  BACTEREMIC  STRA 
INS  OF  GNB  TO  AMINOGLYCOSIDES  (AGS) 
AND  CARBENICILLINS  (CBS)  IN  VARIOUS 
HOSPITALS  OF  PUERTO  RICO 

A.  Lugo,  MD,  D.  Vera,  BSMT,  J.  Morales,  MD,  A.  Garcia, 
BSMT,  M.  Medina,  MS,  R.  H.  Bermudez,  FACP  and  C.  H.  Ra- 
mirez-Ronda,  FACP  ■ VAH,  PRMC  and  UPR  School  of  Me- 
dicine, San  Juan,  P.  R. 

The  use  of  antibiotics  in  every  hospital  varies, 
the  prescription  patterns  of  AGS  and  CBS  can  be  a 
factor  in  the  emergence  of  resistant  strains.  \ study 
was  designed  to  compare  the  susceptibilitv  (S)  of  hac- 
teremic  strains  of  G.NH  in  four  teaching  institutions, 
L'DH,  SJCH,  UCH  and  VAH.  225  GNB,  65  from  LDH, 
77  from  SJ(31,  17  from  LCH  and  66  from  VAH  were 
studied.  The  strains  studied  included  47  E.  cali,  63 
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K..  pneumonías,  13  Sfiratia,  24  Proteus,  22  Pseudo- 
monas and  8 Providencias.  S of  the  above  strains  to 
Kanamycin  (KM),  Gentamicin  (CM),  Tobramycin 
(TB),  Amikacin  (AK),  Netilmicin  (NT),  Sisomicin 
(SS),  Carbenicillin  (CB)  and  Ticarcillin  (TC)  was  de- 
termined by  microdilution.  Tbe  S of  all  GNB  to  KM 
from  3/4  of  the  hospitals  was  similar  (51-56  percent), 
except  for  VAH  that  was  68  percent.  The  S to  GM 
ranged  from  75-86  percent,  the  lowest  degree  of  S to 
GM  was  found  in  the  SJCH.  TB  S was  80  percent  at 
SJCH,  92  percent  at  UDH  and  85  percent  at  VAH 
and  UCH.  AK  S was  100  percent  in  all  hospitals.  NT 
and  SS  S were  similar  in  all  institutions  (90-92  per- 
cent). S to  CB  and  TC  was  the  lowest,  57  percent 
UDH,  51  percent  SJCH,  39  percent  UCH  and  52  per- 
cent VAH.  The  S of  bacteremic  GNB  in  our  teaching 
institutions  varies  for  the  AGS  tested.  The  lowest 
overall  percent  S was  found  at  SJCH.  The  overall  most 
effective  agent  was  AK.  Even  though  the  percent  S 
was  comparable  with  a given  AGS,  and  a Specific  strain 
for  the  different  hospitals,  there  are  differences  in  the 
MIC’s.  The  antibiotic  of  choice  for  a given  strain  at 
each  different  institution  varies. 


SUBACUTE  THYROIDITIS,  SARCOIDOSIS 
AND  ACUTE  POSTERIOR  MULTIFOCAL 
PLACOID  PIGMENT  EPITHELIOPATHY  (A 
PMPPE) 

E.  Melendez,  MD,  A.  Ramos  Umpierre,  MD  and  R.  A.  Del 
Toro,  MD,  FACP  — San  Juan  City  Hospital,  Rio  Piedras,  Puer- 
to Rico. 

The  case  of  a 25  yrs.  old  female  who  developed 
the  clinical  picture  of  Subacute  Thyroiditis  followed 
by  the  classical  triad  of  erythema  nodosum,  arthritis 
of  the  large  joints  of  the  lower  extremities  and  hilar 
adenopathy  characteristic  of  Acute  Sarcoidosis  toge- 
ther with  loss  of  vision  and  retinal  lesions  of  APMPPE 
is  presented.  Previous  association  of  Sarcoidosis  with 
Thyroiditis  and  of  Thyroiditis  with  APMPPE  have 
been  reported  but  not  of  APMPPE  with  sarcoidosis 
nor  the  3 entities  together.  The  exact  etiology  of  these 
3 conditions  is  unknown  but  it  is  postulated  that  each 
one  of  them  may  be  related  to  viral  infection  and  or 


to  autoimmunity.  This  theory  could  explain  the  oc- 
currence of  the  three  conditions  in  the  same  patient  at 
the  same  time.  Each  could  occur  independently  or  as  a 
part  of  a clinical  spectrum. 


BACTERIOLOGY  OF  SKIN  INFECTIONS 
IN  OUT  PATIENTS 

/.  Banuchi,  MD,  J.  Morales,  MD,  A.  Lugo,  MD,  M.  Nevarez, 
BSMT,  C.  H.  Ramirez  Ronda,  MD,  FACP  - VAH,  SJCH  and 
UPR  School  of  Medicine,  San  Juan,  Puerto  Rico. 

Skin  infections  are  frequent  among  the  patients 
that  are  seen  on  primary  care  situations.  Treatment 
in  many  occasions  is  based  on  bacteriologic  data  ob- 
tained at  other  centers.  A prospective  study  was  de- 
signed to  study  the  bacteriology  of  acute  skin  infec- 
tions seen  in  an  ambulatory  out-patient  department. 
Patients  were  cbosen  as  they  entered  the  clinic  and 
no  pre-selection  or  exclusions  conducted.  A total  of 
45  patients  volunteered  to  get  a culture  over  a 4 week 
period.  All  cultures  were  taken  by  one  of  tbe  authors, 
and  were  inoculated  into  growth  mediums  within  4 
hours.  All  bacterial  strains  were  identified  by  standard 
microbiological  methods.  There  were  24  males  with 
a mean  age  of  12.7  years  (0.6-79)  and  21  females  with 
a mean  age  of  11.53  years  (0.9-29).  The  clinical  diag- 
nosis of  the  skin  infections  was  impetigo  32,  absces- 
ses, 6,  pustules  6,  vesicles  2,  others  1.  Most  skin  in- 
fections were  located  in  the  lower  extremities.  73 
percent  of  the  lesions  were  less  than  a week  old.  The 
impetigo  lesions  occurred  mostly  in  children  10  years 
old  and  younger  (23).  Staphylococcus  aureus  (S.A) 
was  the  most  frequent  isolate  (24),  followed  by  Strep- 
tococcus pyogenes  (SP)  (20).  Seven  patients  had  mixed 
infections  involving  SA  and  SP.  Impetigo  lesions  were 
caused  most  frequently  by  S.A  (18/36),  3 were  mixed 
infections.  All  pustules  were  caused  by  S.A.  SP  was 
the  second  most  frequent  organism  isolated.  In  Puerto 
Rico,  skin  infections  including  impetigo,  abscesses 
and  pustules  are  associated  with  S.A  in  46  percent 
of  the  cases,  with  SP  in  38  percent  and  with  mixed 
infections  in  12  percent.  The  choice  of  antimicrobial 
agents  in  the  management  of  such  infections  should 
include  an  agent  active  against  these  pathogens  spe- 
cially a penicillinase  resistant  penicillin. 
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FALSE  POSITIVE  PREGNANCY  TESTS  IN 
PATIENTS  WITH  PROTEINURIA 


Ada  Rivera,  MD,  Alcides  Gil  Escudero,  MD  — San  Juan  City 
Hospital,  Rio  Piedras,  Puerto  Rico. 


Twenty  one  patients  with  chronic  renal  failure 
had  pregnancy  tests  done,  together  with  urinalysis, 
blood  urea  nitrogen  and  serum  creatinine.  These  re- 
sults were  compared  along  with  age  and  sex.  Ten  of 
the  twenty  one  patients  studied  had  positive  preg- 
nancy tests  in  urine.  Ages  and  sex  in  this  group  and 
the  one  with  negative  tests,  were  as  varied  as  29-87 
years  of  age  with  a predominance  of  males.  Blood 
urea  nitrogen  and  serum  creatinine  had  no  fixed  pat- 
tern. Only  protein  in  urine  of  more  than  2+  was  a 
factor  that  was  present  in  all  of  the  patients  with  po- 
sitive tests.  This  fact  has  to  be  kept  in  mind  when 
ordering  pregnancy  tests  for  any  woman  who  just 
might  have  protein  in  urine  and  give  a false  positive 
test. 


ceptibilities  of  61  bacteremic  E.  coli  strains  to  dif- 
ferent cephalosporins  were  determined  by  the  two 
methods.  The  mean  MIC  of  susceptible  strains  to  ce- 
phalosporins is  as  follows; 


Antibiotic  Agar  Dilution  Microdilution 


Cephalothin  (C)  6.5±0.36 
Cefaloridine  (CL)  6.8±0.78 
Cef amándole  (CM)  3.2±0.46 
Cefazolin  (CF)  2.3±0.31 
Cephradine  (CD)  11.6±0.53 


5.8±0.34 

5.8±0.72 

2.3±0.50 

2.8±0.36 

9.110.46 


The  mean  MIC  for  all  strains  tested  was  com- 
parable by  the  two  methods  (p  > .2).  Since  both  me- 
thods are  comparable  and  are  more  acccurate  than  disc 
susceptibility  testing,  we  urge  all  hospital  based  mi- 
crobiological laboratories  to  use  dilution  methods. 
The  agar  dilution  method  is  most  adaptable  and  eco- 
nomical for  small  and  medium  sized  laboratories. 


COMPARISON  AND  EVALUATION  OF  A- 
GAR  DILUTION  AKD  MICRODILUTION 
METHODS  IN  SUSCEPTIBILITY  TESTING 

,Vf.  Nevarez,  BSMT,  and  C.  H.  Ramirez-Ronda,  MD,  FACP  — 
VAH  and  UPR  School  of  Medicine,  San  Juan,  Puerto  Rico. 

Susceptibility  testing  of  microorganisms  is  per- 
formed routinely  in  all  clinical  microbiological  labo- 
ratories. In  many,  the  only  method  utilized  in  sus- 
ceptibility testing  is  the  disc  diffusion  method  of  Kir- 
byand  Bauer.  With  the  advent  of  multiple  antibiotics 
and  the  need  to  correlate  susceptibility  patterns  of 
infecting  microorganisms  with  achievable  senirn  levels 
of  a given  antibiotic,  there  is  a need  to  perform  sus- 
ceptibility determinations  by  dilution  methods.  Sus- 
ceptibility patterns  can  be  determined  by  agar  dilu- 
tion, tube  dilution  and  microdilution  methods.  A 
study  was  designed  to  com[)are  the  agar  dilution  me- 
thod (.AD)  using  a Steers  replicator  and  the  microdi- 
lution method  (Ml))  u.sitig  a (iooke  system.  The  sus- 


COMPARISON  AND  EVALUATION  OF  TI- 
CARCILLIN  AND  CARBENICILLIN  AGAINST 
407  GRAM  NEGATIVE  BACILLI 

J.  Morales,  MD,  M.  Nevárez,  BSMT,  R.  H.  Bermudez,  MD,  FACP 
and  C.  H.  Ramirez  Ronda,  MD,  FACP  ■ VAH  and  UPR  School 
of  Medicine,  San  Juan,  Puerto  Rico. 

Carbenicillin  (C)  is  a known  semisynthetic  anti- 
pseudomonas penicillin  that  has  been  in  use  for  several 
years.  Ticarcillin  (T)  is  a new  semisynthetic  penicillin 
whose  spectrum  includes  gram-negative  bacilli  (GNB) 
including  Pseudomonas  strains.  A study  was  designed 
to  compare  the  effectiveness  of  these  two  antipseudo- 
monas penicillins  against  407  G.\B  isolated  from  clini- 
cal specimens  in  our  laboratories  and  to  see  if  there 
were  any  microbiological  advantages  in  using  one  over 
the  other.  The  susce[)tibility  patterns  of  203  GNB 
isolated  from  urine  (L)  specimens  and  204  GNB  iso- 
lated from  blood  (B)  was  determined  by  tlie  micro- 
dilution method.  All  bacteriological  identification 
was  carried  out  using  standard  microbiological  me- 
thods. The  studied  strains  included  E.  coli,  102L,  68B; 
Proteus  sp.  15L',  28B;  Providencia  8B;  Serratia  8U,  17B; 
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Enterobacter  18ü,  23B;  P.  fluorescens  18ü,  5B;  P. 
aeruginosas  42U,  26B  and  Citrobacter  12B.  The  overall 
percent  susceptibility  of  the  studied  strains  to  C and  T 
was  comparable.  For  U strains  57  percent  C,  54  percent 
T;  for  B strains  58  percent  C and  59  percent  T.  The 
mean  MIC  for  the  studied  strains  was  different  for  the 
two  antibiotics.  The  mean  MIC  for  U and  B strains 
of  E.  coli,  Serratia,  Enterobacter,  Pseudomonas  and 
Salmonella  for  C was  2 times  the  MIC  for  T (43  ± 2C; 
25  ± 3T).  The  mean  MIC  of  Proteus  strains  was  similar 
for  both  antibiotics.  C MIC  was  lower  than  T for  Ci- 
trobacter. The  spectrum  of  both  antibiotics  is  similar, 
but  the  activity  of  T is  2 times  higher  the  activity  of 
C for  a large  number  of  strains.  In  patients  in  which 
there  is  a need  to  restrict  the  Na  intake  or  with  bleed- 
ing tendencies,  the  antibiotic  of  choice  is  T since  you 
can  use  a lower  dose,  in  other  patients  either  agent 
may  be  used. 


THERAPY  OF  POOR  RISK  LYMPHOMAS 
WITH  INTENSIVE  ADRIAMYCIN  COMBI 
NATION  CHEMOTHERAPY:  PRELIMINARY 
REPORT 

Francisco  Robert,  MD,  Enrique  Velez-Garcfa,  MD,  and  Gustavo 
Ramirez  de  Arellano,  MD  — VA  Hospital  and  University  Hos- 
pital, San  Juan,  Puerto  Rico. 

Nineteen  evaluable  patients  with  prognostically 
unfavorable  lymphomas  were  intensively  treated  with 
combination  chemotherapy  in  order  to  improve  their 
remission  rate  and  survival.  Included  in  this  report 
are:  6 patients  with  recurrent  advanced  Hodgkin  Lym- 
phoma (HL)  refractory  to  previous  treatment;  and  13 
patients  with  unfavorable  Non-Hodgkin  (NH)  histo- 
logies (Diffuse  Histiocytic,  Diffuse  Lymphoblastic, 
etc.)  and/or  recurrent  advanced  disease  refractory  to 
treatment.  They  were  treated  with  an  induction  chemo- 

9 

therapy  consisting  of  Adriamycin  50mg/M"  IV,  Bleo- 
mycin a5  u.(days  0,8),  Velban  6mg/M“  IV,  DTIC 
500  mg/M^  rV  and  Prednisone  lOOmg  x 5 daily  doses; 
all  repeated  every  3 wks.  if  tolerable.  Previously  un- 
treated NH  Lymphomas  received  consolidation  chemo- 
therapy with  Cyclophosphamide,  Vincristine  and  Pred- 
nisone. Acceptable  myelosuppression  and  gastrointes- 


tinal side  effects  were  the  most  frequent  toxicities 
encountered.  Response  rates  were  as  follows:  HL  = 
Complete  Response  - 5/6  (83  percent),  Non-Respon- 
ders --1/6  (16  percent);  Non-Hodgkin  Lymphomas  = 
Complete  Response  - 8/12  (66  percent).  Partial  Res- 
ponse - 4/12  (33  percent).  Adriamycin  combination 
resulted  in  higher  response  rate  and  longer  survival 
for  responders,  thus  suggesting  that  this  intensive  re- 
gimen is  valuable  for  this  group  of  lymphomas. 


POLYCHEMOTHERAPY  WITH  CYCLOPHOS- 
PHAMIDE, ADRIAMYCIN,  INTERMEDIATE 
DOSE  METHOTREXATE  AND  CITROVO- 
RUM  FACTOR  RESCUE  IN  ADVANCED 
LUG  CANCER 

Francisco  Robert,  MD  — VA  Hospital  and  Puerto  Rico  Cancer 
Center,  Rio  Piedras,  Puerto  Rico 

Polychemotherapy  appears  superior  to  mono- 
chemotherapy in  a wide  variety  of  tumors  previously 
resistant  to  single  agent  therapy.  Encouraged  by  this 
data,  we  started  a pilot  study  using  Cyclophosphamide, 
Adriamycin,  Methotrexate  and  Citrovorum  Factor  in 
patients  with  advanced  lung  cancer.  The  objective 
of  this  study  was  to  determine  whether  chemotherapy 
with  Adriamycin  and  Cyclophosphamide  could  be 
safely  superimposed  on  Intermediate  Dose  Metho- 
trexate and  Citrovorum  Factor.  Forty-eight  patients 
with  unresectable  carcinoma  were  entered  on  this 
trial,  and  treated  with:  Cyclophosphamide  500nig/M^ 
IV,  Adriamycin  50mg/M^  IV,  Methotrexate  40-200 
mg/M“  (P.  0.)  X 4 doses/24  hrs.,  and  Citrovorum  Fac- 
tor 5mg  (P.  0.)  X 6-9  doses;  all  repeated  every  3 wks 
if  tolerable.  There  were  43  patients  evaluable  for  to- 
xicity and  39  for  response.  Toxicity  was  acceptable, 
with  24/43  showing  granulocytopenia,  4/43  thrombo- 
cytopenia, 9/43  mucositis,  4/43  renal  toxicity  and 
3/43  hepatic  toxicity.  The  overall  response  rate  was 
59  percent  (23/39):  Squamous  (4/9),  AdenoCa  (II/ 
18),  Small  Cell  (5/5)  and  Large  Cell  (3/7).  The  res- 
ponder’s median  survival  was  better,  II  mos.  vs  4.5 
mos.  for  non-responders  (P  < .01).  Thus,  this  is  a well- 
tolerated  regimen  for  advanced  lung  Ca. 
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tively  that  of  feces.  We  want  to  share  with  you  the 
experience  of  managing  a patient  with  a jejunoileal 
bypass  that  developed  disabling  arthritis  not  respon- 
sive to  antiinflammatory  agents,  with  the  exception 
of  corticosteroids,  and  whose  signs  and  symptoms 
of  arthritis  disappeared  with  the  use  of  oral  Tetracy- 
cline. A 46  year  old  male  underwent  a jejunoileal  by- 
pass on  8/72  with  resultant  loss  of  116  lbs.  He  did 
well  until  10/76  when  he  developed  legs  pain  and 
arthritis.  Rheumatological  work-up  including  muscle 
biopsy  was  unrevealing.  In  spite  of  anti-inflammato- 
ry agents,  the  patient  continued  with  his  symptoms 
of  joints  pain  and  later  with  afternoon  fevers.  In  7/77 
he  was  re-evaluated,  a PPD  was  negative,  the  ESR  was 
25  and  C’3  90.  In  late  6/77  he  developed  tenosyno- 
vitis and  was  started  on  Tetracycline,  250  mg  po  QID 
for  7 days,  with  dramatic  clinical  response.  After  stop- 
ping TCN,  symptoms  recurred.  He  was  then  started 
on  long  term  low  dose  TCN;  the  symptoms  disappeared. 
ESR  decreased  to  5.  The  patient  has  remained  symptom 
free  with  intermittent  TCN  therapy.  We  want  to  make 
you  aware  that  the  arthritis  associated  with  the  above 
surgery  is  probably  related  to  colonization  of  the  small 
bowel  by  fecal  flora  and  blood  invasion  of  bacterial 
products,  leading  to  immune  complex  disease.  Trial 
of  low  dose  TCN  in  these  patients  should  be  consi- 
dered. 


THE  LATE  SEQUELAE  OF  CARDIAC  TRAU- 
MA: CLINICAL  ASPECTS  AND  MANAGE- 
MENT 

Edgardo  Hernández  López,  MD,  Juan  M.  Aranda,  MD,  Julio 
E.  Pérez,  MD,  Migdalia  González,  MD,  Esteban  Linares,  FACP 
and  Guillermo  Cintron,  FACP  ■ Veterans  Administration  Hos- 
pital, San  Juan,  Puerto  Rico. 

Cardiac  damage  accounts  for  one  of  the  leading 
causes  of  death  in  traumatic  injury.  Its  diagnosis  is,  how- 
ever, difficult  and  represents  the  commonest  ususpec- 
ted  visceral  injury  responsible  of  death  in  fatally  in- 
jured patients.  On  occasions  the  consequences  of  cardio- 
vascular trauma  arc  recognized  many  years  after  the 
accident  by  its  late  sequelae.  We  describe  the  clinical 
findings  and  management  of  .5  patients  with  traumatic 
heart  disea.se.  All  were  males,  ages  ranged  lietween 


25  and  47  (mean'=40).  The  interval  from  trauma  to 
diagnosis  ranged  from  2 to  25  years  (mean=ll  years). 
The  lesions  were  distributed  as  follows:  left  ventricular 
(LV)  pseudoaneurysm,  aortic-right  ventricular  fistula, 
aortic  isthmic  aneurysm,  diffuse  LV  dysfunction,  aortic 
insufficiency. 

Four  of  the  5 patients  were  being  evaluated  for 
other  condition  than  the  one  related  to  trauma.  The 
diagnosis  was  suspected  by  history  and  physical  exami- 
nation in  2,  by  history  and  EGG  in  2 and  by  history 
and  chest  X-ray  in  another.  All  patients  underwent 
complete  cardiovascular  evaluation  including  cathe- 
terization and  angiography.  Corrective  surgery  was 
performed  in  3 patients,  one  was  judged  unoperable, 
and  in  another  the  lesion  was  not  considered  to  re- 
quire surgery. 

The  late  sequelae  of  cardiovascular  trauma  are 
variable  and  may  be  the  cause  of  important  disability 
in  young  patients.  Treatment  should  be  individual- 
ized bearing  in  mind  that  surgery  is  often  corrective. 


USE  OF  AMINOGLYCOSIDES  IN  LEUKE 
MIC  PATIENTS  WITH  FEVER 

A.  Lugo,  MD,  J.  Morales,  MD,  R.  H.  Bermudez,  FACP,  M. 
Nevárez,  BSMT,  D.  Vera,  BSMT,  and  C.  H.  Ramirez  Ronda, 
FACP  - VAH  and  UPR  School  of  Medicine,  San  Juan,  Puerto 
Rico. 

Infection  is  the  most  frequent  cause  of  morta- 
lity in  leukemia.  Pseudomonas  aeruginosa  is  the  most 
frequent  pathogen  of  infections  in  patients  with  leu- 
kemia at  our  institutions.  The  leukemic  patients  with 
fever  require  the  empiric  use  of  an  aminoglycoside 
(AGS)  with  or  without  a carbenicillin-like  drug.  A 
study  was  designed  to  study  the  level  of  susceptibi- 
lity of  31  bactcrcmic  strains  of  Pseudomonas  aerugi- 
nosa isolated  from  patients  in  our  hospitals,  and  to 
compare  the  in  vitro  effectiveness  of  Gentamicin  (GM), 
Tobramycin  (TR)  and  Amikacin  (AK)  against  these 
strains.  28/31  were  susceptible  to  Gentamicin  with  a 
mean  MIC  of  3.3  ug/ml.  29/31  were  susceptible  to 
Tobramycin  with  a mean  MIC  of  1.0  ug/ml  and  31/31 
were  susceptible  to  Amikacin  with  a mean  MIC  of  5.6 
ug/ml.  The  therapeutic/toxic  ratio  for  the  strains  for 
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each  AGS  was  calculated:  for  Gentamicin  was  0.33 
for  Tobramycin  0.1  and  for  Amikacin  0.19.  The  over- 
all most  effective  aminoglycoside  for  Pseudomonas 
was  Tobramycin,  lowest  MIC  and  lowest  therapeutic/ 
toxic  ratio.  The  aminoglycoside  of  choice  for  use  in 
leukemic  patients  with  fever  in  institutions  where 
Pseudomonas  is  the  most  likely  pathogen,  and  the 
problem  of  GM  resistance  of  Pseudomonas  has  not 
emerged,  is  TB.  For  Gentamicin  or  Tobramycin  resis- 
tant strains,  is  Amikacin.  While  Gentamicin  resistance 
of  GNB  is  an  emerging  problem  in  our  institutions, 
the  resistance  of  bacteremic  Pseudomonas  strains  to 
Gentamicin  is  still  below  10  percent;  therefore,  we 
recommend  the  use  of  Tobramycin  is  suspected  Pseu- 
domonas infections  in  leukemic  patients. 

AZATHIOPRINE  IN  THE  TREATMENT  OF 
SYSTEMIC  LUPUS  ERYTHEMATOSUS 

Ivelisse  Lebrón,  Associate,  and  Esther  N.  González  Pares,  FACP  ■ 
Rheumatic  Diseases  Section,  School  of  Medicine,  University 
of  Puerto  Rico,  San  Juan,  Puerto  Rico. 

Systemic  Lupus  Erythematosus  (SLE)  is  a mul- 
tiple system  disease  with  an  unpredictable  outcome. 
Although  the  etiology  of  this  condition  is  not  known 
it  is  characterized  by  multiple  immunologic  alterations. 
The  beneficial  effects  of  Azathioprine  in  the  course 
of  SLE  are  well  known.  This  study  analyzes  the  effects 
of  Azathioprine  treatment  in  the  course  of  SLE  pa- 
tients who  received  it  for  a significant  length  of  time. 

Forty  five  patients  were  included  in  the  stu- 
dy. There  were  38  females  and  7 males.  The  age  group 
was  from  9 to  67  years.  Twenty  seven  patients  are  still 
alive,  of  whom  22  are  females  and  5 are  males.  Nine 
patients  died  of  whom  8 were  females  and  1 male. 
Fourteen  patients  developed  secondary  effects  such 
as  hematologic  alterations,  infections  and  one  patient 
developed  liver  toxicity.  Of  the  36  patients  — 24  im- 
proved. At  present  5 of  these  are  in  complete  remis- 
sion. Nine  patients  are  in  remission  with  low  dosis  of 
steroids.  Four  patients  failed  to  improved.  Three  pa- 
ients  are  still  on  Imuran  and  steroid. 


GASTRIC  POTENTIAL  DIFFERENCE:  ALTE- 


RATIONS INDUCED  BY  ALCOHOL  IN  NOR 
MAL  AND  CIMETIDINE  TREATED  DOGS 

Angel  Olazábal  (Member),  and  Luiz  Nascimento,  MD  ■ VA 
Hospital,  San  Juan,  Puerto  Rico 

Alcohol  and  aspirin  are  drugs  known  to  cause 
histological  damage  to  the  gastric  mucosa.  Recent 
studies  have  shown  a correlation  between  aspirin-in- 
duced mucosal  disease  and  alterations  in  gastric  po- 
tential difference  (PD).  Pretreatment  with  cimeti- 
dine  (C)  has  been  shown  to  diminish  both  the  drop 
in  gastric  PD  and  the  mucosal  damage  induced  by 
aspirin.  We  investigated  the  possible  effects  of  pre- 
treatment with  C'  on  the  alcohol-induced  alterations 
in  gastric  PD.  Gastric  PD  was  measured  in  anesthe- 
tized dogs  (n=9)  using  previously  described  techni- 
ques. Following  the  baseline  PD  measurements,  5 
animals  (Group  I)  had  30  ml  of  ethanol  (43  percent, 
pH  4.7)  instilled  in  the  stomach  and  gastric  PD  mea- 
sured continuously  for  one  hour.  Four  animals  (Group 
II)  received  300  mg  of  C intravenously  30  min  prior 
to  gastric  instillation  with  ethanol  and  were  studied 
under  identical  protocol.  Alcohol  reduced  control  PD 
by  33.4  ± 8,  31.3  ± 3.5,  27.6  ± 3.4  and  24.0  ± 2.0  mV 
(mean  ± SE)  at  15,  30,  45  and  60  min  respectively.  In 
C-treated  dogs  alcohol  reduced  baseline  PD  by  15.1  ± 
1.6,  12.6  ± 3.6,  1.5  ± 4.1  mV  at  15,  30  and  45  min. 
At  60  min  gastric  PD  had  increased  5.9  ± 4.6  mV  above 
control  PD  in  this  group.  The  changes  in  PD  at  each 
15  min  of  the  experimental  period  were  significantly 
different  in  the  two  groups  (p  < 0.01).  The  results 
demonstrate  that  C blunts  the  alterations  in  gastric 
PD  induced  by  alcohol.  It  is  possible  that  C prevents 
or  diminishes  gastric  lesions  related  to  alcohol.  Further 
studies  are  in  order  to  evaluate  this  possibility. 


EFFECT  OF  DIETARY  CALCIUM  MODIFI 
CATION  ON  CALCIUM  EXCRETION  IN  SUB 
JECTS  WITH  UROLITHIASIS 

Laura  E.  Lespier- Dexter  (Member),  Myrna  Caniglia,  Manuel 
MartinezMaldonado,  EACP  - Medical  Service,  San  Juan  VA 
Hospital,  San  Juan,  Puerto  Rico. 
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Hypercalciuria  is  considered  a risk  factor  in  the 
precipitation  and  formation  of  calcium  stones.  Because 
of  this,  dietary  calcium  restriction  is  commonly  re- 
commended. To  determine  the  effect  of  calcium  in 
the  hypercalciuria  of  nephrolithiasis  and  determine 
the  possible  beneficial  effect  of  dietary  modification, 
we  studied  the  urinary  excretion  of  calcium  at  three 
levels  of  calcium  intake.  Patients  (n=18)  were  admit- 
ted to  the  SJVAH  metabolic  unit  and  received  a con- 
trol diet  during  three  periods  of  8 days  each.  In  phase 
I subjects  ingested  800  mg  of  calcium  (regular  P.  R. 
diet)  in  phase  II,  400  mg  calcium;  in  phase  III,  1200 
mg  calcium.  Blood  and  urine  samples  were  collected 
daily  and  calcium  excretion  (Ca/Cr)  was  compared 
during  each  period  of  study.  Our  results  showed  the 
Ca/Cr  did  not  change  significantly  at  the  different 
levels  of  intake.  The  percent  of  Ca  excreted  relative 
to  that  ingested  was  inversely  proportional  to  the  total 
amount  of  intake  and  it  decreased  significantly  as  in- 
take increased  (p  < 0.05).  This  data  is  consistent  with 
the  fact  that  dietary  modification  of  Ca  is  of  mini- 
mal value  for  the  control  of  hypercalciuria  of  stone 
patients.  A regulatory  mechanism  that  stimulates  or 
limits  Ca  absorption  probably  involving  both  PTH  and 
vitamin  D is  present  in  stone  patients  and  makes  this 
therapeutic  maneuver  ineffective.  Other  methods,  as 
tlie  use  of  thiazide  diuretics  should  be  employed  for 
the  control  of  hypercalciuria. 


CHOROID  PLEXUS  VISUALIZATION  (TECH- 
NETIUM 99M  PERTECHNETATE)  IN  RENAL 
INSUFFICIENCY 

J.  V.  Rivera,  MD,  FACP,  J.  Ramirez-González,  MD,  J.  Morales, 
MD,  A.  Noriega,  MD  - V'eterans  Administration  Hospital  and 
School  of  Medicine  University  of  Puerto  Rico,  San  Juan,  Puerto 
Rico 

Tc-99m  pertechnctate  and  KCLO^  were  employed 
in  a study  of  brain  scans  in  patients  with  chronic  renal 
insufficiency.  The  choroid  plexus  was  visualized  in  10  of 
22  patients  on  conservative  medical  treatment,  in  20  of 
22  patients  on  hemodialysis,  in  6 of  16  transplant  re- 
cipients and  in  none  of  .87  controls.  Among  patients 
who  showed  concentration  of  pertechnetate  in  the 
choroid  plexus  when  given  KCI.O^,  in  5 tlie  same 


finding  was  seen  when  premedicated  with  Lugol’s  solu- 
tion; but  not  in  6 in  whom  scan  was  done  following 
administration  of  Tc-99m  DTPA.  Findings  suggest  a 
functional  disturbance  of  the  choroid  plexus  related  to 
chronic  renal  insufficiency.  It  is  not  relieved  by  hemo- 
dialysis but  it  appears  to  improve  following  renal  trans- 
plant. A possible  relation  to  neurological  syndromes 
in  these  conditions  is  suggested. 

HANDLING  OF  ACUTE  DRUG  INTOXICA- 
TION: ROLE  OF  FORCED  DIURESIS 

José  M.  Ayala,  MD,  Rafael  A.  Raquero,  MD,  (Member),  Rafael 
E.  Rami'rez-González,  MD  and  Manuel  Martinez-Maldonado, 
FACP  - Medical  Service,  San  Juan  VA  Hospital,  San  Juan,  Puerto 
Rico. 

Suicidal  intoxication  continues  to  be  a common 
social  and  medical  problem.  We  evaluated  the  therapy 
and  clinical  course  of  a group  of  85  patients  seen  at 
the  San  Juan  VA  Hospital  between  1973-1978.  Age 
ranged  between  18  and  70  yrs.  History  and  available 
evidence  revealed  that  55  patients  had  ingested  mul- 
tiple drugs  while  30  had  used  a single  drug.  The  com- 
monest drugs  were  tranquilizers,  phenothiazines  and 
tricyclical  antidepressants.  The  state  of  conscious- 
ness of  the  patients  was  as  follows:  6 were  conscious; 
24  were  somnolent;  31  had  stupor  and  24  were  in 
coma.  All  subjects  were  submitted  to  “forced  diure- 
sis” in  the  medical  intensive  care  unit.  The  therapy 
consisted  of  the  administration  of  isotonic  saline  with 
20  to  100  mg  of  furosemide  (total  dose)  and  the  care- 
ful replacement  of  urine  losses  of  solute  and  water  in 
excess  of  intake.  This  assured  that  blood  volume  and 
plasma  composition  remain  as  close  to  normal  as  pos- 
sible. Four  subjects,  in  addition,  received  analeptics 
and  one  subject  (in  deep  coma  and  pneumonia)  re- 
quired dialysis  and  extracorporeal  oxygenation.  This 
last  subject  was  one  of  t\vo  fatalities  in  these  series. 
Several  complications  not  related  to  forced  diuresis 
were  observed.  These  included  10  cases  with  pneumo- 
nia, one  pancreatitis  and  one  upper  GI  bleeding.  Aspi- 
ration pneumonia  with  severe  pulmonary  dysfunction 
was  the  major  cause  of  death  in  both  fatalities.  There 
were  no  serious  complications  from  the  “forced”  diu- 
re.sis.  It  is  clear  from  this  evidence  that  forced  diuresis 
is  a highly  successful  form  of  therapy  in  acute  intoxi- 
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cation  regardless  of  the  medication  involved  and  the 
neurological  status  of  the  patient.  Coupled  to  excellent 
supportive  treatment  this  pre-empts  the  need  for  mea- 
sures such  as  dialysis  in  the  majority. 


MECHANISM  OF  RADIOISOTOPE  CONCEN- 
TRATION IN  KAPOSI  SARCOMA 

Jaime  J.  Rivera  Martinez,  MD,  (Associate),  Aldo  E.  Lanaro, 
MD  and  J.  M.  Caamaño,  MD-  Center  for  Energy  and  Environ- 
ment Research,  San  Juan,  Puerto  Rico. 

Even  though  the  utility  of  radionuclide  imaging 
in  Kaposi  Sarcoma  is  established  in  the  literature  the 
mechanism  of  radioisotope  concentration  is  unknown. 
Previous  reports  suggest  that  probably  it  is  caused  by 
blood  pooling.  In  order  to  better  understand  the  me- 
chanism, two  patients  with  histologically  proven  Ka- 
posi Sarcoma  were  studied.  pertechnetate, 

Tc  and  Gallium  were  used  and  the  pa- 
tients scanned  at  1/2  - 1,  3 - 4,  6 - 7 and  24  hours 
post  injection.  A characteristic  diagnostic  concentra- 
tion image  was  seen  with  pertechnetate  and  Tc 

DTPA  and  a non  diagnostic  imaging  with  Gallium 
during  all  periods  scanned.  High  blood  levels  of  per- 
technetate, Tc  DTPA  and  Gallium  are  to  be 

expected  in  tbe  first  few  hours  post  injection;  there- 
fore, if  blood  pooling  were  the  mechanism  the  ima- 
ging during  the  1/2  - 1 hour  period  with  the  three  ma- 
terials would  show  the  same  characteristic  pattern. 
This  did  not  occur  with  Gallium  in  either  patient. 
With  Tc  DTPA  the  pattern  was  still  visualized 

by  24  hours.  This  observation  also  speaks  against  the 
blood  pooling  postulate,  in  which  case  imaging  should 
have  disappeared  by  24  hours  since  circulating 
Tc  DTPA  is  soon  excreted  by  the  kidneys.  We  postu- 
late that  the  mechanism  is  mainly  by  selective  con- 
centration of  the  material  by  the  tumor  per  se. 


CLINICAL  CHARACTERISTICS  AND  TREAT- 
MENT OF  UREMIC  PERICARDITIS 

Angel  R.  Rivera  Vázquez,  MD  (Member),  Osvaldo  Ramirez- 


Muxó,  MD  (Member)  and  Manuel  Martinez-Maldonado,  FACP- 
Medical  Service,  San  Juan  VA  Hospital,  San  Juan,  P.R. 

Uremic  pericarditis  may  be  a serious  problem 
in  patients  with  uremia.  Hemopericardium  with  tam- 
ponade and  heparinization  during  dialysis,  have  ab- 
normal blood  clotting.  We  examined  the  records  of 
129  patients  on  chronic  hemodialysis.  Of  these  21 
(16  percent)  were  found  to  have  pericarditis  at  some 
time  after  commencing  therapy.  Five  patients  (24 
percent)  developed  pericarditis  less  than  3 mos.  after 
starting  dialysis  while  the  rest  had  been  treated  for 
longer  than  3 mos.  Mean  age  was  48.6  yrs.  (25  to  64 
years).  The  following  were  important  symptoms  and 
signs  in  our  patients.  Chest  pain,  50  percent;  shoulder, 
neck,  or  back  pain  20  percent;  fever  52  percent;  friction 
rub  81  percent  and  jugular  venous  distension  in  52  per- 
cent. Electrocardiographic  changes  were  found  in  all, 
but  only  10  pts  had  ST  wave  changes.  Chest  X-ray 
revealed  cardiomegaly  in  86  percent  all  of  which  de- 
monstrated pericardial  effusion  by  echocardiography. 
In  addition  8 of  the  subjects  had  pleural  effusions. 
All  patients  were  treated  by  daily  dialysis.  Dialysis 
were  performed  for  a mean  total  of  16.5  days  (range 
2-56  days).  In  addition,  7 received  indomethacin  (I) 
and  1 had  pericardial  steroid  instillation.  Of  the  pa- 
tients in  I group  one  required  pericardiocentesis  (PCS) 
and  pericardial  window  and  is  alive;  3 subjects  requi- 
red PCS  alone,  and  one  PCS  and  pericardiotomy.  Of 
these  5 subjects  receiving  dialysis,  I and  PCS,  4 died. 
By  contrast  one  of  2 subjects  receiving  I and  dialysis 
died.  Only  1 of  the  14  patients  receiving  dialysis  alone 
died.  In  conclusion  when  dialysis  alone  reverses  uremic 
pericarditis  the  prognosis  is  excellent  as  compared 
when  drug  or  invasive  procedures  are  necessary. 


IMPORTED  LEISHMANIASIS 

J..  Morales,  MD,  R.  Rosario,  MD,  O.  Trujillo,  MD,  C.  H.  Ra- 
mirez Ronda,  MD  and  R.  H.  Bermudez,  MD  — VAH  and  UPR 
School  of  Medicine,  San  Juan,  Puerto  Rico. 

Cutaneous  Leishmaniasis  of  the  New  World 
is  endemic  in  Central  and  South  America.  It  is  cha- 
racterized by  lesions  which  start  as  papules  that  pro- 
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ECHOCARDIOGRAPHY  AS  A ROUTINE  TE- 
ST IN  HYPERTENSIVE  PATIENTS 

Angel  B.  Rivera,  MD,  José  L.  Cangiano,  MD,  Gary  Hernández, 
MD,  (Member),  and  Juan  M.  Aranda,  MD  - VA  Hospital,  San 
Juan,  Puerto  Rico. 

Forty  patients  with  newly  discovered  or  esta- 
blished hypertension  had  echocardiographic  evaluation. 
This  procedure  gave  us  information  about  cardiac  size, 
left  ventricular  function  and  aortic  root  size.  Results 
of  cardiac  size  were  correlated  to  simultaneous  radio- 
graphic  and  electrocardiographic  tests.  Echocardio- 
graphy proved  to  be  more  sensitive  than  the  other  two 
procedures  in  determining  cardiac  hypertrophy.  In 
addition,  in  several  instances,  echocardiogram  demons- 
trated left  ventricular  dysfunction  and  aortic  root  dila- 
tation. It  is  possible  that  the  presence  of  these  abnor- 
malities may  constitute  an  indication  for  treatment 
in  the  mild  or  borderline  hypertensive.  Serial  echo 
studies  in  treated  hypertensives  were  also  recorded. 
Our  preliminary  experience  shows  that  echocardio- 
graphy is  a valuable  adjunct  to  radiographic  and  elec- 
trocardiographic studies  and  should  be  used  as  a rou- 
tine test  in  the  initial  evaluation  of  the  hypertensive 
patient.  It  may  also  serve  to  document  the  effective- 
ness and  early  need  of  antihypertensive  treatment. 


RECOGNITION  AND  MANAGEMENT  OF 
ACUTE  AORTIC  REGURGITATION  DUE 
TO  INFECTIVE  ENDOCARDITIS 

Esteban  Linares,  FACP,  Guillermo  Cintron,  FACP,  Edgardo 
Hernández,  MD,  Migdalia  González,  MD,  Julio  E..  Pérez,  MD, 
Juan  M.  Aranda,  MD,  Gumersindo  Blanco,  MD,  José  R.  Pérez 
Anzalota,  MD  - Cardiology  and  Surgical  Service,  Veterans 
Administration  Hospital  and  University  of  Puerto  Rico, 
School  of  Medicine,  San  Juan,  Puerto  Rico. 

Two  cases  of  infectious  endocarditis  and  intract- 
able congestive  heart  failure  are  presented.  Both  cases 
demonstrated  the  clinical  syndrome  of  acute  aortic 
insufficiency.  Early  echocardiographic  studies  demons- 
trated premature  mitral  valve  closure  and  preserved 
left  ventricular  function.  Aggressive  management  in- 


Abs  trac  tos 

eluded  diuretic  therapy,  digitalization  and  afterload 
reduction  with  sodium  nitroprusside  using  Swan-Ganz 
hemodynamic  monitoring.  Cardiac  catheterization  stu- 
dies were  performed  in  the  early  acute  stage  with  sub- 
sequent valve  replacement.  Both  patients  survived 
the  operative  procedure. 

One  of  the  patients  died  45  days  after  successful 
aortic  valve  replacement  due  to  a complication  of  anti- 
coagulant therapy  (intracerebral  hemorrhage).  The  other 
patient  is  asymptomatic  (Functional  Class  I)  9 months 
after  the  surgical  procedure. 

Prompt  surgical  intervention  is  indicated  in  pa- 
tients with  acute  infectious  endocarditis,  acute  aortic 
insufficiency  and  intractable  congestive  heart  failure. 
Whether  the  use  of  a porcine  xenograft  (which  does 
not  require  anticoagulation)  or  antiplatelet  agents 
(instead  of  warfarin  anticoagulants)  improve  long-term 
survival  remains  to  be  determined  by  prospective  ran- 
domized studies. 


COMPUTERIZED  TRANS  AXIAL  TOMOGRA- 
PHY IN  PROGRESSIVE  UREMIC  ENCEPHA- 
LOPATHY (PUE) 

A.  Noriega  Sánchez,  MD,  O.  Ramirez  Muxo,  (Member),  F. 
Oliveros,  MD,  M.  Martinez-Maldonado,  FACP  - Veterans  Ad- 
ministration Hospital,  San  Juan,  Puerto  Rico. 

Three  male  uremic  patients  ages  54  (No.  1),  56 
(No.  2),  and  84  (No.  3)  were  under  chronic  hemo- 
dialysis from  3 to  7 years.  Progressive  uremic  ence- 
phalopathy was  suspected  in  all  because  of  the  presence 
of  organic  mental  changes  and  dysarthria.  Movement 
disorders  were  present  in  patients  No.  1 and  3 but  ab- 
sent in  patients  No.  2.  The  three  had  electroencepha- 
lograms and  computarized  trans  axial  tomography. 
Patients  1 and  3 had  typical  burst  of  slow  waves,  sharp 
waves  spikes  and  triphasic  waves.  Patient  No.  2 only 
had  burst  of  slow  waves.  The  CAT  scan  showed  genera- 
lized brain  atrophy  in  all  three  patients.  In  addition, 
patient  No.  2 had  dilated  temporal  horns  without 
severe  involvement  of  cortical  sulci  which  suggested 
an  occult  hydrocephallus  as  confirmed  by  cysterno- 
graphy.  Patients  No.  2 met  three  of  four  clinical  cri- 
teria and  one  of  three  electroencephalographic  criteria 
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for  the  diagnosis  of  progressive  uremic  encephalopathy. 
The  CAT  scan  disclosed  changes  pointing  to  a different 
etiology  for  the  above  findings  in  patient  No.  2.  This 
study  demonstrates  that  uremic  patients  exhibiting 
a clinical  picture  suggestive  of  progressive  uremic  en- 
cephalopathy should  be  evaluated  by  CAT  scan  to  ex- 
clude other  treatable  neurologic  disorders.  In  patients 
not  meeting  all  tbe  clinical  and  electroencephalogra- 
phic  criteria  the  CAT  scan  is  mandatory. 


RADIONUCLIDE  STUDIES  IN  HUMAN  FAS- 
CIOLIASIS  (CASE  REPORT) 

Jaime  J.  Rivera,  MD  (Associate),  Mario  G.  Fiorilli,  MD,  MPH, 
Justo  M.  Caamaño,  MD,  and  Aldo  E.  Lanaro,  MD  - Center  for 
Energy  and  Environmental  Research,  San  Juan,  Puerto  Rico. 

A 43  year  old  male  with  human  fascioliasis  was 
examined  because  of  suspected  liver  abscess.  He  com- 
plained of  right  upper  quadrant  pain,  malaise  and 
anorexia  and  presented  with  spiking  fevers,  leuko- 
cytosis, eosinophilia  and  non  specific  altered  liver 
function  tests.  A liver  scan  (QQ^^Tc  sulfur  colloid) 
demonstrated  marked  hepatosplenomegaly  with  un- 
even distribution  of  the  material  and  confluent  round 
“cold”  areas  in  the  center  of  the  liver  (AP  view).  As 
compared  with  a previous  liver  scan  done  three  months 
earlier  an  abscess  was  considered  probable.  A whole 
body  scan  with  Galbum  showed  increase  concen- 
tration of  activity  in  the  area  corresponding  to  the 
“cold”  area  in  the  liver  scan.  The  finding  in  the  cli- 
nical setting  of  this  patient  favored  an  abscess  forma- 
tion. Abdominal  C T scan  and  ultrasonography  did 
not  give  further  information.  Surgical  exploration  was 
considered  but  not  carried  out  because  patient’s  con- 
dition improved  without  any  therapy.  Repeated 


Gallium  scan  three  weeks  later  showed  disappearance 
of  the  area  of  increased  coi 

The  clinical  evolution  and  radionuclide  studies 
* A7 

suggest  that  Gallium  concentration  in  the  liver 
in  this  patient  represents  an  acute  inflammatory  focus 
resulting  from  the  presence  of  parasites  or  eggs  of 
fasciola  hepática  and  not  necessarily  accompanied  by 
bacterial  infection  or  abscess  formation.  Radionuclide 
studies,  although  not  specific,  appears  to  be  useful  in 
the  evaluation  of  human  fascioliasis. 


ASEPTIC  NECROSIS  IN  SYSTEMIC  LUPUS 
ERYTHEMATOSUS 

Edrick  López  Enriquez,  (Associate),  Esther  González  Pares 
(FACP),  Rodolfo  Concepcion,  MD  ■ Rheumatology  Section 
School  of  Medicine,  UPR,  Rio  Piedras,  Puerto  Rico. 

Aseptic  Necrosis  (AN)  of  the  bones  is  a rare 
complication  of  Systemic  Lupus  Erythematosus  (SLE) 
probably  mediated  through  a localized  process  of  vas- 
culitis in  the  subchondral  area  of  the  long  bones.  The 
incidence  of  this  complication  is  not  known,  although 
Dubois  in  1960  found  10  cases  in  his  series  of  400  pa- 
tients with  SLE. 

We  report  20  cases  of  AN  in  our  lupus  patients 
and  correlate  it  with  duration  of  SLE,  age  of  onset  and 
activity  of  the  disease.  All  our  patients  developed  AN 
after  variable  periods  of  corticosteroid  therapy  ranging 
from  several  months  to  years.  The  relationship  bet- 
ween AN  and  SLE  on  corticosteroid  therapy  tend  to 
imply  a dual  effect  (one  of  vasculitis  and  one  of  fat 
emboli  secondary  to  steroids  therapy).  Both  must  be 
taken  into  consideration  to  explain  the  pathophysio- 
logy of  this  lesion. 
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SCIENTIFIC  TEST  PROVES  GENERIC  DRUGS 
NOT  EQUAL 

CHICAGO  — Once  again  a scientific  research 
project  has  shown  that  different  brands  of  the  same 
drug  do  not  always  produce  the  same  results  in  indi- 
vidual patients. 

A research  group  at  the  Medical  College  of  Vir- 
ginia tested  two  different  brands  of  tetracycline.  Each 
was  a dose  of  250  milligrams.  One  was  packaged  in  a 
capsule  and  the  other  in  a tablet.  They  had  been  cer- 
tified as  producing  identical  results  by  the  Food  and 
Drug  Administration. 

In  a report  in  the  May  5 Journal  of  the  American 
Medical  Association,  Dr.  John  H.  Wood  and  colleagues 
declare  that  the  tablet  purchased  from  the  lowest  bid- 
der was  inferior  to  the  more  expensive  capsule  product 
in  raising  blood  and  urine  levels  of  the  potent  anti- 
biotic in  test  volunteers. 

The  two  were  not  the  same,  and  a doctor  pres- 
cribing by  generic  name  only  would  not  know  whether 
his  patient  has  received  the  more  beneficial  drug  or  not. 

The  use  of  250  milligrams  four  times  a day  is  a 
standard  dosage  that  should  provide  high  enough  levels 
of  the  antibiotic  in  the  blood  to  cope  with  most  in- 
fections. Tetracycline  is  the  best  drug  for  rickettsial 
infections  and  may  be  the  best  alternate  drug  for  treat- 
ment of  micoplasma  and  gonococcal  infections,  says 
Dr.  Wood. 

But,  if  the  doctor  writes  a prescription  for  simply 
tetracycline,  rather  than  specifying  the  brand  packaged 
in  the  capsule,  the  patient  may  not  gain  sufficient  pro- 
tection to  overcome  the  infection,  he  says. 

“Present  batch  certification  (by  the  FDA)  of  tetra- 
cycline tablets  does  not  ensure  equivalency  in  perfor- 
mance relative  to  the  innovator  capsule  product,”  he 
declares. 


In  an  accompanying  editorial,  Louis  Lasagna,  MD, 
of  the  University  of  Rochester  School  of  Medicine  and 
Dentistry,  Rochester,  N.  Y.  declares: 

“Politicians,  consumers,  and  third-party  payers  are 
all  interested  in  saving  money  on  drugs,  although  drug 
costs  represent  only  10  percent  of  the  national  health 
bill. 

“Passions  run  high  about  generic  substitution.  The 
debate  has  not  been  helped  by  two  flimflams  perpetra- 
ted on  the  public  — the  notion  that  generic  prescribing 
invariably  leads  to  savings  for  the  consumer,  and  the 
readiness  with  which  everyone  ignores  the  importance 
of  the  pharmacist  in  determining  prescription  prices. 

“It  is  a cruel  hoax  on  the  sick,  rich  or  poor,  to 
save  money  at  the  expense  of  good  treatment.  It  is  ap- 
paling  to  find  proponents  of  substitution  bills  and  the 
maximum  allowable  cost  plan  so  shamefully  ready  to 
give  assurances  to  the  public  about  interchangeability 
of  generic  and  brand  versions  that  no  knowledgeable 
scientist  in  his  right  mind  would  give. 

“The  article  by  Wood  et  al  is  the  latest  scientific 
study  to  show  how  pathetically  misplaced  our  faith 
can  be  in  regard  to  marketed  drugs.  Their  paper  co- 
rrectly concludes  that  the  tetracyclines  tested  are  not 
interchangeable  and  that  present  batch  certification 
of  antibiotics  by  the  FDA  cannot  ensure  equivalency 
of  performance. 

“The  lesson  is  obvious,  but  will  the  politicians 
and  bureaucrats  by  guided  by  scientific  fact  or  by 
cynical  political  and  economic  expediency?  The  public 
deserves  candor  and  straight  talk  Gheap  drugs  are  not 
necessarily  good  medicine.” 
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HARBOR  EXOTIC  INFECTIONS 

CHICAGO  — Refugees  from  Southeast  Asia 
and  Americans  who  served  in  that  area  may  be  har- 
boring exotic  infections  that  lie  dormant  in  the  body 
for  years  and  then  flare  up  into  illness,  says  a report 
in  the  May  5 Journal  of  the  American  Medical  Asso- 
ciation. 

Southeast  Asia  affords  exposure  to  infectious 
diseases  that  are  uncommon  or  unknown  in  untra- 
veled North  Americans,  Elizabeth  Barre tt-Connor,  MD, 
of  University  of  California  at  San  Diego,  La  Jolla, 
points  out. 

American  doctors  already  have  encountered  pa- 
tients with  acute  exotic  diseases  from  Southeast  Asia 
such  as  plague,  cholera,  and  typhus.  The  incubation 
periods  for  these  diseases  already  have  passed  for  re- 
fugees and  veterans  who  left  Indochina  two  or  more 
years  ago. 

But  the  chronic,  long-incubating  diseases  are  still 
to  be  encountered. 

Some  of  these  are  chronic  infections  of  bacterial 
origin,  such  as  leprosy,  tuberculosis  and  melioidosis, 
a serious  illness  transmitted  by  rats,  intestinal  parasi- 
tes, roundworms  and  flatworms  may  lay  dormant 
for  long  periods.  Malaria,  filariasis  and  schistosomiasis, 
a snail-bom  disease,  are  included. 

These  are  variations  in  susceptibility  to  some 
of  these  diseases,  she  declares.  Leprosy  probably  is 
contracted  only  on  prolonged  exposure  for  years.  Thus 
it  might  be  expected  in  Southeast  Asian  refugees,  but 
not  in  U.  S.  servicemen,  who  usually  spent  only  one 
year  in  Southeast  Asia. 

Some  of  the  diseases  affect  Asians  differently 
from  North  American  whites,  and  the  physician  must 
be  prepared  to  recognize  a disease  that  is  both  un- 
common in  the  United  States  and  that  also  may  affect 
Asians  differently. 

Tuberculosis  is  by  far  the  most  common  infec- 
tion imported  by  Southeast  Asian  refugees  to  the  Uni- 
ted States,  Dr.  Barrett-Connor  says.  Among  adult  re- 
fugees screened  at  Camp  Pendleton,  Calif.,  there  was  an 
estimated  active  case  rate  of  680  cases  of  tuberculosis 
per  100,000,  as  compared  with  12  per  100,000  in  U.S. 
adults.  A much  higher  percentage  of  the  refugee  children 
also  had  tuberculosis. 

In  melioidosis,  active  disease  has  been  reported 


as  long  as  26  years  after  exposure.  Its  most  common 
manifestation  is  a chronic  lung  problem  similar  to  tu- 
berculosis, and  also  appears  as  skin  ulcers  and  low-level 
infections. 

Thirty-nine  cases  of  leprosy,  34  of  which  were 
new,  were  found  during  the  initial  screening  phase  of 
Vietnam  refugees,  she  says. 


CHILLY  ROOMS  MAY  BE  FATAL  TO  ELDERLY 
PERSONS 

CHICAGO  — Conserving  energy  by  turning  down 
indoor  thermostats  might  be  fatal  to  certain  elderly 
persons  who  cannot  tolerate  even  moderate  cold,  says 
an  editorial  in  the  May  5 Journal  of  the  American  Me- 
dical Association. 

Adaptation  to  temperature  changes  becomes 
less  efficient  with  advancing  age,  points  out  Samuel 
Vaisrub,  MD,  a senior  editor  of  the  Journal. 

When  exposed  to  cold,  the  aged  do  not  increase 
their  heat  production  as  well  as  do  the  young.  Also, 
they  are  often  less  able  to  sense  the  cold  than  they 
did  when  they  were  younger.  Dr.  Vaisrub  says. 

Accidental  chilling  is  more  common  and  more 
letlial  in  the  elderly.  The  victim  may  be  found  nearly 
dead  in  a room  with  a temperature  that  would  be  well- 
tolerated  by  a younger  person.  And  standard  thermo- 
meters do  not  register  the  low  levels  of  body  tempera- 
ture. 

Maladaptation  to  temperature  change  in  older 
persons  is  not  always  thought  of,  and  they  may  be 
subjected  to  overzealous,  injurious  treatment.  .Active 
rewarming  of  the  feet  and  hands,  for  instance,  is  ex- 
tremely hazardous  in  the  old.  This  causes  a sudden 
inflow  of  cold  blood,  and  ?nay  bring  on  a heart  attack. 

“More  important  than  therapy  is  prevention. 
Awareness  of  the  possibility  of  hypothermia,  even 
when  the  weather  is  mild,  and  more  widespread  use 
of  low-reading  rectal  thermometers  should  help  pre- 
vent an  undue  delay  in  diagnosis. 

“Prevention  could  be  aided  by  the  realization 


Does  it  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator? 

• VQsodilan— compatible 
with  coexisting  diseases 

• vasodilan— compatible 
with  concomitaht  therapy 

• \/asodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


‘Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 
2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 


Composition:  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg,  and  20  mg. 

Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml. 

Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily. 
Intramuscular : 5 to  10  mg.  ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued. 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg , bottles  of  100,  1000,  5000  and  Unit  Dose,  Tablets, 

20  mg , bottles  of  100,  500,  1000,  5000  and  Unit  Dose:  Injection,  10  mg.  per 
2 ml  ampul,  box  of  six  2 ml  ampuls 
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This  asthmatic 

isn’t  worried  ahout  his  next  hreath... 


- inyi 

he's  active 
he’s  effectively 
maintained  en 


Each  capsule  or  toblespoon  ( 15  ml)  elixir 
contains  theophylline  (onhydrous)  150  mg 
ond  glyceryl  guoiocolote  (guoifenesin) 

90  mg.  Elixir:  olcohol  157o 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indicofions:  For  the  sympromoric  relief  of  bronchosposrlc 
conditions  such  os  bronchiol  osthmo,  chronic  bronchitis,  and 
pulmonary  emphysemo. 

Warnings;  Do  not  administer  more  frequently  than  every 
6 hours,  or  within  12  hours  after  rectal  dose  of  any  prep- 
orotion  containing  theophylline  or  ominophylline.  Do  not 
give  other  compounds  conraining  xonrhine  derivotives 
concurrently. 

Precoutions:  Use  with  caution  in  patients  with  cordioc 
disease,  hepotic  or  renol  impairment.  Concurrent  odminis- 
trotion  with  certoin  ontibiotics,  i.e.  clindamycin,  erythromy- 
cin, rroleondomycin,  may  result  in  higher  serum  levels  of 
theophylline,  Plosma  prothrombin  ond  focror  V moy 
increose,  but  any  clinical  effect  is  likely  to  be  scroll.  Metobo- 
lites  of  guaifenesin  moy  contribute  to  increosed  urinory 
5-hydroxyindoleocetic  ocid  reodings.  when  determined 
with  nitrosonophtol  reagent,  Sofe  use  in  pregnancy  hos  not 
been  estoblished.  Use  in  cose  of  pregnoncy  only  when 
cleorly  needed. 

Adverse  Reoctions:  Theophylline  moy  exert  some  stimulor- 
ing  effect  on  the  centrol  nervous  system.  Its  odministrotion 
moy  cause  locol  irntotion  of  the  gostnc  mucosa,  with  possi- 
ble gostnc  discomfort,  nauseo,  ond  vomiting.  The  frequency 
of  odverse  reactions  Is  relored  to  rhe  serum  theophylline 
level  ond  is  not  usually  o problem  or  serum  theophylline 
levels  below  20  p,g/ml. 

How  Supplied:  Copsules  in  bottles  of  100  ond  1000  and 
unit-dose  pocks  of  100:  Elixir  in  bottles  of  1 pint  and  1 gollon. 
See  pockooe  insert  for  complete  prescribing  informotion. 
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that  the  old  need  a warmer  environment  and  that  the 
current  recommendations  for  maximal  room  tempe- 
ratures do  not  allow  for  this  need.  If  there  is  a con- 
flict of  interests  between  energy  conservation  and 
preservation  of  life,  the  resolution  is  not  in  doubt,” 
Dr.  Vaisrub  declares. 


MED  STUDENTS  LOAN  GUARANTEES  BY  AMA- 
ERF  REACH  $85  MILLION 

CHICAGO  — In  1977  more  than  5,000  medical 
students  and  physicians-in-training  borrowed  more  than 
$7.35  million  through  the  American  Medical  Associa- 


tion’s Education  and  Research  Foundation  loan  guaran- 
tee program  to  help  meet  their  educational  expenses, 
the  AMA-ERF  announced. 

Since  the  program  was  established  in  1962  al- 
most $85  million  in  loans  have  been  arranged  and 
guaranteed  by  the  AMA-ERF. 

“A  major  factor  in  the  success  of  the  loan  pro- 
gram has  been  and  is  the  strong  sense  of  responsibility 
on  the  part  of  our  borrowers,”  said  James  H.  Sammons, 
MD,  AMA  executive  vice  president.  Some  94  percent 
of  all  borrowers  since  1962  are  repaying  or  have  re- 
paid their  obligations  with  no  special  prompting. 

Of  the  5,167  individuals  obtaining  loans  in  1977, 
some  10  percent  were  interns  and  residents,  and  the 
others  were  medical  students.  Loans  in  1977  totaled 
$7,348,000,  for  an  average  of  $1,422  each. 

The  loans  are  made  through  10  commercial 
banks  that  participate  in  the  program.  The  AMA  posts 
a guarantee  deposit  to  insure  the  banks  against  loss. 
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All  clear  in 
Malibu 


Ordinary  topical  cortico- 
¡[eroids  are  generally  not 
Jfcommended  when  infection 
(implicates  dermatoses  * 
ghat’s  why  your  patients  need 
ioform®-Hydrocortisone. 

Because  Vioform  pro- 
^des  four- way  action  in  just 
(^e  preparation. 
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Í ase  see  brief  prescribing  information. 
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tOlCATIONS 

ased  on  a review  of  this  drug  by  the  Na- 
onal  Academy  of  Sciences-National  Re- 
earch  Council  and/or  other  Information, 

DA  has  classified  the  indications  as 
)llows; 

Possibly”  effective:  Contact  or  atopic 
ermatitls:  impetiginized  eczema;  nummular 
czema;  infantile  eczema;  endogenous 
hronic  infectious  dermatitis;  stasis  der- 
latltls;  pyoderma;  nuchal  eczema  and 
ironic  eczematoid  otitis  externa;  acne  ur- 
pata;  localized  or  disseminated  neuroder- 
: latitis;  lichen  simplex  chronicus;  anogenital 
ruritus  (vulvae,  scroti,  ani);  folliculitis; 

I acterial  dermatoses;  mycotic  dermatoses 
; JCh  as  tinea  (capitis,  cruris,  corporis, 
edis);  moniliasis;  intertrigo, 
jnal  classification  of  the  less-than-effective 
- dications  requires  further  investigation. 


CONTRAINDICATIONS 

Hypersensitivity  to  Vioform-Hydrocortisone,  or 
any  of  its  ingredients  or  related  compounds;  le- 
sions of  the  eye;  tuberculosis  of  the  skin;  most 
viral  skin  lesions  (including  herpes  simplex, 
vaccinia,  and  varicella). 

WARNINGS 

This  product  is  not  for  ophthalmic  use. 

In  the  presence  of  systemic  infections,  appro- 
priate systemic  antibiotics  should  be  used. 

Usage  in  Pregnancy 

Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  pregnancy, 
the  safety  of  their  use  in  pregnant  females  has 
not  been  established.  Therefore,  they  should  not 
be  used  extensively  on  pregnant  patients  in 
large  amounts  or  for  prolonged  periods  of  time. 
PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare 
cases.  If  this  occurs,  discontinue  therapy.  May 
stain. 

If  used  under  occlusive  dressings  or  for  a pro- 
longed period,  watch  for  signs  of  pituitary- 
adrenal  axis  suppression. 

May  interfere  with  thyroid  function  tests.  Wait  at 
least  one  month  after  discontinuance  of  therapy 
before  performing  these  tests.  The  ferric 
chloride  test  for  phenylketonuria  (PKU)  can 
yield  a false-positive  result  if  Vioform  is  present 
in  the  diaper  or  urine. 

Prolonged  use  may  result  in  overgrowth  of  non- 
susceotible  organisms  requiring  appropriate 
therapy 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burn- 
ing, irritation,  pruritus.  Discontinue  if  untoward 
reaction  occurs.  Rarely,  topical  corticosteroids 
may  cause  striae  at  site  of  application  when 
used  for  long  periods  in  intertriginous  areas. 


DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times 
daily. 

HOW  SUPPLIED 

Cream,  3%  iodochlorhydroxyquin  and  1 % 
hydrocortisone  in  a water-washable  base  con- 
taining steryl  alcohol,  cetyl  alcohol,  stearic  acid, 
petrolatum,  sodium  lauryl  sulfate,  and  .glycerin 
in  water;  tubes  of  5 and  20  Gm.  Ointment,  3% 
iodochlorhydroxyquin  and  1 % hydrocortisone  in 
a petrolatum  base;  tubes  of  20  Gm,  Lotion,  3% 
iodochlorhydroxyquin  and  1%  hydrocortisone  in 
a water-washable  base  containing  stearic  acid, 
cetyl  alcohol,  lanolin,  propylene  glycol,  sorbitan 
trioleate,  polysorbate  60,  triethanolamine, 
methylparaben,  propylparaben,  and  perfume 
Flora  in  water;  plastic  squeeze  bottles  of  15  ml. 
Mild  Cream,  3%  iodochlorhydroxyquin  and 
0.5%  hydrocortisone  in  a water-washable  base 
containing  stearyl  alcohol,  cetyl  alcohol,  stearic 
acid,  petrolatum,  sodium  lauryl  sulfate,  and 
glycerin  in  water;  tubes  of  '/a  and  1 ounce.  Mild 
Ointment,  3%  iodochlorhydroxyquin  and  0.5% 
hydrocortisone  in  a petrolatum  base;  tubes 
0*  1 ounce.  C75-38  Rev.  7/75 

Consult  complete  product  literature  before  pre- 
scribing. 
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The  most  widely 
prescribed  form... 
20-Gm  Cream 
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Remember  Johnny? 


I 


He's  in  the  Navy  now. 


Kids  do  have  a w/ay  of  growing  up 
when  you’re  looking  the  other  way. 
don’t  they? 

Growing  up  and  maturing  is  what  the 
Navy  is  all  about.  And  it  isn’t  the  same 
Navy  now  as  it  was  just  a few  years  ago. 
Today’s  modern  Navy  offers  opportuni- 
ties in  continuing  education,  advanced 
electronics,  nuclear  power . . . and 
learning  and  sharpening  skills  through 


on-the-job  training  in  just  about  any 
trade  you  can  imagine. 

Couple  these  advantages  with  good 
pay,  travel,  30-days  paid  leave  each 
year,  free  dental  and  medical  care  . . . 
and  you  have  the  finest  combination 
anywhere. 

Your  Navy  recruiter  can  give  you 
more  information  than  there  is  room  to 


mention  here.  Give  him  a call  toll  free 
at  (800)  841  -8000.  (In  Georgia  it’s 
800-342-5855) 

Or  mail  the  coupon  below, 

Johnny  isn’t  a kid  any  more  . . . 
he’s  a young  man  on  the  move. 


To: 

Navy  Opportunity 
Information  Center 
P.O.  Box  2000, 
Pelham  Manor,  N Y. 
10803 


Please  send  me  information  concerning 
opportunities  in  today’s  modern  Navy .(G) 


(please  print) 
name 


P067 


first 

last 

address 

city 

state 

zip  phone 

birthdate 

years  of  education 

NAVY 


L. 
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HYPERTENSION 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1  mg  and  0.2  mg 


A New  Vision 
of  Catapres* 

(clonidine  HCI) 


What  you  do  the  first  20  days 
Can  help  him  the  next  20  years 


Indication;  The  drug  is  indicated  in  the  treatment  of 
hypertension.  As  an  antihypertensive  drug,  Catapres 
(clonidine  hydrochloride)  is  mild  to  moderate  in  potency  ! 
It  may  be  employed  in  a general  treatment  program  ^ 
with  a diuretic  and/or  other  antihypertensive  agents  . 
as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients 
necessitating  a reevaluation  of  therapy.  ' 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  , 
animals,  and  since  information  on  possible  adverse  ■ 
effects  in  pregnant  women  is  limited  to  uncontrolled  ■ 
clinical  data,  the  drug  is  not  recommended  in  women 
who  are  or  may  become  pregnant  unless  the  potential 
benefits  outweigh  the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience  is  available 
with  the  use  of  Catapres  fclonidine  hydrochloride)  in 
children. 

Precautions:  When  discontinuing  Catapres  (clonidine 
hydrochloride),  reduce  the  dose  gradually  over  2 to 
4 days  to  avoid  a possible  rapid  rise  in  blood  pressure 
and  associated  subjective  symptoms  such  as  nervous- 
ness, agitation,  and  headache.  Patients  should  be 
instructed  not  to  discontinue  therapy  without  consulting 
their  physician.  Rare  instances  of  hypertensive  encepha  j 
lopathy  and  death  have  been  recorded  after  cessation 
yclonidine  hydrochloride  therapy.  A causal  relation- 
^^p  has  not  been  established  in  these  cases.  It  has  ! 
been  demonstrated  that  an  excessive  rise  in  blood  pres-  I 
sure,  should  it  occur,  can  be  reversed  by  resumption  j 
of  clonidine  hydrochloride  therapy  or  by  intrave- 
nous phentolamine.  Patients  who  engage  in  poten-  j 
tially  hazardous  activities,  such  as  operating  machinery  ; 
or  driving,  should  be  advised  of  the  sedative  effect. 

This  drug  may  enhance  the  CNS-depressive  effects  of 
alcohol,  barbiturates  and  other  sedatives.  Like  any  othe 
agent  lowering  blood  pressure,  clonidine  hydrochloride 
should  be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Catapres  (clonidine  hydrochloride 
should  receive  periodic  eye  examinations.  While, 
except  for  some  dryness  of  the  eyes,  no  drug-related 
abnormal  ophthalmologic  findings  have  been  recorded 
with  Catapres  (clonidine  hydrochloride),  in  several 
studies  the  drug  produced  a dose-dependent  increase 
in  the  incidence  and  severity  of  spontaneously  occur- 
ring retinal  degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common  reactions  are 
dry  mouth,  drowsiness  and  sedation.  Constipation, 
dizziness,  headache,  and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish  with  continued 
therapy.  The  following  reactions  have  been  associated 
with  the  drug,  some  of  them  rarely.  (In  some  instances 
an  exact  causal  relationship  has  not  been  established.) 
These  include:  Anorexia,  malaise,  nausea,  vomiting, 
parotid  pain,  mild  transient  abnormalities  in  liver  func- 
tion tests:  one  report  of  possible  drug-induced  hepa- 
titis without  Icterus  and  hyperbilirubinemia  in  a patient 
receiving  clonidine  hydrochloride,  chlorthalidone,  and 
papaverine  hydrochloride.  Weight  gain,  transient  eleva 
tion  of  blood  glucose,  or  serum  creatine  phosphokinasi 
congestive  heart  failure,  Raynaud's  phenomenon;  vivid 
dreams  or  nightmares,  insomnia,  other  behavioral 
changes,  nervousness,  restlessness,  anxiety  and  mentí 
depression.  Also  rash,  angioneurotic  edema,  hives, 
urticaria,  thinning  of  the  hair,  pruritus  not  associated 
with  a rash,  impotence,  urinary  retention,  increased 
sensitivity  to  alcohol,  dryness,  itching  or  burning  of  thi 
eyes,  dryness  of  the  nasal  mucosa,  pallor,  gyneco- 
mastia, weakly  positive  Coombs'  lest,  asymptomatic 
electrocardiographic  abnormalities  manifested  as 
Wenckebach  period  or  ventricular  trigeminy. 


Overdosage;  Profound  hypotension,  weakness,  somno 
lence,  diminished  or  absent  reflexes  and  vomiting  fol- 
lowed the  accidental  ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from  19  months  to 
5 years  of  age  Gastric  lavage  and  administration  of  an 
analeptic  and  vasopressor  led  to  complete  recovery 
within  24  hours  Tolazoline  in  intravenous  doses  of 
10  mg  at  30-minute  intervals  usually  abolishes  all  ef- 
fects of  Catapres  (clonidine  hydrochloride)  overdosage 


How  Supplied;  Catapres,  brand  of  clonidine  hydro- 
chloride. is  available  as  0.1  mg  (tan)  and  0 2 mg 
(orange)  oval,  single-scored  tablets  In  bottles  of  100 
and  1000. 

For  complete  details,  please  see  full  prescribing 
information. 

Under  license  from  Boehringer  Ingelheim  GmbH 


Boehringer 

Ingelheim 


Boehringer  Ingelheim  Ltd  Ridgefield.  CT  06877 


All  clear  in 
Malibu 


Ordinary  topical  cortico- 
steroids are  generally  not 
recommended  when  infection 
complicates  dermatoses  * 
That’s  why  your  patients  need 
Vioform®-Hydrocortisone. 

Because  Vioform  pro- 
vides four- way  action  in  just 
one  preparation. 

Your  patients  can  be  all 
clear  in  Malibu... or  on  any 
beach.. .with  Vioform- 
Hydrocortisone. 

I'This  drug  has  been  evaluated  as  possibly 
■ effective  for  these  indications. 

Please  see  brief  prescribing  information. 

Viofonn- Hydrocortisone 

I (lodochlorhydroxyquin  and  hydrocortisone) 
INDICATIONS 

Based  on  a review  of  this  drug  by  the  Na- 
tional Academy  of  Sciences-National  Re- 
search Council  and/or  other  information, 

FDA  has  classified  the  indications  as 
follows: 

I “Possibly"  effective:  Contact  or  atopic 
dermatitis:  impetiginized  eczema:  nummular 
eczema:  infantile  eczema:  endogenous 
chronic  infectious  dermatitis:  stasis  der- 
matitis: pyoderma:  nuchal  eczema  and 
chronic  eczematoid  otitis  externa:  acne  ur- 
ticata:  localized  or  disseminated  neuroder- 
matitis: lichen  simplex  chronicus:  anogenital 
pruritus  (vulvae,  scroti,  ani):  folliculitis: 
bacterial  dermatoses;  mycotic  dermatoses 
such  as  tinea  (capitis,  cruris,  corporis, 
pedis):  moniliasis:  intertrigo. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 


I 


CONTRAINDICATIONS 

Hypersensitivity  to  Vioform-Hydrocortisone,  or 
any  of  its  ingredients  or  related  compounds:  le- 
sions of  the  eye:  tuberculosis  of  the  skin;  most 
viral  skin  lesions  (including  herpes  simplex, 
vaccinia,  and  varicella). 

WARNINGS 

This  product  is  not  for  ophthalmic  use. 

In  the  presence  of  systemic  infections,  appro- 
priate systemic  antibiotics  should  be  used. 

Usage  in  Pregnancy 

Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  pregnancy, 
the  safety  of  their  use  in  pregnant  females  has 
not  been  established.  Therefore,  they  should  not 
be  used  extensively  on  pregnant  patients  in 
large  amounts  or  for  prolonged  periods  of  time. 
PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare 
cases.  If  this  occurs,  discontinue  therapy.  May 
stain. 

If  used  under  occlusive  dressings  or  for  a pro- 
longed period,  watch  for  signs  of  pituitary- 
adrenal  axis  suppression. 

May  interfere  with  thyroid  funotion  tests.  Wait  at 
least  one  month  after  discontinuance  of  therapy 
before  performing  these  tests.  The  ferric 
chloride  test  for  phenylketonuria  (PKU)  can 
yield  a false-positive  result  If  Vioform  is  present 
in  the  diaper  or  urine. 

Prolonged  use  may  result  in  overgrowth  of  non- 
susceotible  organisms  requiring  appropriate 
therapy. 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burn- 
ing, irritation,  pruritus.  Discontinue  if  untoward 
reaction  occurs.  Rarely,  topical  corticosteroids 
may  cause  striae  at  site  of  application  when 
used  for  long  periods  in  intertriginous  areas. 


DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times 
daily. 

HOW  SUPPLIED 

Cream,  3%  lodochlorhydroxyquin  and  1 % 
hydrocortisone  in  a water-washable  base  con- 
taining steryl  alcohol,  cetyl  alcohol,  stearic  acid, 
petrolatum,  sodium  lauryl  sulfate,  and  .glycerin 
in  water;  tubes  of  5 and  20  Gm.  Ointment,  3% 
lodochlorhydroxyquin  and  1%  hydrocortisone  in 
a petrolatum  base:  tubes  of  20  Gm.  Lotion,  3% 
lodochlorhydroxyquin  and  1%  hydrocortisone  in 
a water-washable  base  containing  stearic  acid, 
cetyl  alcohol,  lanolin,  propylene  glycol,  sorbitan 
trioleate,  polysorbate  60,  triethanolamine, 
methylparaben,  propylparaben,  and  perfume 
Flora  In  water;  plastic  squeeze  bottles  of  15  ml. 
Mild  Cream,  3%  lodochlorhydroxyquin  and 
0.5%  hydrocortisone  in  a water-washable  base 
containing  stearyl  alcohol,  cetyl  alcohol,  stearic 
acid,  petrolatum,  sodium  lauryl  sulfate,  and 
glycerin  in  water;  tubes  of  V2  and  1 ounce.  Mild 
Ointment,  3%  iodochlorhydroxyquin  and  0.5% 
hydrocortisone  in  a petrolatum  base;  tubes 
of  1 ounce.  C75-38  Rev.  7/75 

Consult  complete  product  literature  before  pre- 
scribing. 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 

2/8851 


Vioform- 

Hydrocortisone 

(lodochlorhydroxyquin 
and  hydrocortisone) 


The  most  widely 
prescribed  form... 
20-Gm  Cream 


CIBA 


In  reflux 
esophaqitis,  if 
she  couTd  sleep 
standing  up... 
any  antacid 
might  do 


Camalox 


(magnesium  and  aluminum  hydroxides  with  calcium  carbonate) 


increases  lower  esophageal  sphincter  pressure 
to  prevent  acid  reflux  from  occurring  nocturnally 
when  the  patient  is  horizontal.' 

Camalox... the  high-potency,  long-lasting 
antacid  that  stands  up  even  when  the  patient 
lies  down. 


1 . Higgs:  R.H  , Smyth,  R.D , and  Castell,  D O.,  Gastric  Alkalinization- 
Effect  on  Lower- Esophageal-Sphincter  Pressure  and  Serum  Gastrin, 
The  New  Engl.  J.  of  Med.,  291: 486-490, 1974. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa.  19034 
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RegrotonyOemi-Regroton 


Brief  Summary 

Indication : Hypertension . (See  box  warning.) 
Contraindications:  Mental  depression, 
hypersensitivity,  and  mosteases  of  severe  renal  or 
hepatic  diseases. 

Warnings: 

These  fixed  combination  drugs  are  not  indicated 
for  initial  therapy  of  hypertension.  Hypertension 
requires  therapy  titrated  to  the  individual  patient. 

If  the  fixed  combination  represents  the  dosage  so 
determined,  its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of 
hypertension  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


Use  with  caution  in  patients  with  severe  renal  disease, 
impaired  hepatic  function  or  progressive  liver  disease. 
Regroton  or  Demi-Regroton  may  potentiate 
action  of  other  antihypertensive,  ganglionic  and 
peripheral  adrenergic-blocking  drugs.  Sensitivity 
reactions  may  occur  in  allergic  and  asthmatic  patients. 
Discontinue  one  week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs.  Use  in 
pregnancy:  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  The  use  of  chlorthalidone  and 
related  drugs  in  pregnant  women  requires  that  the 
anticipated  benefits  of  the  drug  be  weighed  against 
possible  hazards  to  the  fetus.  These  hazards  include 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and 
possibly  other  adverse  reactions  which  have  occurred 
in  the  adult.  Use  with  care  in  nursing  mothers  since 
thiazides  and  reserpine  cross  the  placental  barrier  and 
appear  in  cord  blood  and  breast  milk.  Increased 
respiratory  secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reserpine-treated 
mothers.  If  use  of  the  drug  is  essential,  the  patient 
should  stop  nursing.  Precautions:  Antihypertensive 
therapy  with  these  drugs  should  always  be  initiated 
cautiously  in  postsympathectomy  patients  and  in 
patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or  curare.  Reduce 
dosage  of  concomitant  antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypotension  du  ring  su  rgely , 
discontinue  therapy  with  these  agents  two  weeks  prior 
to  elective  surgical  procedures.  In  emergency  surgery, 
use  anticholinergic  or  adrenergic  drugs  or  other 
supportive  measures  if  needed.  Because  of  the 
possibility  of  progression  of  renal  damage,  periodic 
kidney  function  tests  are  indicated.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated  (hepatic 
coma  may  be  precipitated).  Patients  receiving 
chlorthalidone  should  have  periodic  determination  of 
serum  electrolytes  and  should  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  imbalance  (hyponatremia, 
hypochloremic  alkalosis  and  hypokalemia),  particularly 
if  they  are  receiving  digitalis,  parenteral  fluids,  or  are 
vomiting  excessively.  Hypokalemia  may  develop  with 
chlorthalidone  as  with  any  other  potent  diu  retie, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  ordering  concomitant  use  of  corticosteroids  or  ' 
ACTH . I nterference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia.  Digitalis 
therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial 
activity.  Any  chloride  deficit  is  generally  mild  and  usually 
does  not  require  specific  treatment  except  under 
extraordinary  circumstances  (as  in  liver  disease  or 
renal  disease).  Dilutional  hyponatremia  may  occur  in 
edematous  patients  in  hot  weather.  Hyperuricemia  may 
occurorgout  be  precipitated  in  certain  patients.  Insulin 
requirements  in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged  and  latent  diabetes  mellitus 
may  become  manifest.  Chlorthalidone  and  related 
drugs  may  decrease  arterial  responsiveness  to 
norepinephrine.  Chlorthalidone  and  related  drugs  may 
decrease  serum  PBI  levels  without  signs  of  thyroid 
disturbance.  Use  cautiously  in  patients  with  ulcerative 
colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients. 
Adverse  Reactions : These  drugs  are  generally  well 
tolerated.  The  mostfrequent  adverse  reactions  are 
anorexia,  nausea,  vomiting,  gastric  irritation,  diarrhea, 
constipation,  headache,  dizziness,  weakness,  muscle 
cramps,  nasal  congestion,  drowsiness  and  mental 
depression.  Other  potential  side  effects  include  skin 
rash,  urticaria,  ecchymosis;  hyperglycemia  and 
glycosuria  (diabetics  should  be  checked  regularly), 
hyperuricemia  and  acute  gout,  and  impotence.  With 
chlorthalidone:  restlessness,  transient  myopia:  dysuria, 
orthostatic  hypotension  (may  be  potentiated  by  alcohol, 
barbitu  rates  or  narcotics) , rare  idiosyncratic  reactions 
such  as  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  purpura, 
necrotizing  angiitis  and  Lyell's  syndrome  (toxic 
epidermal  necrolysis);  pancreatitis  when  epigastric  pain 
or  unexplained  G . I . symptoms  develop  after  prolonged 


Continued  on  facing  page 


Ail  three 
lower 

blood  pressure 


Ser-A|] 


•>h«»ort(anrl»i 


Demi-Regroton 

Par'h  tahlot  nrr>\/iHcic' 


Each  tablet  provides: 
chlorthalidone  USP  25  nng.,  reserpine  USP  0.125  nng. 


one 
a day 


Combines  three  important  extra  benefits 


24-hour 

activity 

with  the  most  widely 
prescribed  long-acting 
diuretic 


Low-dosage 

efficacy 

to  reduce  potential  for 
dose-related  side  effects 


One-a-day 

dosage 

for  improved  patient 
compliance 


Brief  Summary  continued 
administration;  other  reactions  reported  with  this  class 
of  compounds  include  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization.  With  reserpine: 
angina  pectoris,  bradycardia,  ectopic  cardiac  rhythms 
(especially  with  digitalis):  blurred  vision,  conjunctival 
injection,  uveitis,  optic  atrophy,  glaucoma,  deafness, 
increased  gastric  secretions,  dull  sensorium, 
paradoxical  anxiety,  nightmares,  reversible  paralysis 
agitans  syndrome,  dyspnea,  weight  gam,  dryness  of 


USV  Laboratories  Inc. 


LABORArOR/€5  Manatí,  PR.  00701 


mouth,  increased  susceptibility  to  colds,  decreased 
libido,  skin  flushing  and  pruritus  Dosage;  Should  be 
determined  by  individual  titration,  (See  box  warning.) 
Dosage  of  either  Regroton  or  Demi-  Regroton  (or  most 
patients  is  one  tablet  once  a day . 

How  Supplied : Regroton  as  pink,  round,  single-scored 
tablets  in  bottles  of  100  and  1000;  Demi-Regroton  as 
white,  round  tablets,  bottles  of  100. 


and  when  full-dose 
therapy  is  indicated 

Regroton’s^av 

Each  tablet  provides  chlorthalidone  USP  50  mg 
reserpine  USP  0 25  mg 

See  facing  page  for  Brief  Summary 


80  mg  trimethoprim  and  400  mg  sulfamethoxazoie 


A strong  in  vitro  record 


Ecoli 

TMP/SMX 

(Septra) 

of  220517  isolates 
CEPHALOSPORB^  79% 
of  358025  isolates 
AMPICILLIN  74% 
of  351311  isolates 
NITROFURANTOIN  95% 
of  338756  isolates 


Proteus  sp 

TMP/SMX  i\40/ 

(Septra)  91'® 

of  66163  isolates 
CEPHALOSPORIN  81%* 
of  106281  isolates 
AMPICILLIN  77%* 
of  104437  isolates 
NITROFURANTOIN  13% 
of  100829  isolates 

*lndicated  in  approved  drug  information  for 
Proteus  mirabilis  only. 


Enterobacter 

TMP/SMX  0^0/ 

(Septra)©/'® 

of  9896  isolates 
CEPHALOSPORIN  32%+ 
of  14986  isolates 
AMPICILLIN  15%+ 
of  14036  isolates 
NITROFURANTOIN  66% 
of  14219  isolates 

+ Not  indicated  in  approved  drug  information. 


Klehsiella 

pneumoniae 


TMP/SMX  O'Tty 

(Septra)©/'® 


of  46279  isolates 
CEPHALOSPORIN  85% 
of  76898  isolates 
AMPICILLIN  5%+ 
of  76026  isolates 
NITROFURANTOIN  68% 
of  72030  isolates 


tNot  indicated  in  approved  drug  information. 


anee  of  Power 


A consistent  in  vivo  response 


Septra  outperformed  cephalexin 

In  a study  of  148  patients  with  recurrent  urinary  tract  infections,^ 
bacteriologic  response  rate  on  day  14  of  therapy++  was  99%  with 
Septra,  compared  to  94%  with  cephalexin.®  This  superiority  of 
response  to  Septra  occurred  in  spite  of  a built-in  “handicap”: 
Infecting  organisms  had  to  be  susceptible  in  vitro  to  cephalexin,  but 
not  necessarily  to  Septra.  Drug  regimens  consisted  of  either  two 
Septra  tablets  b.i.d.  or  one  250  mg  cephalexin  pulvule  q.i.d. 

++ Results  derived  from  urine  cultures  done  at  the  midpoint  of  a 28-day  study,  since 
recommended  duration  of  Septra  therapy  is  14  days. 

^Criterion  for  infection:  100,000  or  more  organisms/ml  urine;  criterion  for  clear  culture: 
1000  or  fewer  organisms/ml  urine. 

Septra  outperformed  ampicillin 

In  a study  of  10-day  therapy  in  156  patients  with  recurrent  urinary 
tract  infections,^  clear  culture  was  maintained  four  days  after  therapy 
ended  in  81%  of  patients  treated  with  Septra,  compared  to  76%  of 
those  treated  with  ampicillin.®  These  results  gain  added  significance 
considering  that  causative  organisms  not  susceptible  in  vitro  to 
ampicillin  were  excluded,  but  no  such  advantage  was  afforded 
Septra.  Drug  regimens  consisted  of  either  two  Septra  tablets  b.i.d.  or 
one  500  mg  ampicillin  capsule  q.i.d. 

®Criterion  for  infection:  100, 000  or  more  organisms/ml  urine;  criterion  for  clear  culture: 
1000  or  fewer  organisms/ml  urine. 

Septra  outperformed 
nitrofurantoin  (macrocrystals) 

In  a study  of  289  patients  treated  for  14  days  for  recurrent  urinary 
tract  infections,^  bacteriologic  response  (measured  eight  days  after 
therapy  ended)  to  Septra  was  94%,  compared  to  90%  with  nitro- 
furantoin.® Drug  regimens  consisted  of  either  two  Septra  tablets 
b.i.d.  or  one  100  mg  capsule  of  nitrofurantoin  macrocrystals  q.i.d. 

®Criterion  for  infection:  100,000 or  more  organisms/ml  urine;  criterion  for  clear  culture: 
1000  or  fewer  organisms/ml  urine. 

In  vitro  antibacterial  action 
well  balanced  by  clinical  success 

SeptiaDS 

Each  tablet  contains;^L 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 
in  recurrent  urinary  tract  infections 
due  to  susceptible  organisms^ 

#lt  is  recommended  that  initial  episodes  of  uncomplicated  urinary  tract  infections  be 
treated  with  a single  effective  antibacterial  agent  rather  than  the  combination. 

Artist’s  conception  of  major  uropathogens. 

See  next  page  for  prescribing  information. 


In  recuiTent  urinary  tract  infections  due  to  susceptible  organisms' 


SeptraiDS 


lablets 


S^trai  Suspension 


Each  lahlel  contains 


160  mg  trimethoprim  and 
800  mg  sulfamethoxazole 


Each  teaspoonlul  (5  ml)  contains 

40  mg  trimethoprim  and 
200  mg  sulfamethoxazole 


In  vitro  antibacterial  action  well  balanced  by  clinical  success 


• convenient  b.i.d.  dosage  schedule  helps 
insure  patient  compliance 


I Septra  and  Septra  DS  now  available  in 
new  small-size  tablets 


.pleasantly  flavored  cherry  suspension  available  for  children 


Rx  guidelines 


• during  therapy,  maintain  adequate  fluid 
intake  and  perform  frequent  urinalyses 
with  careful  microscopic  examination 

• contraindicated  in  children  under  two 
months  old 


• see  prescribing  information  for  complete 
guidelines 


It  IS  recommended  that  initial  episodes  of  uncomplicated  urinary 
tract  infections  be  treated  with  a single  effective  antibacterial  agent 
rather  than  the  combination 


Septra" 

Tablets  and  Suspension 

Indications  and  Usage:  Urinary  Tract  Infections:  Urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coii,  Klebsiella-Entero- 
bacter  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended  that 
initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination. 

NOTE:  The  increasing  frequency  of  resistant  organisms  limits  the  usefulness  of 
antibacterials,  especially  in  these  urinary  tract  infections. 

The  recommended  quantitative  disc  susceptibility  method  (Federal  Register  37: 
20527-29, 1972)  may  be  used  to  estimate  bacterial  susceptibility  to  Septra.  A laboratory 
report  of  “Susceptible  to  trimethoprim-sulfamethoxazole”  indicates  an  infection  likely 
to  respond  to  Septra  therapy.  "Intermediate  susceptibility"  also  Indicates  that 
response  is  likely  and  “Resistant"  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides  Pregnancy  and 
during  the  nursing  period.  Infants  less  than  two  months  of  age. 

H^ra/ngs;  Deaths  from  hypersensitivity  reactions,  agranulocytosis,  aplastic  anemia  and 
other  blood  dyscrasias.  Experience  with  trimethoprim  alone  is  much  more  limited,  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidenceof  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics,  primarily 
thiazides. 

Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of  serious  blood 
disorders.  Frequent  CBCs  are  recommended:  therapy  should  be  discontinued  if  a 
significant  reduction  in  the  count  of  any  formed  blood  element  is  noted 
Precautions:  Use  with  caution  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  glucose-6-phosphate 
dehydrogenase-deficient  individuals,  hemolysis  may  occur  (frequently  dose-related). 
During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses  with 
careful  microscopic  examination  and  renal  function  tests,  particularly  where  there  is 
impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Septra.  Blood  Dyscrasias:  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia  and  methemoglobinemia.  Aliergic  Reactions:  Erythema  multiforme, 
Stevens-Johnson syndrome,  generalized  skineruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis.  Gastrointestinal  Reactions:  Glossitis,  stomatitis,  nausea,  emesis,  abdom- 
inal pains,  hepatitis,  diarrhea  and  pancreatitis.C./V.S. ñeací/orrs.  Headache,  peripheral 
neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness.  Misceilaneous  Reac- 
f/ons.  Drugtever,  chills,  and  toxic  nephrosis  with  oliguria  and  anuria.  Periarteritis  nodosa 
and  L.  E.  phenomenon  have  occurred.  Due  to  certain  chemical  similarities  to  some 


goltrogens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and  hypogly- 
cemia: cross-  sensitivity  may  exist  with  these  agents.  In  rats,  long-term  administration  of 
sulfonamides  has  produced  thyroid  malignancies. 

Dosage  and  Administration:  Not  recommended  tor  use  in  infants  less  than  two  months 
of  age. 

Adults.  The  usual  adult  dosage  tor  the  treatment  of  urinary  tract  infections  is  one  double 
strength  tablet  or  two  regular  tablets  or  four  teaspoonfuls  (20  ml)  every  12  hours  for  10  to 
14  days.  Shake  suspension  well  before  using. 

Chiidren:  Recommended  dose  is  8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole 
per  24  hours,  given  in  two  divided  doses  tor  10  days.The  following  table  is  a guideline  for 
the  attainment  of  this  dosage  using  Septra  Tablets  or  Suspension. 


Children:  Two  months  of  age  or  older 


Weight 

lb 

kg 

Dose- 

Teaspoonfuls 

everv 12  hours 

Tablets 

20 

9 

1 ( 5 ml) 

Vz 

40 

18 

2 (10  ml) 

1 

60 

27 

3(15ml) 

V/2 

80 

36 

4(20  ml) 

2 (or  1 DS  tablet) 

For  patients  with  renal  impairment: 


Creatinine  Clearance 

Recommended 

(ml/min) 

Dosage  Regimen 

Above  30 

Usual  Standard  Regimen 

Half  of  the  Usual 

15-30 

Dosage  Regimen 

Below  15 

Use  Not  Recommended 

Supplied:  Septra  DS  (Double  Strength)  tablets  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole  - bottles  of  60  tablets  and  unit  dose  packs  of  100.  Septra  tablets 
containing  80  mg  trimethoprim  and  400  mg  suifamethoxazole - bottles  of  40, 100. 500. 
and  1000  tablets  and  strip  packages  of  100  individually  packed  tablets.  Oral  suspension, 
containing  the  equivalent  of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  in  each 
teaspoonful  (5  ml),  cherry  flavored  - bottles  of  450  ml. 


References:  t.  PMR  Bacteriologic  Report -urine  cultures  only.  National  summary  Dec 
1975,  Jan1976,  Feb  1976.  (From  200  acute  care  hospitals  of  100  beds  or  more. ) Data  on 


file.  Burroughs  Wellcome  Co. 
2.  Data  on  file.  Burroughs 
Wellcome  Co. 


Burroughs  Wellcome  Co. 
Research  Triangle  Park 
North  Carolina  27709 


REGLAS  GENERALES 


PROGRAMA 

CIENTIFICO 


La  lectura  de  los  trabajos  se  ajustará  al  orden  y al 
tiempo  indicados  en  el  Programa. 

Si  por  cualquier  motivo  un  trabajo  no  es  leído  en  el 
turno  se  leerá  únicamente  por  su  título. 

Los  compañeros  que  deseen  discutir  algún  trabajo 
se  servirán  comunicarlo  a la  Mesa  Presidencial  antes 
de  comenzar  el  programa. 

Toda  comunicación  presentada  a la  Asamblea  quedará 
propiedad  del  Boletín  Médico  de  la  Asociación  Mé- 
dica de  Puerto  Rico,  debiéndose  entregar  al  Secreta- 
rio para  que  la  Junta  Editora  considere  su  publica- 
ción. 

No  habrá  cambios  en  el  orden  de  presentación  de  los 
trabajos. 

Para  recibir  acreditación  por  educojión  médica  conti- 
nuada, los  asistentes  deberán  z^tar  debidamente  ins- 
criptos en  la  Convención. 

Los  que  deseen  recibir  acreditación  por  los  cursos  a 
que  asistan  durante  la  Convención,  deberán  inscribirse 
en  los  mismos.  Al  llenar  el  cupón  de  inscripción  debe 
tenerse  presente  que  cada  día  hay  tres  sesiones:  la 
de  la  mañana  y la  de  la  tarde,  donde  se  presentan  va- 
rios cursos.  En  cada  sesión  se  puede  marcar  un  solo 
curso,  ya  que  los  mismos  son  simultáneos. 

El  costo  de  la  matrícula  a los  efectos  de  obtener  la 
acreditación  por  el  Consejo  de  Educación  Médica 
Continuada  es  de  $3.00  por  hora-crédito  para  los  so- 
cios y de  $6.00  por  hora-crédito  para  los  no  socios. 

Los  asistentes  a las  Conferencias  Magistrales  y Plena- 
rias  recibirán  Acreditación  en  Categoría  I sin  costo 
alguno,  pero  es  necesario  que  indiquen  en  la  tarjeta 
de  Matrícula  su  interés  en  asistir. 


1 
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Programa  Científico 

MIERCOLES,  NOVIEMBRE  15,  1978 
SESIONES  DE  LA  MAÑANA 

a 

9:00-  11:00 -CURSO  DE  ACTUALIZACION  EN  NEU- 
MOLOGIA-I  * 

Auspiciado  por  la  Sección  de  Neumología  de  la  AMPR 
Moderador:  Ramón  E.  P igueroa-Lebrón,  MD 

9:00  - Office  Management  of  Chronic  Airways  Obs- 
truction 

Edmundo  Figueras,  MD 
9:20  - Status  Asthmaticus 
John  C.  Weg,  MD 

9:50  - Skin  Testing  and  Indications  for  Therapy 
Ramón  E.  Figueroa-Lehrón,  MD 
10: 10  - Preoperative  Cardiopulmonary  Evaluation 
Rogelio  González,  MD 
10:30-  Allergic  Pulmonary  Diseases 
John  C.  Weg,  MD 


11:00-  11:45  - (PI)  CONFERENCIA  PLENARIA  ** 
Colecistitis  Alitiásica 
José  L.  Puente  Domínguez,  MD 


12:00-  12:50  (Ml)  CONFERENCIA  MAGISTRAL 
“DR.  EUGENIO  FERNANDEZ  tiARClA”.  ** 
Reversible  Airway  Diseases  - State  of  the  Art 

John  C.  Weg,  MD 


Acreditación  para  el  Programa  de  Educación  Médica  Conti- 
nuada en  Categoria  I (2  créditos) 

’’Acreditación  para  el  Programa  de  Educación  Médica  Conti- 
nuada en  Categoria  I (1  crédito) 


Sala 

B 9:00  - 11:00  - PRESI'.NTACIONES  LIBRES  * 
(Cirugía  - (íineco-(  >hstetricia  - Pediatría) 

Moderador:  Pedro  J.  Roselló,  MD 

9:00  - Laparoscopía  Ambulatoria  Utilizando  el 
Método  del  Anillo  de  Falope 
Adrián  (’olón  Laracuente,  MD 
9:15-  Surgical  Treatment  of  Hirschsprung’s 
Disease  at  the  University  Children  Hospital: 

A Ten  'i  ears  Review 

Manuel  E.  Lores-Suárez,  MD 
Pedro  J.  Roselló,  MD 

9:30  - Frozt'ii  Semen  - Three  Years  Experience 
Walter  M.  Pinedo,  MD 
Rafael  A.  Rodriguez-  Acevedo,  MD 
9:45  - Bleeding  \ arices-  New  Hope 
Enricpie  Márrpiez,  MD 

10:00  - Reporte  Preliminar  de  Esplenectornía 
Parcial  en  Laparotomía  de  Estadio  en  Enfer- 
medad de  Hodgkin's  en  Niños 
Manuel  E.  Lorez-Suárez,  MD 
Pedro  J.  Roselló,  MD 

10: 15  - Esofagomiotomía  en  la  Reconstruc- 
ción Esofágica:  Estudio  Experimental 
Pedro  J.  Roselló,  MD 
Héctor  Lebrón,  MD 
10:30-  Neonatal  Intensive  Care  Unit 
Baláel  Zapata,  Ml) 

Marta  Vah  árcel,  MD 
Francisco  Cáeeres,  MD 
10:45  - Infants  of  Diabetic  Mothers 
Marla  Vah  árcel,  MD 
Rafael  Zapala,  Ml) 

Carlos  Boure,  MD 
Adrián  (iolón.  Ml) 

* Aeredilui  ión  para  el  Programa  de  Educación  Medica  (Conti- 
nuada en  (Categoría  I (2  créditos) 


MIERCOLES,  NOVIEMBRE  15,  1978 
SESIONES  DE  LA  TARDE 


C 9:00-  I1;00-COURSE  ON  PHYSICAL  MEDICINE 
AND  REHABILITATION  * 

Sponsored  by  the  Physical  Medicine  and  Rehabi- 
litation Section  of  the  PRMA 

Moderator:  Carlos  T.  Annstrong-Ressy,  MD 

9:00  - Results  of  a Double  Blind  Study  of  Amyo- 
trophic Lateral  Sclerosis 
Victor  Rivera,  MD 

9:40  - Critique  of  the  Double  Blind  Study  of 
Amyotrophic  Lateral  Sclerosis 
Murray  Sanders,  MD 

10:20  - Induction  of  Interferon  by  Modified  Neuro- 
toxin 

Oliver  Fellowes,  PhD 


\ 11:00-  11:45 -(PI)  CONFERENCIA  PLENARJA 

A 12:00-  12:50  (Ml)  CONFERENCIA  MAGISTRAL 
“DR.  EUGENIO  FERNANDEZ  GARCIA” 

1:00-2:30  - ALMUERZO 

Acreditación  para  el  Programa  de  Educación  Médica  Conti- 
nuada en  Categoria  I (2  créditos) 


2:30-5:00-  CURSO  DE  ACTUALIZACION  EN  NE 
MOLOC I A - II  * 

Auspiciado  por  la  Sección  de  Neumología  de  la  AMI 
Moderador:  José  Rodríguez-Servera,  MD 

2:30  - Diagnosis  of  Pulmonary  Embolism 
Ramón  E.  Figueroa-Lebrón,  MD 
3:00  - Treatment  of  Pulmonary  Embolism 
Arturo  Cordova,  MD 
3:30  - Questions  and  Answers 
4:00  - Detection  of  Small  Airway  Obstruction 
Arturo  Cordova,  MD 

4:30  - Treatment  Pulmonary  Tuberculosis:  New  Tren 
Edmundo  Figueras,  MD 

2:30  - 5:00  - PURDUE  FREDERICK  RESEARCH 
AWARD  COMPETITION  * 

Moderators: 

Ramón  M.  Suárez,  MD 
Alfred  Axtmayer,  MD 
Félix  Cortés,  MD 

2:30  - An  Enzyme  -Linked  Immunosorbent  Assay 
(ELISA)  for  the  Detection  of  Antibodies  to  DNA 
in  Serum 

George  V.  Hillyer,  PliD 
Madeline  Rossy,  BS 

2:45  - Resultados  del  Tratamiento  Quirúrgico  de 
la  Ulcera  Duodenal  en  el  Hospital  Universitario: 
Análisis  de  97  Casos 
Manuel  E.  Lores-Suárez,  MD 
Pedro  J.  Roselló,  MD 


* 


Acreditación  para  el  Programa  de  Educación  Médica  Conti- 
nuada en  Categoria  I (2.1/2  créditos) 


1:00  - Inlraví'ntricular  (Conduction  Disturbances  in 
atients  with  Intracardiac  (Calcifications 
Migdalia  (ionzálcz,  MD 
Juan  M.  Aranda,  MD 
Edgardo  Hernández  l^ópez,  MD 
Esteban  Idnares,  MD 
(iuillernio  (Cintron,  MD 
Manuel  Martmez  Maldonado,  MD 
1:15  - Signilicance  of  Serum  Phosphate  Levels  in 
'Carlv  Intestinal  Ischemia 
Orlando  (Caiiizares-Baquero,  MD 
Manuel  Lores-Suarez,  MD 
I’cdro  J.  Rosello,  MD 

1:30  - Bacteriology  of  Skin  Infections  in  Out- 
Patients 

I.  Banuchi,  MD 
(C.  H.  Kanurez-Konda,  MD 
3:45  - Kxperinu  ntal  Production  of  Pancreatic 
Pseudocysts 
Roberto  iNovoa,  MD 
Pedro  J.  Rosello,  MD 

4:00  - (Clinical  (Characteristics  and  Treatment  of 
I reniic  Pericarditis 
Angel  B.  Rivera-Vázquez,  MD 
Osvaldo  Kamrrcz-Muxó,  MD 
Manuel  Martfucz-MaldonadiJ,  MD 
4:15  - La  Produc<  ión  dc  Beta-Lactamasa  (B-Lac) 
l omo  un  factor  d<‘  resistencia  en  contra  de  las 
ÍCefalosporinas 
A.  Eugo,  MD 

(C.IL  Ramírez-Ronda,  MI) 

4:30  - Handling  of  A<  ute  Drug  Intoxication: 

Role  of  Korc.í'd  Diuresis 
Jos<’ M.  Avala,  MD 
Rafael  M.  Baíjucro,  MD 
Rafael  IC.  Ramrrez-Oonzález,  MD 
Manuel  Martúiez-Maldonarlo,  MD 
4:45  - Patrones  de  Susceptibilidad  de  Staphylo- 
ÍCoccus  \urcus(SA)  adquiridos  en  la  comunidad 


y el  Hospital 
J.  Morales,  MD 
C.H.  Ramírez-Ronda,  MD 
5:00  - Serologic  Parameters  in  Progressive  Sys- 
temic Sclerosis 
Tomasita  Cancel,  MD 
Esther  N.  González  Pares,  MD 
Alba  Puente,  BSMT 

2:30  - 5:00  - CURSO:  CONVULSIONES  EN  NIÑOS 
Moderador:  Carlos  R.Laó  Vélez,  MD 

2:30  - Aspectos  Fisiopatológicos  de  la  Epilepsia 
Jesús  Vélez-Borrás,  MD 
3:00  - Convulsión  Febril  o Epilepsia 
Carlos  R.  Laó-Vélez,  MD 
3:30  - Viejos  y Nuevos  Anticonvulsantes 
Sigfredo  Acosta,  MD 

4:00  - Alternativas  en  la  Rehabilitación  del 
Niño  Epiléptico 
Eduardo  Mirabal-Font,  MD 
4:30  - Panel  de  Preguntas  y Respuestas 


* Acreditación  para  el  Programa  de  Educación  Médica  Conti 
nuada  en  Categoría  I (2.1/2  créditos) 
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Página 

Curso  de  Inmunologfa  - I 

24 

Presentaciones  Lihn's 

27, 

Curso:  Diabí'tes  en  Adultos 

26 

CON FERE.NCl  A PLENARI A 

24 

Cf INFERENCIA  MAGISTRAL 
“DR.  R AMON  SíFRE” 

24 

(>urso  dc  ImnunologTa  - 11 

31 

Presentaciones  Libres 

31 

Curso:  (.oncc|)tos  -Modernos  en  c|  Ma- 
nejo del  Diabético  juv.mil 

33 

Panel:  La  Medicina  en  Puerto  Rico; 

-A  spec  t os  S oc  i o-e  ( • on  óm  i c os 

Sala 

A 9:00-  I l:00-(;i  RSO  DE  INMllNOLOr.lA  - I * 

Auspi(  iado  [>()r  la  Sección  dc  Alergia  e Inmunologra 
d.-  la  AMBR. 

Moderador:  (iarlos  López  Almodovar,  MD. 

9:00-  (]|asifica(  ion  dc  las  Reacciones  Inmnnológicas 
José  N.  Moreno,  Ml) 

1 1 :00  - Mechanism  ol  Igl'  Mediat'd  H\  persensitivity 
Reactions 

Kenneth  P.  MathevNS,  Ml) 


A 11:00^  11:47, -(P2)  CONFERENCIA  LLENARIA** 
Resistencia  Antihiotica  Translcrible 
Rafael  Ccítncz  Luz,  MI) 


A 12:00-  I2:r,0-(M2)CONELHKNCI  AM  A(;ISTRAL** 
“SILBE  MEMORI  AL  LECTl  RE” 

How  I l se  Drugs  in  the  Trcatminl  ol  Peptií  l leer 
Disease 

james  L.  A.  Rolh.  MD 


* Acreditación  para  el  Programa  de  Educación  Médica  Conti- 
nuada en  Categoria  I (2  créditos) 


**  Acreditación  para  el  Programa  de  Educación  Médica  Conti- 
nuada en  Categoria  I (1  crédito) 


Sala 


B 9:00  - 1 1:00  - PRESENTACIONES  LIBRES  * 
(IntVc  lología  y Medicina  Tropical) 

Moderador:  José  J.  Corcino,  MD 
9:00-  Imported  Leishmaniasis 
).  Morales,  MD 
R.  Rosario,  MD 
0.  Trujillo,  MD 
C.H.  Rami'rez-Ronda,  MD 
9:15-  Susceptibility  ol  Bacteremic  Strains 
of  CNB  to  Aminoglycosides  (ACS)  and 
Carbenic  illins  (CBS)  in  Various  Hospitals 
of  Puerto  Rico 
A.  Lugo,  MD 
1).  Vera,  BSMT 
J.  Morales,  MD 
A.  Garcia,  BSMT 
M.  Medina,  MSM 
R.  H.  Bermudez,  MD 
C.  H.  Ramfrez-Ronda,  MD 
9:30  - Evaluación  y Comparación  de  los  Mé- 
todos de  Dilución  en  Agar  y Microdilución 
para  Pruebas  de  Susceptibilidad 
Minerva  Nevárez,  BSMT 
C.  H.  Ramfrez-Ronda,  VID 
9:45  - Treatment  ol  V ZV  Infections  with 
ARA- A 

J.  Moral<‘S,  MD 

C.  H.  Ramírez-Ronda,  MD 

A.  Lugo,  MD 

10:00-  Eactors  Responsil)le  for  Weight  Loss 
in  Tropical  Sprue 
José  J.  Corcino,  VID 
Frederick  A.  Klipstein,  MD 


10: 15  - Comparison  and  Evaluation  of  Ti<  ar- 
cillin  and  Carbenicillin  against  407  Gram-Ne- 
gative Bacilli 
J.  Morales,  MD 
M.  Nevárez,  BSMT 
R.  H.  Bermudez,  MD 
C.H.  Ramirez-Ronda,  MD 
10:30  - Thrombocytopenia  and  Dengue 
J.  Morales,  VID 
C.  H.  Ramirez-Ronda,  MD 
R.  López-Correa,  MD 
J.  P.  Woodall,  PbD 

10:45  - Tratamiento  Adecuado  en  Clinica 
Externa  a Pacientes  Alérgicos  a la  Penicilina. 
Discusión  y Resultados 

Eiliberto  Ramirez-(]orrÍa,  MD 

C 9:00-  11:00 -CI  RSO:  DIABETES  EN  ADULTOS  * 
Moderador:  Francisco  Aguiló,  MD 

9:00  - Diabetes,  What  is  the  Ultimate  Goal  of 
Therapy 

Francisco  Aguiló,  MD 

9:30  - Estado  Actual  de  la  Etiología  de  la  Diabetes 
José  L.  Herrera  Pon  bo,  MD 
10: 1 5 - Treatment  of  Diabetes 
Walter  L.  Henry,  MD 

A 1 1 :00  - 1 1:45  - (P2)  CONFERENCIA  PLENARIA 

\ 12:00  - 12:50  - (M2)  CONFERENCI  A M AGISTRAL 

“SIERE  .MIvMORI  \L  LECTU RE” 

1:00-2:30-  \L\ll  ERZO  ((iortesia  dc  Bristol  Laboratories 
and  Mead  J ohn.son) 


Acreditación  para  el  Programa  de  Educación  Médica  Conti 
nuada  en  Categoria  I (2  créditos) 
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SESIONES  DE  LA  TARDE 


2:30  - 5:00  - CURSO  DE  INMUNOLOGIA  II  * 

Auspiciado  por  la  Sección  de  Alergia  e Inmunología 
de  la  AMPR 

Mode  rador:  José  De  jesús,  MD 

2:30  - Mechanism  of  Inmunocompetence 
Kenneth  P.  Mathews,  MD 
3:20  - Inmuno  Evaluación  del  Paciente  con  Cáncer 
Angel  Román  Eranco,  MD 
4:00  - Drug  Allergy 
Kenneth  P.  Mathews,  MD 

4:40  - Presentación  Ilustrada  de  Reacciones  A Dro- 
gas en  el  Hospital  de  Veteranos  de  Puerto  Rico 
Carlos  López-Almodovar,  MD 

2:30  - 5:00-  PRESENTACIONES  LIBRES  * 
Moderador:  Edgardo  Hernández,  MD 

2:30-  Use  and  Abuse  of  Blood  Transfusions 
in  Puerto  Rico.  A Study  of  Three  Major  Hos- 
pitals 

Antonio  J.  Grillo-López,  MD 
2:45  - Results  of  a Pilot  Study  of  Multidrug 
(Vincristine,  Bleomycin  and  Methotrexate) 
(Chemotherapy  and  Radiotherapy  in  Head 
and  Neck  (Cancer 
Navda  R.  P'igueroa-Vallés,  MD 
Victor  A.  Man  iai,  MD 
Enrique  Velez  García,  MD 
Luis  A.  Vallecillo,  MD 
I nan  Cintrón,  MD 

\creditaci<)n  para  el  Programa  de  Educaciéjn  Médica  Conti- 
nuada  en  (Catcgoria  I (2.1/2  créditf)s) 


3:00  - Uninterrupted  and  Unconventional 
Fractionation 
Victor  A.  Marcial,  MD 
James  A.  Hanley,  PhD 
José  M.  Tomé,  MD 
Jeanne  Ubiñas,  MD 

3:15  - Role  of  Radiotherapy  in  Pituitary 
Adenomas 
José  M.  Tomé,  MD 
Victor  A.  Marcial,  MD 
Jeanne  Ubiñas,  MD 

3:30  - El  EMI  Scan  en  Puerto  Rico:  La  Expe- 
riencia del  primer  año,  análisis  y utilización  de 
costos 

Frank  Kolodziej,  MD 

3:45-  MINI-COURSE:  ECHOCARDIOGRAPHY 
Sponsored  by:  Cardiology  Section  - Veterans 
Administration  Hospital 
Moderator:  Edgardo  Hernández,  MD 

3:45  - Introduction  - The  Normal  Echocardiogram 
Migdalia  González,  MD 

4:05  - Indications  for  Echocardiography  in  Patients 
with  Left  Ventricular  Outflow  Tract  Abnormalities 
F ernando  Córdoba,  MD 

4:25  - Indications  for  Echocardiography  in  Patients 
with  Mitral  Valve  Abnormalities 
Edgardo  Hernández-López,  MD 
4:45  - Questions  and  Answers  - 
Moderator:  Juan  M.  Aranda 


•Sala 
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C 2:30  - 5:00  - CURSíJ:  CONCEPTOS  MODERNOS  EN 
El.  MANEJO  DEÍ.  DIABETICO  JUVENIL  * 

Moíleraílora:  Marta  Valcárcel,  MD 

2:30  - Diaf^nóstico  Diabetes  Química 
(Jarlos  ÍJintrón,  MD 
3:00  - Manejo  cíe  Fase  Aguda 
E.  González  de  Pijern,  MD 
3:30  - Manc;jo  de  l ase  Crónica 
ÍJarIcjs  (Jintrón,  MD 
4:00  - Complicaciones  a Largo  Plazo 
L.  íionzález  de  Pijern 
4:30  - Sesión  de  Preguntas 


A 7:30  - 9:30  PM  - PANEL:  LA  MEDICINA  EN  PUERTO 
RICO:  ASPECTOS  SOCIO-ECONOMICOS 

Participantes: 

Hon.  Jaime  Rivera  Dueño,  MD 
Secretario  de  Salud 

Norman  Maldonado,  MD 

Rector,  Recinto  Ciencias  Médicas  - UPR 

Sr.  Juan  Labadie  Eurite 

Director  Ejecutivo 

Seguros  de  Servicio  de  Salud  (SSS) 

Rafael  Berrios  Martínez,  MD 
Presidente 

Asociación  Médica  de  Puerto  Rico 


VIERNES,  NOVIEMBRE  17,  1978 

Página 
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Sala 

A 9:00  - 11:00-  COLRSE:  BACTERIAL  RESISTANCE 
INPLERTORICO  * 

Sponsored  b\  tlie  Infectious  Disease  Section  of  the 
Puerto  Hico  Medical  Association 

Moderator:  C.  IL  Rainfrez-Ronda,  MD 

9:00  - Mechanisms  of  Bacterial  Resistance 
Rafael  Cómez-Luz,  MD 

9:30-  Resistance  Patterns  of  Cram-Negative  Bacilli 
C.  H.  Ramfrez-Ronda,  MD 
9:30  - Management  of  Nosocomial  I'TI 
A.  Lugo,  MD 

1 0: 10  - Staphylococcal  Infections:  Bacteriology  and 
Management 
j.  Morales,  MD 

1 0:30  - Carbenicillin-like  Drugs  Against  Gran-Nega- 
tive Bacilli 

R.  H.  Bermudez,  MD 
10:30  - (Questions  and  Answers 


A 11:00-  11:43-(P3)  PLENARY  LECTURE** 

Treatment  of  Acute  Psychosis 
William  H,  Anderson,  MD 


A 12:00  - 12:30  - (P4)  CONFERENCIA  PLENARIA  ** 

Experiencias  en  NeurocirugTa  Microscópica 
Manuel  López  Portillo,  MD 


* Acreditación  para  el  Programa  de  Educación  Médica  Conti- 
nuada en  Categoria  I (2  créditos) 
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B 9:00  - 11:00  - PRESENTACIONES  LIBRES  * 
(Cardio-Pulmonar  - Inmunología) 

Moderador:  Julio  V.  Rivera,  MD 

9:00  - Cardiac  Involvement  in  Rheumatoid  Arthritis 
Rafael  Morales,  MD 
Edgardo  Hernández,  MD 
Fernando  Córdova,  MD 

9:13  - Incidence  of  Coronary  Heart  Disease:  The 
Effect  of  Lipids,  Weight  and  Physical  Activity 
Raúl  Costas,  Jr.  MD 
M.  R.  Garcia-Palmieri,  MD 
Emilio  A.  Nazario,  MS 
Paul  D.  Sorlie,  MS 

9:30  - Percutaneous  Needle  Biopsy  of  the  Lung 
David  Figueroa-Ramirez,  MD 
Antonio  J.  Grillo-López,  MD 
César  Soto-Gautier,  MD 
Maria  Castillo-Staab,  MD 

9:43  - Identificación  e Incidencia  Proporcional  de 
Hongos  Atmosféricos  dentro  de  las  Viviendas  en 
Puerto  Rico 

Carlos  López  Almodóvar,  MD 
Luis  Roare,  PhD 
Magali  Rodríguez,  BS 

10:00  - V entilación  y Perfusión  Regional  en  Enfer- 
medades Pulmonares 
Jaime  Rivera,  MD 
I ulio  V.  Rivera,  MD 
Arturo  R.  Cordova,  MD 

10: 13  - La  Espirometría  de  Lazo,  (LOOP):  Nueva 
Técnica  en  la  Determinación  Precoz  de  Enferme- 
dades Pulmonares  de  Tipo  Obstructivo 
José  L.  Jiménez-Vélez,  MD 
A.  A.  Lang,  MD 


* 


Acreditación  para  el  Programa  de  Educación  Médica  Conti 
nuada  en  Categoria  I (2  créditos) 


10:30  - Aseptic  Necrosis  in  Systemic  Lupus  Erythe- 
matosus 

Eflrick  I.ópez  Enriquez,  MD 
F.sther  N.  González-Parés,  MD 
Rodolfo  Concepción,  MD 

10:45  - Mortality  in  Systemic  Lupus  Ery  thematosus 
Esther  N.  González-Parés,  MD 
Ivelisse  Lebron-Nazario,  MD 

ala 

C 9:00-  11:00 -COURSE  IN  OBSTETRICS  AND  GYNE- 
COLOGY-I  * 

Moderator:  Arsenio  C.  Comas-Urrutia,  MD 

9:00  - Dialogues  in  Oral  Contraception 
Ronald  A.  Chez,  MD 

A 11:00-  11:45 -(P3)  PLENARY  LECTURE 

A 12:00-  12:50 -(P4)  CONFERENCIA  PLENARIA 


1 :00-  2:30  - ALMUERZO  (Cortesía  de  La  Cruz  Azul 

de  Puerto  Rico) 


* Acreditación  para  el  Programa  de  Educación  Médica  Conti- 
nuada en  Categoria  I (2  créditos) 
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SESIONES  DE  LA  TARDE 

Sala 

A 2:30 -5:00 -COURSE:  TROPICAL  MEDICINE  * 

Sponsored  by  the  Infectious  Disease  Section  of 
the  Puerto  Rico  Medical  Association 

Moderator:  Z.  R.  Sotomayor,  MD 

^chistqsqi^niasisJn^I^ueiTo  Rico^U^8 

2:30  - Epidemiology  and  Clinical  Manifestations 
M.  Fiorilli,  MD 

3:15  - Newer  Approach  to  Management 
Z.  R.  Sotomayor,  MD 

Dengu^-_197(^ 

3:45  - Biology  of  Dengue  Viruses 
J.  Morales,  MD 

4:10  - Epidemiology  of  Dengue  in  P.R. 

R.  López-Correa,  MD 
4:35  - (dinical  Manifestations  of  Dengue 
C.  H.  Ramirez-Ronda,  MD 

B 2:30  - 5:00  - CURSO;  ADELANTOS  EN  EL  MANE 
JO  DE  LOS  LINFOMAS  NO-HODGKIN  * 

Moderador:  E.  Véhv.-G arcía,  MD 

2:30  - Introducción 
E.  Vél(>z-(i arcía,  MD 
2:35  - (dasificación  Histopatológica 
Lilia  Cebaltos,  MD 
2:45  - Clasificación  Inmunológica 
José  J.  (Corcino,  MD 

2:55  - Evaluación  Citoquímica  e Inmunológica 
Jean  Pradera,  MT 
3:05  - Conceptos  Pnísentes 
E.  Velez-García,  MD 
3:20-  Evaluación  Radiológica 
Jorge  Haddock,  MD 


* Acreditación  para  el  Programa  de  Educación  Médica  Conti- 
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3:35  - Estudios  Nucleares  y Sonografía 
A.  L.  Rodríguez-Rosado,  MD 
3:50  - Tomografía  Computarizada 
Emilio  Torres  Reyes,  MD 

Manejo 
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4:05  - Quimioterapia 
A.J.Grillo-López,  MD 
4:20  - Radioterapia 
José  M.  Tomé,  MD 
4:35  - Discusión  y Preguntas 

Sala 

C 2:30  - 5:00  - COURSE  IN  OBSTETRICS  AND  GYNE- 
COLOGY - II  * 

Moderator:  Natalio  Bayonet,  MD 
2:30  - Toxoplasmosis  y el  Embarazo 


Course:  Management  of  Acute  and 

Chronic  Conduction  Disturbances 

41 

Presentaciones  Libres 

42 

CONFERENCIA  LLENARIA 

41 

CONFERENCIA  MAGISTRAL 
“DR.  RAMON  M.  SUAREZ” 

42 

Toma  de  Posesión 

42 

Curso  de  Reumatología 

44 

José  R.  Del  Sol,  MD 

3:20  - La  Citología  Vaginal  desde  el  Punto  de  Vista 
Hormonal 

José  R.  Del  Sol,  MD 

4:10  - What  is  a Reasonable  Cesarean  Section  Rate? 
Ronald  A.  Chez,  MD 


* 
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Sala 

A 9:00  - 11:00  - COURSE:  MANAGEMENT  OF  ACUTE 
AND  CHRONIC  CONDUCTION  DISTURBANCE  * 

Sponsored:  Cardiology  Section-  Veteran  Adminis- 
tration Hospital 

Moderator:  Juan  M.  Aranda,  MD 

9:00  - Electrophysiologic  Findings  in  Patients  with 
Conduction  Disturbances  - Basic  Concepts 
Juan  M.  Aranda,  MD 

9:30  - Therapeutic  Approach  and  Clinico-Pathologic 
Correlations  in  Patients  with  Acute  Conduction  Dis- 
turbances 

Guillermo  Cintron,  MD 

10:00  - Management  and  Clinico-Pathologic  Correla- 
tions in  Patients  with  Chronic  Conduction  Distur- 
bances 

Edgardo  Hernández-López,  MD 
10:30  - Pre-Operative  Evaluation  of  Patients  with  In- 
traventricular Conduction  Disturbances 
Is  a Temporaiy'  Prophylactic  Pacemaker  Needed  Before 
an  Elective  Surgical  Procedure? 

Esteban  Linares,  MD 


11:00-  11:45  - (P5)  - CONFERENCIA  PLENARIA** 
Aspectos  Actuales  de  la  Leucemia  Linfática  Crónica 
(urdo  Rozmán,  MD 


* Acreditación  para  el  Programa  de  Educación  Médica  Conti- 
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A 12:00  - 12:50  - (M3)  CONFERENCIA  MAGISTRAL 
“ DR.  RAMON  M.  SUAREZ”  ** 

Semblanza  del  Conferenciante: 

Mario  R.  Garcra-Palmieri,  MD 

Contributions  of  Cardiovascular  Epidemiology  to 
Understanding  Coronary  Heart  Disease 

William  B.  Kannel,  MD 


EL  TEATRO  - 1: 15  - ALMUERZO-TOMA  DE  POSESION 
del  Nuevo  Presidente  de  la  Asociación  Médica  de 
Puerto  Rico  - Dr.  Filiberto  Colón 

B 9:00-  11:00 -PRESENTACIONES  LIBRES  * 
(Hematología  - Oncología) 

Moderador:  Jeanne  Ubiñas,  MD 

9:00  - Experience  in  Management  of  Acute  Lym- 
phoblastic Leíikemia  al  the  University  Children’s 
Hospital  (U.  C.  H.) 

Freddie  W.  Monlalvo-Alauio,  MD 
Pedro  J.  Santiago-Borrero,  MD 
9:15- El  U so  de  Aminoglu(  ()sidos  en  Pacientes 
Leucémicos  con  Fiebre 
A.  Lugo,  MD 
J.  Morales,  MD 
R.  H.  Bermúdez,  MI) 

C.  H.  Rarnírez-Ronda,  MI) 
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9:30  - Kxperiencia  de  8 Años  del  “Southeastern  Sala 

Cancer  Study  Croup’’  (SEC)  en  el  Uso  de  un 
Sistema  Uniforme  de  Revisión  Patológica  en 
Linfomas  Malignos 
Enrique  Vélez.García,  MD 

9:45  - Prevalencia  de  Hb  S y Necesidad  de  Orien- 
tación para  Reducir  Hemoglobinopatias  en  Dis- 
tintas Areas  y Grupos  de  Nuestra  Población 
Pedro  J.  Santiago-Borrero,  MD 
Eleanor  Jiménez  de  Abreu,  MD 
10:00  - Comparison  of  Split-Course  Versus  (Con- 
tinuous Whole  Pelvis  Irradiation  in  Carcinoma  of 
the  Uterine  Cervix 
Victor  A.  Marcial,  MD 
José  M.  Tomé,  MD 
Jeanne  Ubiñas,  MD 

10: 15  - Tolerance  of  Surgery  after  Radical  Ra- 
diotherapy of  Carcinoma  of  the  Oropharynx 
Victor  A.  Marcial,  MD 
James  A.  Hanley,  PhD 
Arturo  Y drach,  MD 
Luis  A.  Vallecillo,  MD 

10:30  - Radiotherapy  of  Carcinoma  of  the  Oro- 
pharynx 

Victor  A.  Marcial,  MD 
José  M.  Tomé,  MD 
Jeanne  Ubiñas,  MD 

10:45  - Gamagrafia  en  el  Estudio  de  las  Glándulas 
Salivares 

Aldo  E.  Lanaro,  MD 


9:00-  11:00 -CURSO  DE  KEUM ATOLOG I A 
ASPECTOS  CLINICOS  Y DIAGNOSTICOS  DE 
ENFERMEDADES  REUMATOLOGICAS  CO- 
MUNES. 

Moderadora:  Esther  N.  GonzáIez-Pare’s,MD 

9:00  - Osteoartritis 
Carlos  Fernández,  MD 
9:30  - Artritis  Reumatoide 
Rafael  González-Alcover,  MD 
10:00  - Lupus  Eritematoso  Sistémico 
Esther  N.  González-Parés,  MD 
10:30  - Artritis  Gotosa 
Susano  de  la  Cruz,  MD 

A 11:00  - 11:45  - (P5)  CONFERENCIA  PLENARIA 

A 12:00  - 12:50  - (M3)  CONFERENCIA  MAGISTRAL 

EL  TEATRO  - 1:15  - ALMUERZO  - TOMA  DE  POSESION 
del  Nuevo  Presidente  de  la  Asociación  Médica  de 
Puerto  Rico  - Dr.  Filiberto  Colón. 

* Acreditación  para  el  Programa  de  Educación  Médica  Conti 
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EL  TEATRO  - 1:15  - ALMUERZO-TOMA  DE  POSESION 


Neosporírí 
Ointment 

(Polym5Tdn  B-Badtradn-Neomydn) 


Neomycin 

Staphylococcus 

Haemophilus 

Klebsiella 

Aerobacter 


Bacitracin  Polymyxin  B 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Eschenchia 

Proteus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


WaHcomt 


Burroughs  Wélicome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


In  vitro  overlapping  antibacterial  action  of 
Neosporin*  Ointment  (polymyxin  B-badtradn-neomydn). 


Neosporin 

Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 

Each  gram  contains:  Aerosporin*  brand  Polymyxin  B 
Sulfate  5,0(X)  units;  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING;  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin  The  manifestation  of  sensitizafion  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-confaining  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML. 


In  harmony  with 
his  antihypertensive 
life-style 


Apre^line 


(hydralazine) 


Avoids  many  troublesome  side 
effects  that  limit  daily  activities 

Added  to  your  usual  diuretic, 

Apresoline  helps  lower  blood  pressure 
without  many  of  the  problems  asso- 
ciated with  adrenergic  inhibitors  or 
beta  blockers:  sexual  dysfunction, 
drowsiness,  lethargy,  and  sedation  are 
unlikely  to  occur.  Postural  hypoten- 
sion is  rare. 

Acts  on  main  hemody- 
namic abnormality 

TTirough  direct  relaxation  of  arte- 
riolar smcK)th  muscle,  Apresoline  works  by 
lowering  excessive  peripheral  resistance  — the 
main  hemcxJynamic  disturbance  in  most 
hypertension. 


internal  elastic  membrane 
endothelial  cell 


Compatible  with 
a diuretic  and  virtually  all 
antihypertensive  regimens 

Differing  in  action  from  most  other  oral 
antihypertensives,  Apresoline  often  enhances 
and  complements  their  effectiveness  — thus 
permitting  lower  individual  dnig  dosages. 
Accompanying  a fall  in  blood  pressure 
from  Apresoline  is  an  increase  in  cardiac 
rate  and  output.  As  with  any  antihypertensive 
agent,  use  with  caution  in  patients  with  ad- 
vanced renal  damage.  Contraindicated  in 
coronary  artery  disease. 


Please  turn  page  lor  brief  prescribing  inlormation. 
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Apresoiine^  hydrochloride 

(hydralazine  hydrochloride) 

TABLETS 

INDICATIONS 

Essential  hypertension,  alone  or  as  an  adjunct. 

CONTRAINDICATIONS 

Hypersensitivity;  coronary  artery  disease;  mitral  val- 
vular rheumatic  heart  disease. 

WARNINGS 

Hydralazine  may  produce  in  a few  patients  a clini- 
cal picture  simulating  systemic  lupus  erythematosus. 
In  such  patients  hydralazine  should  be  discontinued 
unless  the  benefit  to  risk  determination  requires 
continued  antihypertensive  therapy  with  this  drug. 
Symptoms  and  signs  usually  regress  when  the  drug 
is  discontinued  but  residua  have  been  detected 
many  years  later.  Long-term  treatment  with  steroids 
may  be  necessary 

Complete  blood  counts,  L.E.  cell  preparations  and 
antinuclear  antibody  titer  determinations  are  indi- 
cated before  and  periodically  during  prolonged 
therapy  even  though  patient  is  asymptomatic. 

These  studies  are  also  indicated  in  the  presence  of 
any  unexplained  symptoms. 

A positive  antinuclear  antibody  titer  and/or  positive 
L.E.  cell  reaction  requires  that  the  physician  care- 
fully weigh  the  implications  of  the  test  results 
against  the  benefits  to  be  derived  from  antihyper- 
tensive therapy  with  hydralazine. 

Use  MAO  inhibitors  with  caution. 

Usage  in  Pregnancy 

Animal  studies  indicate  that  high  doses  of  hydral- 
azine are  teratogenic  in  mice,  possibly  in  rabbits, 
and  not  in  rats.  Although  clinical  experience  does 
not  include  any  positive  evidence  of  adverse  effects 
on  the  human  fetus,  hydralazine  should  be  used 
during  pregnancy  only  if  the  benefit  clearly  justifies 
the  potential  risk  to  the  fetus. 


PRECAUTIONS 

Use  cautiously  in  suspected  coronary  artery  or 
other  Cardiovascular  diseases,  cerebral  vascular 
accidents,  and  advanced  renal  damage.  Postural 
hypotension  may  occur,  and  the  pressor  response 
to  epinephrine  may  be  reduced. 

Peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling,  has  been  observed. 
Published  evidence  suggests  an  antipyridoxine 
effect  and  addition  of  pyridoxine  to  the  regimen  if 
symptoms  develop. 

Blood  dyscrasias,  consisting  of  reduction  in  hemo- 
globin and  red  cell  count,  leukopenia,  agranulocy- 
tosis, and  purpura,  have  been  reported  rarely. 

If  such  abnormalities  develop,  discontinue  therapy. 
Periodic  blood  counts  are  advised  during  pro- 
longed therapy. 

ADVERSE  REACTIONS 
Common:  Headache;  palpitations;  anorexia; 
nausea;  vomiting;  diarrhea;  tachycardia;  angina 
pectoris.  Less  frequent:  Nasal  congestion;  flushing; 
iacrimation;  conjunctivitis;  peripheral  neuritis,  evi- 
denced by  paresthesias,  numbness,  and  tin- 
gling; edema;  dizziness;  tremors;  muscle  cramps; 
psychotic  reactions  characterized  by  depression, 
disorientation,  or  anxiety;  hypersensitivity  (including 
rash,  urticaria,  pruritus,  fever,  chills,  arthralgia, 
eosinophilia,  and,  rarely,  hepatitis);  constipation;  dif- 
ficulty in  micturition;  dyspnea;  paralytic  ileus;  lymph- 
adenopathy;  splenomegaly;  blood  dyscrasias,  con- 
sisting of  reduction  in  hemoglobin  and  red  oell 
count,  leukopenia,  agranulocytosis,  and  purpura; 
hypotension;  paradoxical  pressor  response. 
DOSAGE 

Initiate  therapy  in  gradually  increasing  dosages;  ad- 
just according  to  individual  response.  Start  with  10 
mg  4 times  daily  for  the  first  2 to  4 days,  increase  to 
25  mg  4 times  daily  for  balance  of  first  week.  For 
second  and  subsequent  weeks,  increase  dosage  to 
50  mg  4 times  daily.  For  maintenance,  adjust  dosage 
to  lowest  effective  level. 


The  incidence  of  toxic  reactions,  particularly  the  L. 
cell  syndrome,  is  high  in  the  group  of  patients  re- 
ceiving large  doses  of  Apresoline. 

In  a few  resistant  patients,  up  to  300  mg  Apresolini 
daily  may  be  required  for  a significant  antihyper- 
tensive effect.  In  such  cases,  a lower  dosage 
of  Apresoline  combined  with  a thiazide,  reserpine, 
or  both  may  be  considered.  However,  when 
combining  therapy,  individual  titration  is  essential 
to  insure  the  lowest  possible  therapeutic  dose  of 
each  drug. 

HOW  SUPPLIED 

Tablets,  10  mg  (pale  yellow,  dry-coated);  bottles  of 
100  and  1000. 


Tablets,  25  mg  (deep  blue,  dry-coated)  and  50  me 
(light  blue,  dry-coated);  bottles  of  100,  500, 1000  a 
Accu-Pak®  blister  units  of  100. 

Tablets,  100  mg  (peach,  dry-coated);  bottles  of  10( 
Consult  complete  product  literature  before 
prescribing. 


C77-2  Rev.  1/j 


CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 
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AHSTKACTOS  - ASAMBLEA  ANUAL 
í'ENTIiO  IJE  CONVENCIONES 
NOVIEMBRE  14-18,  1978 


“LAPAROSCOPIA  AMBULATORIA”  UTILI- 
ZANDO EL  METODO  DEL  ANILLO  DE  FA- 
LOPE 

Adrián  Colón  Laracuente,  MI)  - (Escuela  de  Medicina,  UPR. 

1.a  laparoscopia  se  ha  convertido  en  uno  de  los 
procedimientos  de  más  importancia  en  la  ginecología 
moderna.  Además  de  sus  múltiples  usos  diagnósticos, 
se  ha  convertido  en  el  método  ideal  para  la  esteriliza- 
ción femenina  por  su  sencillez,  seguridad  y efectividad. 

En  esta  presentación  discutiremos  los  resultados 
de  sobre  doscientas  laparoscopías  para  la  esterilización 
femenina  utilizando  el  anillo  de  Falope,  tanto  en  un 
ambiente  hospitalario,  como  en  un  ambiente  comple- 
tamente ambulatorio. 

La  metodología,  anestesia  y complicaciones 
serán  discutidas. 


“SURGICAL  TREATMENT  OF  HIRSCHS 
PRUNG’S  DISEASE”  AT  THE  UNIVERSITY 
CHILDREN  HOSPITAL:  A TEN  YEAR  RE 
VIEW 

Manuel  E.  Lores-Suárez,  MD  and  Pedro  j.  Rosselló,  MD  - Uni- 
versity Hospital,  School  of  Medicine 

We  have  reviewed  all  cases  with  the  diagnosis 
of  Hirschsprung’s  Discae  admitted  to  the  University 
District  Hospital  from  January  1967  to  June  1978. 
1 here  were  a total  of  28  cases  with  biopsy  proven 
aganglionosis  and  an  additional  9 cases  with  clinical 
diagnosis  of  Congenital  Megacolon  which  were  not 
found  to  have  aganglionosis  on  rectal  biopsy. 

The  group  with  biopsy  proven  aganglionosis 
consisted  of  16  infants  and  12  children  with  a male 
to  female  ratio  of  1.  Associated  anomalies  were  found 


in  25  percent  of  these  patients.  The  most  common 
presenting  pichare  in  infants  were  the  triad  of  abdo- 
minal distention,  vomiting  and  constipation,  while 
in  children  the  overwhelming  presenting  symptom 
was  constipation  only.  The  overall  mortality  in  in- 
fants was  37.5  percent,  divided  in  12.5  percent  ope- 
rative mortality,  18.7  percent  late  mortality  and  6.2 
percent  mortality  without  operation.  There  was  no 
death  in  the  children  group.  Fifteen  patients  under- 
went preliminary  operation  with  a total  of  8 operative 
complications.  Twenty-three  patients  underwent  defi- 
nitive surgery  with  a total  of  14  complications.  The 
great  majority  of  the  definitive  surgery  involved  the 
Soave  procedure. 

In  10  infants  late  results  after  a Soave  procedure 
showed  7 patients  with  normal  bowel  function,  2 with 
soiling  and/or  incontinence  and  1 with  constipation. 
In  12  children  there  were  4 with  normal  bowel  func- 
tion, 2 with  soiling  and/or  incontinence  and  3 with 
constipation. 


“FROZEN  SEMEN”  - THREE  YEARS  EX- 
PERIENCE 

(Palter  M.  Pinedo,  MD,  EACOG,  Rafael  A.  Rodriguez  Ace- 
vedo, MD  - Mayaguez  Medical  Center  - Department  OB-GYN. 

There  is  a general  growing  appreciation  that 
clinical  uses  of  frozen-thawed  human  semen  is  a prac- 
tical, fairly  successful,  safe  and  valuable  method  as  is 
evidenced  by  the  large  series  of  several  authors.  Great 
efficiency  is  secured  in  the  matching  of  relevant  gene- 
tic and  gross  phenotypical  characti-ristics  of  donor, 
husband,  and  nicipient  by  using  frozen-preserved  do- 
nor semen. 

We  started  using  frozen  semen  since  1975. 
Our  first  patient  got  pregnant  in  1976,  ber  husband 
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with  previous  vasectomy,  two  plastic  operations  for 
recanalization  of  vas  deferens,  were  unsuccessfully. 
She  delivered  by  C.S.  on  1977,  a baby  girl  weight 
8-5  lbs.  (On  her  first  A.I.D.).  The  second  patient,  whose 
husband  is  a case  of  Klinefelter’s  syndrome  (azoosper- 
mia). In  this  patient  A.I.D.  was  done  twice  and  then 
got  pregnant,  delivered  a twin  baby  girl  about  35th. 
weeks  of  gestation. 

The  third  patient,  whose  husband  is  a case  of 
Klinefelter’s  syndrome  (azoospermia)  A.I.D.  was  done 
twice  unsuccessfully.  Pregnancy  rate  66  percent. 


“BLEEDING  VARICES-NEW  HOPE” 

Enrique  Márquez,  MD  - Escuela  de  Medicina,  Universidad  de 
Puerto  Rico 

Personal  experience  with  the  first  25  cases  of 
the  recently  developed  distal  splenorenal  shunt  devised 
by  Warren  is  presented.  Mortality  has  been  very  low 
and  the  morbidity  negligible. 

At  present  this  is  the  procedure  of  choice  for  tin; 
treatment  of  portal  hypertension. 

Case  selection  and  excellent  angiography  are  es- 
sential to  obtain  good  results 


REPORTE  PRELIMINAR  DE  “ESPLENECTO 
MIA  PARCIAL”  EN  LAPAROTOMIA  DE  ES- 
TADIO EN  ENFERMEDAD  DE  HODGKIN’S 
EN  NIÑOS 

Manuel  E.  Lores,  MD  y Pedro  Rosselló  — Escuela  de  Medicina 
Hospital  Universitario 

Varios  estudios  recientes  han  demostrado  que 
los  niños  sometidos  a esplenectomi'a  bien  sea  por  trau- 
ma, enfermedades  hematológicas  o enfermedad  de 
Hodgkin’s  poseen  una  incidencia  elevada  de  compli- 
caciones séptícas  las  cuales  conllevan  un  alto  porcen- 
taje de  mortalidad.  En  un  intento  de  establecer  cuáles 
son  las  alteraciones  en  los  mecanismos  de  defensa  en 


estos  niños  esplenectomizados,  hemos  llevado  a cabo 
una  serie  de  estudios  inmunológicos  en  un  grupo  de 
niños  sometidos  a esplenectomía  en  nuestro  hospital 
durante  los  últimos  diez  años.  Dichos  estudios  con- 
sisten en  pruebas  cutáneas  in  vivo  (Inmunidad  Celular) 
y pruebas  serológicas  in  vitro  (Inmunidad  Humoral  y 
Celular).  Paralelamente  hemos  revisado  todos  los  casos 
pediátricos  de  enfermedad  de  Hodgkin’s  sometidos  a 
laparotomía  de  estadio  para  documentar  la  incidencia 
y el  patrón  de  envolvimiento  tumoral  del  bazo.  Hemos 
realizado  trabajos  experimentales  en  nuestro  labora- 
torio demostrando  las  posibilidades  de  suturar  el  bazo 
y practicar  esplenectomías  subtotales.  Basados  en  estos 
hallazgos,  liemos  comenzado  un  protocolo  para  reali- 
zar esplenectomías  parciales  en  niños  con  enfermedad 
de  Hodgkin’s  sometidos  a laparotomía  de  estadio.  La 
técnica  y los  resultados  son  discutidos. 


“ESOFAGOMIOTOMIA”  EN  LA  RECONS 
TRUCCION  ESOFAGICA  - ESTUDIO  EX 
PERIMENTAL 

Pedro  J.  Rosselló,  MD  y Héctor  Lebrón,  MD  — Escuela  de 
Medicina  UPR  - Ho.spital  Universitario 

El  objeto  de  este  estudio  es  de  identificar  méto- 
dos de  reconstrucción  esofágica  que  resulten  en  una 
mejor  función  fisiológica  y clínica.  En  el  pasado  se  ha 
llevado  a cabo  múltiples  tipos  de  reconstrucciones  eso- 
fágicas, usando  interposición  de  colon,  yeyuno,  o estó- 
mago, pero  todas  estas  técnicas  tienen  importantes 
desventajas.  La  unión  primaria  esofagoesofágica  es  el 
mejor  método,  pero  cuando  el  defecto  o la  resección 
es  muy  amplia  no  se  puede  utilizar.  Recientemente 

se  ha  utilizado  con  buenos  resultados  experimental 
y clínicamente  la  miotomía  circular  del  esófago  con 
anastomosis  primaria.  Hemos  estudiado  experimen- 
tahnente  variaciones  de  la  miotomía  simple,  con  el 
objetivo  de  identificar  técnicas  que  nos  provean  una 
mayor  baja  en  la  tensión  anastornátiea  y una  mejor 
función.  Utilizando  perros,  seis  grupos  experimenta- 
les fueron  estudiados  (I-  control,  H-  n‘s<‘ceión  sin 
miotomía,  HI-  resección  con  miotomía  circular,  IV- 
resección  con  miotomía  circular  doble,  \-  resección 
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con  miotomía  espiral,  VI-  resección  con  miotomía 
escalonada).  Los  resultados  d(!muestran  una  reduc- 
ción en  la  tensión  31  por  ciento  en  grupo  III,  50  por 
ciento  grupo  IV,  53  por  ciento  grupo  V y 48  por  cien- 
to grupo  VI.  Las  complicaciones,  pérdida  de  peso,  y 
mortalidad  serán  comparadas. 


“NEONATAL  INTENSIVE  CARE  UNIT” 

Rafael  Zapata,  MD,  Marta  Valcárcel  and  Francisco  Cáceres  ■ 
Departamento  de  Pediatría,  Recinto  de  Ciencias  Médicas 

The  objective  of  the  paper  is  to  present  our 
experiences  in  the  Neonatal  Intensive  Care  Unit  (NI 
(T  ) of  the  University  Children’s  Hospital.  This  Unit 
provides  intensive  care  for  high  risk  sick  infants  re- 
ftirred  from  all  P.  Pi.  including  both  private  and  go- 
vernmental sectors.  During  1977,  370  infants  born 
at  the  University  Hospital  received  intensive  care  in 
the  NICU.  Mortality  rate  was  16  p(;rccnt.  Two  hundred 
seventy  three  sick  newborn  infants  were  admitted 
by  transfer  to  the  Unit,  of  whom  199  (73  percent) 
came  from  govfTntmmtal  institutions.  The  most  fre- 
quent diagnoses  w(;re  as  follows:  Respiratory  Distress 
Syndrome,  Congenital  Heart  Disease,  Myelomeningo- 
cele, Castrointestinal  Anomalies  and  Sepsis.  Care  in  the 
ICU  has  improved  outcome  of  high  risk  sick  newborns 
in  our  population.  Transport  ol  these  sick  newborn 
plays  an  important  role  in  improving  the  opportunity 
for  intact  survival. 


“ INFANTS  OF  DIABETIC  MOTHERS” 

Marta  Valcárcel,  MD,  Rafael  Zapata,  MD,  Carlos  Roure,  MD  and 
Adrián  CoU'm,  MD  ■ Deptos.  dc  Pediatría  y OB-GYN,  Recinto 
de  Cieñe ia.s  .Médica.s 

Infants  of  Diabetic  Mothers,  (ID.M)  constitute  a 
large  portion  of  our  high  ri.sk  neonatal  population  and 
this  fact  has  allowed  us  to  a(  quire-  experience  with  a 
largf*  series  of  eases.  During  1976,  123  I DM  were  born 
al  ihe  I niver.sit)  Hospital.  Mothers  were  ela.ssified  as  fo- 
llowr^:  101  (dass  A,  21  (da.ss  If  and  I Class  1).  I’hirty 


eight  infants  were  delivered  by  Cesarean  Section.  Only 
6 infants  were  delivered  prematurely.  Thirty  one  (25 
percent)  were  classified  as  large  for  gestational  age  at 
birth.  Neonatal  complications  such  as  hypoglycemia, 
hypocalcemia  and  jaundice  were  increased  specially 
in  IDM  Class  B.  Three  infants  had  bacterial  sepsis,  two 
died.  An  additional  baby  died  of  hyaline  membrane 
disease.  Analysis  of  this  information  as  compared  with 
a normal  population  will  be  presented.  Diabetic  mo- 
thers require  close  supervision  during  prenatal  period. 
Expert  perinatal  care  plus  close  medical  observation 
during  the  neonatal  period  improves  the  outcome  of 
infant  diabetic  mothers. 


AN  ENZYMELINKED  IMMUNOSORBENT 
ASSAY  (ELISA)  FOR  THE  DETECTION  OF 
ANTIBODIES  TO  DNA  IN  SERUM 

George  V.  Hillyer,  PhD  and  Madeline  Rossy,  BS  - Department 
of  Biology,  Univ.  of  Puerto  Rico 

The  enzyme-linked  immunosorbent  assay  (ELI- 
SA) described  originally  by  Engvall  and  Perlmann  in 
1971,  and  modified  for  use  with  microtiter  plates 
(micro-ELISA)  by  Voller  in  1976,  has  been  adapted 
for  the  serodiagnosis  of  a wide  variety  of  diseases.  We 
report  here  the  use  of  a micro-ELISA,  read  both  vi- 
sually and  spectrophotometrically,  for  the  detection 
of  antibodies  to  DNA.  The  test  has  been  evaluated 
using  the  serum  from  (1)  New  Zealand  (NZ)  mice 
bled  at  different  age  intervals  with  and  without  in- 
fection with  Schistosoma  mansoni,  (2)  NIH  outbred 
albino  mice  immunized  repeatedly  with  a complex 
of  MBSA-DNA  and  used  as  positive  controls,  and  (3) 
NTH  albino  mice  with  a primary  infection  of  S.  man- 
soni followed  for  18  weeks.  (]ooke  polyvinyl  flat 
bottom  plates  were  coated  with  0.1  ml  native  calf 
thymus  DNA  (30  ug/ml),  -reacted  with  complement- 
inactivated  senim,  cornplexed  with  horseradish  pero- 
xidase anti-mouse  IgU,  and  the  color  reaction  deve- 
loped with  5-aminosalicyhc  acid.  The  percent  of  NZW 
mice  (both  sexes)  with  anti-DNA  antibodies  rises  stea- 
dily through  7 months  of  age  n-aching  85  percent 
(males)  to  100  p(-rcent  (females)  át  that  time.  The 
titers  of  anti-DN.A  antibodies  in  the  serum  of  NZW 
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(both  sexes)  or  NZB  (females)  miee  infected  with 
S.  mansoni  are  significantly  higher  tlian  uninfected 
controls.  NIH  outbred  albino  mice  with  a primary 
infection  of  S.  mansoni  have  significant  titers  ot  anti- 
DNA  antibodies  by  6 weeks  with  a drop  in  titer  at  7, 
9 and  11  weeks  suggesting  the  presence  of  immune 
complexes.  Afterwards,  titers  rise  steadily  peaking 
by  16  weeks.  These  results  demonstrate  the  ustTul- 
ness  of  the  micro-ELlSA  technique  for  the  detection 
of  anti-DNA  antibodies  in  experimental  animals  and 
warrant  further  evaluation  of  this  test  with  the  serum 
of  humans  with  S.  mansoni  or  systemic  lupus  erythe- 
matosus. Supportiid  by  NIH  (irant  RR-8102-07. 


RESULTADOS  DEL  TRATAMIENTO  QUI 
RURGICO  DE  LA  ULCERA  DUODENAL 
EN  EL  HOSPITAL  UNIVERSITARIO:  ANA 
LISIS  DE  97  CASOS 

Manuel  E.  Lores  Suarez  y Pedro  J.  Rosselló,  MU  ■ Escuela 
Medicina,  Hospital  Universitario  de  P.  R. 

Durante  la  década  comprendida  entre  enero 
1968  y junio  de  1978,  97  pacientes  con  úlcera  duo- 
denal fueron  sometidos  a tratamiento  quirúrgico  en 
el  Hospital  Universitario,  realizándose  un  total  de 
109  intervenciones:  85  pacientes  recibieron  una  sola 
operación  (87.6  por  ciento),  mientras  que  los  12  res- 
tantes hubieron  de  ser  re-operados  (12.4  por  ciento). 
Las  edades  de  los  pacientes  oscilaron  entre  los  16  y 
80  años,  con  un  promedio  de  45  años.  De  los  97  pro- 
cedimientos primarios,  27  fueron  realizados  por  intrac- 
tabilidad  (27.8  por  ciento).  29  por  hemorragia  (29.9 
por  ciento),  27  por  obstrucción  (27.8  por  ciento)  \ 
los  14  rt'Stantes  por  p('.rforación  (14.4  por  ciento), 
para  un  total  de  54  intcrvenciom'S  electivas  (76.3  ptír 
ciento)  y 23  interv<'nciones  de  emergencia  (23.7  por 
ciento).  En  este  grupo  de  pacii-ntes  la  mortalidad  ope- 
ratoria fue  de  1.03  por  ciento,  con  un  total  de  18 
complicaciones  tenqtranas  (18. .5.5  por  ciento).  El  pe- 
riodo de  seguimiento  oscila  entre  1 y 120  meses,  con 
un  promedio  de  18  meses.  Las  comjdicaciones  tardías 
registradas  son:  Dunqiing  cu  .3  pacientes  (.3.09  por 


ciento),  diarrea  post-vagotomia  en  .3  pacientes  (3.09 
por  ciento),  gastritis  por  reflujo  alcalino  cu  2 paciente.s 
(2.06  por  ciento)  y úlcera  recurrente  en  7 pacientes 
(7.22  por  ciento).  Las  diferentes  operaciones  realiza- 
das en  los  97  pacientes  (97  procedimientos  primarios 
y 12  secundarios),  los  estudios  diagnósticos  \ los  re- 
sultados obtenidos  son  discutidos. 


INTRAVENTRICULAR  CONDUCTION  DIS- 
TURBANCES IN  PATIENTS  WITH  INTRA 
CARDIAC  CALCIFICATIONS 

Migdalia  González,  MD,  Juan  M.  Aranda,  MD  and  Edgardo 
Hernández  López,  MD  - Veterans  Administration  Hospital, 
Cardiology  Section 

Electrocardiographic  (ECU)  studies  wen'  per- 
formed in  38  consecutive  patients  (pts)  with  echoiar- 
diographic  and/or  radiographic  evidence  of  intracar- 
diac calcifications  (ICC).  All  patients  were  males  with 
age  ranging  from  48  to  100  yrs.  (mean  58  yrs.).  There 
wen-  16  pts  with  aortic  calcifications  ((íroup  I),  18 
with  valvular  or  annular  calcifications  (Croup  II)  and 
4 with  myocardial  calcifications  (Croup  HI). 


Croup 

No. 

RBBB 

LBBB 

CAVB  Percent 

I 

16 

3 

1 

25 

II 

18 

4 

- 

6 55 

HI 

4 

- 

- 

- 

Totals 

38 

4 

1 

6 36 

RBBB  - right  bundle  branch  block,  LBBB-left  bundle 
branch  block,  CAVB  - ventricular  block 

flic  imidcnce  of  intraventricular  conduction 
(listurbanccs  (1(4))  was  25  percent  in  (iroiqi  I and 
.5.5  percent  in  (¡ronp  II.  KBBB  was  the  most  (^•qucnt 
1(4)  observed  in  Croup  1.  (iWH  vvas  most  frequent 
in  (ironp  II.  I(  D are  lrc(|ucnt  l',(.(i  lindings  in  patients 
with  l(4i.  (iaieium  deposits  in  the  .lortn  .md  mitral 
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valve  apparatus  may  extend  to  the  intraventricular 
septum  with  resultant  compression  of  the  HIS  bundle 
and  fascicular  conduction  system.  Echocardiographic 
and  radiologic  studies  should  be  performed  in  pts  with 
ICD  in  order  to  detect  calcifications  of  the  aortic  and 
mitral  valve  apparatus. 


SIGNIFICANCE  OF  SERUM  PHOSPHATE 
LEVELS  IN  EARLY  INTESTINAL  ISCHE- 
MIA 

Orlando  Cañizares  Raquero,  MD,  Manuel  Lores  Suarez,  MD, 
Pedro  J.  Rosselló,  MD  - School  of  Medicine,  University  District 
Hospital 

The  diagnosis  of  acute  mesenteric  vascular  occlu- 
sion is  a difficult  clinical  problem.  It  has  recently  been 
suggested  that  the  inorganic  phosphate  level  is  signifi- 
cantly elevated  in  massive  intestinal  infarction.  We  set 
out  to  study  whether  this  was  an  early  sign  that  could 
be  useful  in  diagnosing  this  condition  before  irreversi- 
ble necrosis.  Twenty  five  mongrel  dogs  were  assigned 
to  one  of  five  experimental  groups:  I-  Control,  no  li- 
gation, Il-Clamping,  S.  M.  A.,  one  hour.  Ill-Clamping 
S.M.A.,  two  hours.  IV-Clamping  S.M.A.,  three  hours. 
V-Clamping  S.M.A.,  four  hours.  Samples  for  phosphate, 
arterial  blood  gases  S.M.A.  - 12  were  obtained  at  1/2 
hourly  intervals,  up  to  6 hours.  Our  results  show  that 
early  determination  of  phosphate  levels  up  to  four  hours 
are  not  significantly  changed  from  controls.  Differences 
which  appear  significant  occur  after  four  hours,  but  this 
is  associated  with  irreversibility  of  the  ischemia  process, 
resulting  in  necrosis.  An  intravenous  fluorescein  test  to 
determine  patency  of  the  vasculature  was  performed 
at  1/2  hr.  after  declamping  and  at  24  hrs.  Clinical 
determinations  of  viability  and  pathologic  examination 
of  the  bowel  was  perfort^-d  at  24  hrs.  on  the  survivors. 
We  conclude  that  the  elevations  in  phosphate  levels  can 
be  used  as  a diagnostic  test  in  arterial  intestinal  occlu- 
sion, but  that  by  the  time  this  change  is  reliable,  irre- 
versible changes  of  necrosis  have  occurred.  Variation 
in  other  parameters  will  be  discussed. 
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BACTERIOLOGY  OF  SKIN  INFECTIONS 
IN  OUT  PATIENTS 

I.  Banuchi,  MD,  J,  Morales,  MD  (Fellow),  C.  H.  Ramirez  Ronda, 
MD,  and  A.  Lugo,  MD  (Fellow)  - Dermatology  and  Infectious 
Disease  Sections,  Dept,  of  Medicine,  UPR  School  of  Medicine, 
VA  Hospital 

Skin  infections  are  frequent  among  the  patients 
that  are  seen  on  primary  care  situations.  Treatment  in 
many  occasions  is  based  on  bacteriologic  data  obtained 
at  other  centers.  A prospective  study  was  designed 
to  study  the  bacteriology  of  acute  skin  infections  seen 
in  an  ambulatory  out-patient  department.  Patients 
were  chosen  as  they  entered  the  clinic  and  no  pre- 
selection or  exclusions  conducted.  A total  of  45  pa- 
tients volunteered  to  get  a culture  over  a 4 week  pe- 
riod. All  cultures  were  taken  by  one  of  the  authors, 
and  were  inoculated  into  growth  mediums  within  4 
hours.  All  bacterial  strains  were  identified  by  standard 
microbiological  methods.  There  were  24  males  with  a 
mean  age  of  12.7  years  (0.6-79)  and  21  females  with 
a mean  age  of  11.53  years  (0.9-29).  The  clinical  diag- 
nosis of  the  skin  infections  was  impetigo  32,  abscesses 
6,  pustules  6,  vesicles  2,  others  1.  Most  skin  infections 
were  located  in  the  lower  extremities.  73  percent  of 
the  lesions  were  less  than  a week  old.  The  impetigo 
lesions  occurred  mostly  in  children  10  years  old  and 
younger  (23).  Staphylococcus  aureus  (SA)  was  the 
most  frequent  isolate  (24),  followed  by  Streptococcus 
pyogenes  (SP)  (20).  Seven  patients  had  mixed  infections 
involving  SA  and  SP.  Impetigo  lesions  were  caused 
most  frequently  by  SA  (18/36),  3 were  mixed  infec- 
tions. All  pustules  were  caused  by  SA.  SP  was  the  se- 
cond most  frequent  organism  involved.  In  Puerto  Rico, 
skin  infections  including  impetigo,  abscesses  and  pus- 
tules are  associated  with  SA  in  46  percent  of  the  cases, 
with  SP  in  38  percent  and  with  mixed  infections  in  12 
percent.  The  choice  of  antimicrobial  agents  in  the  ma- 
nagement of  such  infections  should  include  an  agent 
active  against  these  pathogens  specially  a penicillinase 
resistant  penicillin. 

EXPERIMENTAL  PRODUCTION  OF  PAN 
CREATIC  PSEUDOCYSTS 
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Roberto  Novoa,  MD  and  Pedro  J.  Rosselló,  MD  - University 
District  Hospital 

Because  of  the  low  incidence  of  pancreatic  pseu- 
docysts in  the  clinical  situation,  the  need  for  a reliable 
experimental  model  to  study  this  problem  is  obvious. 
In  the  past,  investigators  have  been  notoriously  unsuc- 
cessful in  predictably  producing  pancreatic  pseudo- 
cysts with  low  mortahty  in  the  experimental  animal. 
We  have  tested  a model  for  the  experimental  produc- 
tion of  pseudocysts  in  dogs  which  some  of  the  prin- 
ciples of  previous  investigators,  but  which  has  resul- 
ted in  a high  yield  of  pseudocysts  with  a low  morta- 
lity rate.  The  two  staged  method  will  be  described. 
Using  this  model  we  were  able  to  produce  pseudo- 
cysts in  100  percent  of  the  dogs  with  a 16  percent 
mortality  rate.  These  dogs  were  subsequently  used 
as  models  in  an  attempt  at  endoscopic  transgastric 
cystgastr ostomy,  to  determine  whether  this  method 
is  a viable  therapeutic  alternative.  The  results  will 
be  discussed. 


CLINICAL  CHARACTERISTICS  AND  TREAT 
MENT  OF  UREMIC  PERICARDITIS 

Angel  B.  Rivera-Vazquez,  MD,  Osvaldo  Ramírez-Muxó,  MD 
and  Manuel  Martinez-Maldonado,  MD  ■ UPR  School  of  Me- 
dicine, VA  Hospital 

Uremic  pericarditis  may  be  a serious  problem 
in  patients  with  uremia.  Hemopericarditis  with  tam- 
ponade may  develop  in  subjects  who,  because  of  the 
uremia  and  heparinization  during  dialysis,  have  ab- 
normal blood  clotting.  We  examined  the  records  of 
129  patients  on  chronic  hemodialysis.  Of  these  21 
(16  percent)  were  found  to  have  pericarditis  at  some 
time  after  commencing  therapy.  Five  patients  (24  per- 
cent) developed  pericarditis  less  than  3 mos.  after 
starting  dialysis  while  the  rest  had  been  treated  for 
longer  than  3 mos.  Mean  age  was  48.6  yrs.  (25  to  64 
years).  The  following  were  important  symptoms  and 
signs  in  our  patients.  Chest  pain,  50  percent;  shoulder, 
neck,  or  back  pain  20  percent;  fever  52  percent;  fric- 
tion rub  81  percent  and  jugular  venous  distention 


in  52  percent.  Electrocardiographic  changes  were  found  I 
in  all,  but  only  10  pts  had  ST  wave  changes.  Chest  X-ray  ] 
revealed  cardiomegaly  in  86  percent  all  of  which  de-  i 
monstrated  pericardial  effusion  by  echocardiography.  ! 
In  addition  8 of  the  subjects  had  pleural  effusions.  All  | 
patients  were  treated  by  daily  dialysis.  Dialysis  were  j 
performed  for  a mean  total  of  16.5  days  (range  2-56  Í 
days).  In  addition,  7 received  indomethacin  (I)  and  1 | 
had  pericardial  steroid  instillation.  Of  the  patients  I 
in  I group  one  required  pericardiocentesis  (PCS)  and  | 
pericardial  window  and  is  alive;  3 subjects  required 
PCS  alone,  and  one  PCS  and  pericardiotomy.  Of  these 
5 subjects  receiving  dialysis,  I and  PCS,  4 died.  By 
contrast  one  of  2 subjects  receiving  I and  dialysis  died. 
Only  1 of  the  14  patients  receiving  dialysis  alone  died. 
In  conclusion  when  dialysis  alone  reverses  uremic  peri- 
carditis the  prognosis  is  excellent  as  compared  when 
drug  or  invasive  procedures  are  necessary. 


LA  PRODUCCION  DE  BETA- L ACT  AMASA  , 
(|3-LAC)  COMO  UN  FACTOR  DE  RESISTEN  i 
CIA  EN  CONTRA  DE  LAS  CEFALOSPO 
RINAS 

1 

A.  Lugo,  MD  (Fellow),  M.  Nevarez,  BSMT  and  C.  H.  Ramirez  \ 
Ronda,  MD  ■ Hospital  de  Veteranos  y Escuela  de  Medicina, 
Universidad  de  Puerto  Rico 

La  producción  de  j3-Lac  es  un  factor  importante  ¡ 
en  la  determinación  de  resistencia  de  las  bacterias  a j 
diferentes  antibióticos  (ABO.  Hay  14  tipos  de  /3-Lac,  j 
de  las  cuales  cuatro  son  clínicamente  importantes. 
En  1977  describimos  que  el  49  por  ciento  de  los  ba- 
cilos gram-negativos  estudiados  eran  resistentes  a ce- 
falotina  (C).  Cefaloridina  (CE),  Cefalotina  (C),  y Ce-  ; 
fradina  (CP)  son  AB  susceptibles  a j3-Lac,  mientras  1 
que  Cefamandole  (CM),  Cefazolina  (CE),  Cefaclor 
(CL)  y Cefalexina  (CC)  son  resistentes  a algunas  de 
las  /3-Lac  o a todas.  Se  diseñó  un  estudio  para  corre- 
lacionar la  producción  de  j3-Lac  con  patrones  de  re- 
sistencia de  bacilos  gram-negativos  a las  cefalosporinas. 
La  )3-Lac  fue  determinada  por  la  prueba  cromogenica 
para  cefalosporinas,  usando  los  métodos  de  placa  y 
suspensión  de  células.  Un  total  de  90  cepas  de  baci- 
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. . in  functional  G.l.  disorders* 


(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  Injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


I 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent. " 


*This  drug  has  been  classified  "probably"  effective  in  treating 
certain  functional  G.l.  disorders. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 


Reference: 

King,  J.C.  and  Starkman,  N M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 
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Bentyi" 

(dicyclomine  hydrochloride  USP) 


Tenuate*® 

Idlethylpropion  hydrochloride  NF) 


Capsules.  Tablets.  Syrup.  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION. 

Bnel  Summary 
INDICATIONS 

For  use  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer. 

IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
ERGICS/ANTISPASMODICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC/ANTISPASMODIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER.  DECREASE  THE  RATE  OF  RECURRENCES.  OR 
PREVENT  COMPLICATION. 


Based  on  a review  ol  this  drug  by  the  National  Academy  ot 
Sciences-National  Research  Council  and/or  other  inlorma- 
tion.  FDA  has  classified  the  following  indications  as  "prob- 
ably " effective: 

May  also  be  useful  in  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders): and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  flexure  syndrome  and  neurogenic 
colon). 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
UEVED  BY  VARYING  COMBINATIONS  OF  SEDATIVE. 
REASSURANCE.  PHYSICIAN  INTEREST.  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  ol  infant  colic  (syrup) 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  fhe  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  fhe  elderly 
or  debilitafed  patienf.  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  fhis  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  ol  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  autonomic  neuropathy;  hepatic  or  renal 
disease;  ulcerative  colitis-Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon;  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhyfhmias,  and  hypertension; 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholinergic/antispasmodic 
drugs  in  the  treatment  of  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis)  Do  not  rely  on  the  use  of  fhe  drug  in  the  presence  of 
complication  of  biliary  tract  disease.  Investigate  any  tachycardia 
before  giving  anticholinergic  (atropine-like)  drugs  since  they  may 
increase  the  heart  rate.  With  overdosage,  a curare-like  action  may 
occur.  ADVERSE  REACTIONS:  Anticholinergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient's  response  The  physician 
must  delineate  these  Adverse  reactions  may  include  xerostomia; 
urinary  hesitancy  and  retention:  blurred  vision  and  tachycardia; 
palpitations:  mydriasis:  cycloplegia;  increased  ocular  tension: 
loss  of  taste;  headache;  nervousness;  drowsiness:  weakness; 
dizziness;  insomnia;  nausea;  vomiting;  impotence;  suppression  of 
lacfation;  consfipation;  bloafed  feeling;  severe  allergic  reaction  or 
drug  idiosyncrasies  including  anaphylaxis;  urticaria  and  other 
dermal  manifestations:  some  degree  of  mental  confusion  and/or 
excitement,  especially  in  elderly  persons:  and  decreased  sweat- 
ing. With  the  injectable  form  there  may  be  a temporary  sensation 
of  lightheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usual  Dosage  Bentyl  10  mo  capsule  and  svrup:  Adults.  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  lour  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Inlants:  Vz 
teaspoonful  syrup  three  or  four  times  daily  (May  be  diluted  with 
equal  volume  of  wafer.)  Bentyl  20  mo . Adults.  1 tablet  three  or  four 
limes  daily  Benivl  Iniection:  Adults  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  diiated  pupils,  hot.  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine*  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October,  1976 
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Tenuate  Dospan"" 

Idlethylpropion  hydrochloride  NF)  controlled-release 


AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  Indicated  In  the 
management  ol  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  In  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  ciass  shouid  be  measured 
against  possibie  risk  factors  Inherent  In  their  use  such  as  those 
dcscrlbsd  bslow 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  giaucoma.  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  if  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  Increase  the  effect;  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  In  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle;  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence:  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylproplon.  The  possibility  of  abuse  should  be  kept  In  mind 
when  evaluating  the  desirability  of  including  a druo  as  partof  awelght 
reduction  program.  Abuse  of  amphetamines  ana  related  drugs  may 
be  associated  with  varying  degrees  ot  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  pat  ients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  Insomnia.  Irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy:  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  Is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  In  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  shoulrl  be 
prescribed  or  dispensed  at  onetime  in  order  tominimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  In  the  ECG  of  a healthy  young 
male  after  Ingestion  of  diethylproplon  hydrochloride.  Central  Nervous 
System:  Overstimulation,  nervousness,  restlessness,  dizziness.  jiF 
teriness,  insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a tew  epileptics  an 
increase  In  convulsive  episodes  has  been  reported.  Gastrointestinal: 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic:  Urticaria,  rash,  ecchymosis.  erythema.  Endocrine: 
Impotence,  changes  In  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System:  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous:  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria.  increased  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION;  Tenuate  (diethylproplon  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  In  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylproplon  hydrochloride)  controlled-release:  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended (or  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  Include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  ol  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  In  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  Includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine*)  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension.  If  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April.  1976 
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Cayey,  Puerto  Rico  00633 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


(diethylpropion  hydrocraorkle  NF) 


75  mg.  controlled-release  tablets 


Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weigW 
loss  program. 

Clinical  effectiveness. 


The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
Well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.’  And 
the  unique  chemistry  of  Tenuate  provides  —anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation. '2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program.^ 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 

In  uncomplicated  obesity. 


For  prescribing  information  see  opposite  page 


brand  of 


cimetidine 


How  Supplied:  Pale  green,  300  mg.  tablets  in  bottles 
of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 

Injection,  300  mg./2  ml.,  in  single-dose  vials 
in  packages  of  10. 
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los  fram-negativos,  /3-Lac,  positivas  y resistentes  a C, 
liieron  estudiadas.  La  resistencia  de  las  cepas  ^-Lac  po- 
sitivas a las  cefalosporinas  dependió  de  la  susceptibilidad 
(le  las  cefalosporinas  a la  degradación  de  /3-Lac.  Para  los 
antibióticos  susceptibles  a /3-Lac  como  CE  y CP,  el  por 
ciento  de  resistencia  fue  97  y 81,  respectivamente.  Para 
los  antibióticos  resistentes  a /3-Lac,  el  por  ciento  de  ce- 
pas resistentes  dependió  del  número  de  /3-Lac  al  cual  el 
antibiótico  era  susceptible.  Para  CM,  CL  y CC,  suscepti- 
bles a 1/4  ^-Lac,  64,  77  y 76  por  ciento  respectivamente. 
Para  CE,  susceptible  a 2/4  /3-Lac,  75  por  ciento.  La  re- 
sistencia de  las  cefalosporinas  depende  de  la  suscepti- 
bilidad de  éstas  a la  degradación  de  /3-Lac.  Las  cefalos- 
porinas resistentes  a /3-Lac  como  CM,  CE,  CL  y CC  son 
más  efectivas  contra  los  bacilos  gram-negativos.  Los 
patrones  de  susceptibilidad  de  los  bacilos  gram-negativos 
a las  cefalosporinas  se  pueden  predecir  por  la  produc- 
ción de  /3-Lac.  Las  cefalosporinas  de  preferencia  para 
una  cepa  /3-Lac  positiva  son  CE  y CM  para  uso  paren- 
teral, y CL  y CC  para  uso  oral. 


HANDLING  OF  ACUTE  DRUG  INTOXICA- 
TION: ROLE  OF  FORCED  DIURESIS 

José  M.Ayala,  MD,  Rafael  M.  Raquero,  MD,  Rafael  E.  Ramirez 
González,  MD  and  Manuel  Martinez  Maldonado,  MD  ■ UPR 
School  of  Medicine,  VA  Hospital 

Suicidal  intoxication  continues  to  be  a common 
social  and  medical  problem.  We  evaluated  the  therapy 
and  clinical  course  of  a group  of  85  patients  seen  at 
the  San  Juan  VA  Hospital  between  1973-1978.  Ages 
ranged  between  18  and  70  yrs.  History  and  available 
evidence  revealed  that  55  patients  had  ingested  mul- 
tiple drugs  while  30  had  used  a single  drug.  The  com- 
monest drug?  were  tranquilizers,  phenothiazines  and 
tricyclical  antidepressants.  The  state  of  conscious- 
ness of  the  patients  was  as  follows:  6 were  conscious; 
24  were  somnolent;  31  had  stupor  and  24  were  in 
coma.  All  subjects  were  submitted  to  “forced  diure- 
sis” in  the  medical  intensive  care  unit.  The  therapy 
consisted  of  the  administration  of  isotonic  .saline  with 
20  to  100  mg  of  furosemide  (total  dose)  and  the  care- 
ful replacement  of  urine  losses  of  solute  and  water  in 
excess  of  intake.  This  assured  that  blood  volume  and 
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plasma  composition  remain  as  close  to  normal  as  pos- 
sible. Four  subjects,  in  addition,  received  analeptics 
and  one  subject  (in  deep  coma  and  pneumonia)  re- 
quired dialysis  and  extracorporeal  oxygenation.  This 
last  subject  was  one  of  two  fatalities  in  these  series. 
Several  complications  not  related  to  forced  diuresis 
were  observed.  These  included  10  cases  with  pneu- 
monia, one  pancreatitis  and  one  upper  GI  bleeding. 
Aspiration  pneumonia  with  severe  pulmonary  dys- 
function was  the  major  cause  of  death  in  both  fata- 
lities. There  were  no  serious  complications  from  the 
“forced”  diuresis.  It  is  clear  from  this  evidence  that 
forced  diuresis  is  a highly  successful  form  of  therapy 
in  acute  intoxication  regardless  of  the  medication 
involved  and  the  neurological  status  of  the  patient. 
Coupled  to  excellent  supportive  treatment  this  pre- 
empts the  need  for  measures  such  as  dialysis  in  the 
majority. 


PATRONES  DE  SUSCEPTIBILIDAD  DE  STA- 
PHYLOCOCCUS AUREUS (SA)  ADQUIRIDOS 
EN  LA  COMUNIDAD  Y EL  HOSPITAL 

J.  Morales,  MD,  I.  Banuchi,  MD,  R.  H.  Bermudez,  MD,  A.  Lugo, 
MD  y C.  H.  Rami'rez-Ronda,  MD  - Hospital  de  Veteranos,  Hos- 
pital Municipal  de  San  Juan  y Escuela  de  Medicina,  Universidad 
de  Puerto  Rico 

Staphylococcus  aureus  (SA)  es  un  patógeno 
común  que  se  encuentra  en  infecciones  superficiales 
y sistémicas.  Los  patrones  de  susceptibilidad  de  SA 
han  cambiado  a través  de  los  años.  La  mayoría  de  los 
SA  adquiridos  en  el  hospital  (AH)  son  resistentes  a la 
penicilina.  Sin  embargo,  la  susceptibilidad  a la  peni- 
cilina de  los  SA  adquiridos  en  la  comunidad  (AC)  se 
desconoce  en  Puerto  Rico.  Se  diseñó  un  estudio  para 
comparar  los  patrones  de  susceptibilidad  de  50  cepas 
de  SA  aisladas  de  pacientes  con  bacteremia  en  el  hos- 
pital, con  25  cepas  de  SA  aisladas  de  pacientes  con 
infecciones  de  piel  en  un  dispensario  de  la  comuni- 
dad. La  susceptibilidad  de  todas  las  cepas  fue  anali- 
zada por  difusión  de  disco  y por  métodos  de  micro- 
dilución  simultáneamente  para  penicilina  (P),  peni- 
cilina V (PV),  ampicilina  (.AM),  clindamicina  (CM), 
cloxacilina  (CX),  dicloxacilina  (!)('),  meticilina  (M), 
nafcilina  (NF),  cefalosporinas  ((3),  cefarnandole  (CM), 
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vancomicina  (V),  gentamicina  (GM)  y eritromicina 
(EM).  Todos  los  SA  AH  mostraron  ser  resistentes  a 
P,  PV,  AM  y 14  por  ciento  a EM.  92  por  ciento  de  los 
SA  AC  mostraron  ser  resistentes  a AM,  88  por  ciento 
a P y PV,  y 40  por  ciento  a EM.  Todos  los  SA,  irres- 
pectivo de  su  origen,  fueron  susceptibles  a penicilinas 
resistentes  a penicilinasa  (PRPN),  cefalosporinas,  clin- 
damicina,  vancomicina  y gentamicina.  En  Puerto  Rico 
todas  las  infecciones  causadas  por  SA  deben  ser  con- 
sideradas resistentes  a la  penicilina  y deben  ser  mane- 
jadas inicialmente  con  una  PRPN.  Infecciones  no  se- 
veras que  puedan  ser  tratadas  con  medicamentos  orales 
deberán  ser  tratadas  con  cloxacilina  debido  a su  magní- 
fica absorpción.  En  pacientes  alérgicos  a la  penicilina, 
la  EM  debe  ser  considerada,  recordando  que  40  por 
ciento  de  las  cepas  estudiadas  mostraron  ser  resisten- 
tes a ésta.  C o CM  son  las  drogas  de  elección  en  casos 
de  resistencia  a eritromicina.  Es  an  da  torio  usar  una 
PRPN  como  M en  infecciones  severas.  En  pacientes 
alérgicos  a P,  el  uso  de  C o V es  necesario. 


SEROLOGIC  PARAMETERS  IN  PROGRES 
SIVE  SYSTEMIC  SCLEROSIS 

Tomasita  Cancel,  MD,  Esther  N.  González  Parés,  MD  y Alba 
Puente,  BS,  MT  ■ Sección  de  Reumatología,  Departamento 
de  Medicina,  Recinto  de  Ciencias  Médicas 

During  the  years  1960-1977  fifty  patients  with 
Progressive  Systemic  Sclerosis  were  diagnosed.  Eighty 
six  percent  of  these  patients  were  females  and  fourteen 
percent  were  males. 

Serologic  tests  were  performed  in  40  patients. 
A positive  FANA  was  found  in  54  percent  of  the  pa- 
tients. The  latex  test  was  positive  in  43  percent  of 
the  patients.  The  serum  immunoglobulins  were  increased 
in  67  percent  of  the  patients.  The  IgG  was  found  in- 
creased in  37  percent  of  the  patients;  IgM  in  30  per- 
cent of  the  patients  and  IgA  was  found  increased  in 
20  percent  of  the  patients.  C3  levels  were  normal  in 
98  percent  of  the  patients.  No  levels  of  Anti-DNA  was 
detected. 

A level  less  than  10  gms.  of  hemoglobin  was  found 
in  10  percent  of  the  patients.  Leukocytosis  was  seen  in 


22  percent  of  the  patients.  ^ 

Six  patients  of  the  group  of  50  patients  died.  No' 
correlation  was  found  between  the  immunologic  para- 
meters and  mortality. 


IMPORTED  LEISHMANIASIS 

/.  Morales,  MD,  R.  Rosario,  MD,  0.  Trujillo,  MD,  C.  H.  Ra- 
mirez Ronda,  MD  and  R.  H.  Bermudez,  MD  - VAH  and  UPR 
School  of  Medicine,  San  Juan,  Puerto  Rico 

Cutaneous  Leishmaniasis  of  the  New  World  is 
endemic  in  Central  and  South  America.  It  is  charac- 
terized by  lesions  which  start  as  papules  that  progress 
to  ulceration  and  destruction  of  the  involved  area  after 
an  incubation  period  of  2-8  wks.  Metastatic  lesions 
may  appear  from  several  days  to  5 years  after  exposure. 
We  want  to  share  with  you  our  experiences  with  a case  j 
of  Leishmaniasis  that  occurred  in  a National  Guardsman 
after  a summer  training  camp  in  Panama.  We  will  em-  j 
phasize  the  diagnosis  and  management  of  the  problem. 
A 25  year  old  man  in  good  health  participated  as  a mem- 
ber of  the  PR  National  Guard  in  the  summer  camp  at 
Ft.  Sherman,  Panama.  He  claimed  was  bitten  by  “mos- 
quitoes”. Two  weeks  later,  the  bite  site  turned  into  a 
crust,  and  a papular  lesion  appeared  on  the  left  tibial 
region,  later  turning  into  an  ulcer.  Four  weeks  after 
the  bite  the  patient  (PT)  noticed  an  erythematous  j 
rash  on  both  cheeks.  The  lesions  progressed.  After  se- 
veral diagnoses  were  considered,  the  diagnosis  was  made 
based  on  a skin  biopsy  performed  by  the  dermatologj’ 
section,  showing  Leishmania  brasiliensis.  He  was  ad- 
mitted to  VAH  where  the  diagnosis  was  confirmed 
and  the  PT  treated  with  600  mg/day  Pentostam  for  10 
days.  The  lesions  improved  clinically  with  healing  of 
ulcerated  regions.  On  follow-up,  the  PT  experienced  , 
no  side  effects  to  the  drug  and  is  clinically  well,  with 
minor  scarring  in  the  face.  The  case  is  presented  to  share 
with  you  the  onset,  clinical  manifestations  and  manage- 
ment of  a rare  entity.  We  want  to  make  you  aware  that 
National  Guardsmen  that  during  their  summer  camp  go  ^ 
out  of  the  island  can  develop  exotic  diseases,  especially 
when  they  go  to  Panama  where  Leishmaniasis  and  other 
disease  entities  are  endemic. 
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SUSCEPTIBILITY  OF  BACTEREMIC  STR- 
AINS OF  GNB  TO  AMINOGLYCOSIDES 
(AGS)  AND  CARBENICILLINS  (CBS)  IN 
VARIOUS  HOSPITALS  OF  PUERTO  RICO 

A.  Lugo,  MD,  D.  Vera,  BSMT,  J.  Morales,  MD,  A.  García,  BSMT, 
\f.  Medina,  MS,  R.  H.  Bermudez,  MD  and  C.  H.  Ramirez  Ronda, 
MD  ■ VAH,  PRMC  and  UPR  School  of  Medicine,  San  Juan, 
Puerto  Rico 

The  use  of  antibiotics  in  every  hospital  varies,  the 
prescription  patterns  of  AGS  and  CBS  can  be  a factor 
in  the  emergence  of  resistant  strains.  A study  was  desig- 
ned to  compare  the  susceptibility  (S)  of  bacteremic 
strains  of  GNB  in  four  teaching  institutions,  UDH,  SJ 
CH,  UCH  and  VAH.  225  GNB,  65  from  UDH,  77  from 
SJCH,  17  from  UCH  and  66  from  VAH  were  studied. 
The  strains  studied  included  47  E.  coli,  63  K.  pneu- 
monias, 21  Enterobacter,  15  Salmonella,  12  Citro- 
bacter,  13  Serratia,  24  Proteus,  22  Pseudomonas  and 
8 Providencia.  S of  the  above  strains  to  Kanamycin 
(K.\l),  Gentamicin  (GM),  Tobramycin  (TB),  Amika- 
cin (AK),  Netilmicin  (NT),  Sisomicin  (SS),  Carbeni- 
cillin  (CB)  and  Ticarcillin  (TC)  was  determined  by 
microdilution.  The  S of  all  GNB  to  KM  from  3/4  of 
the  hospitals  was  similar  (51-56  percent),  except  for 
VAH  that  was  68  percent.  The  S to  GM  ranged  from 
75-86  percent,  the  lowest  degree  of  S to  GM  was  found 
in  the  SJCH.  TB  S was  80  percent  at  SJCH,  92  per- 
cent at  UDH  and  85  percent  at  VAH  and  UCH.  AK  S 
was  100  percent  in  all  hospitals.  NT  and  SS  S were 
similar  in  all  institutions  (90-92  percent).  S to  CB  and 
TC  was  the  lowest,  57  percent  UDH,  51  percent  SJCH, 
39  percent  UCH  and  52  percent  VAH.  The  S of  bac- 
teremic GNB  in  our  teaching  institutions  varies  for  the 
AGS  tested.  The  lowest  overall  percent  S was  found 
at  SJCH.  The  overall  most  effective  agent  was  AK. 
Even  thou^  the  percent  S was  comparable  with  a given 
AGS,  and  a specific  strain  for  the  different  hospitals, 
there  are  differences  in  tlie  MiG’s.  The  antibiotic  of 
choice  for  a given  strain  at  each  different  institution 
varies. 

EVALUACION  Y COMPARACION  DE  LOS 
METODOS  DE  DILUCION  EN  AGAR  Y 
MICRODILUCION  PARA  PRUEBAS  DE  SUS- 
CEPTIBILIDAD 


Minerva  Nevárez,  BSMT  and  C.  H,  Ramírez  Ronda,  MD  ■ Hos- 
pital de  Veteranos  y Escuela  de  Medicina,  Universidad  de  Puerto 
Rico 

En  los  laboratorios  de  microbiología  clínica, 
las  pruebas  de  susceptibilidad  de  microorganismos  se 
utilizan  rutinariamente.  En  muchos,  el  único  método 
de  susceptibilidad  usado  es  el  de  difusión  por  disco  de 
Kirby-Bauer.  Con  el  advenimiento  de  múltiples  anti- 
bióticos y la  necesidad  de  correlacionar  patrones  de 
susceptibilidad  de  organismos  patógenos  con  los  niveles 
en  suero  del  antibiótico  dado,  hay  la  necesidad  de  llevar 
a cabo  las  pruebas  de  susceptibilidad  por  método  de  di- 
lución. Las  pruebas  de  susceptibilidad  se  pueden  deter- 
minar por  los  métodos  de  dilución  en  agar,  dilución  en 
tubo  y microdilución.  Este  estudio  fue  diseñado  para 
comparar  el  método  de  dilución  en  agar  (DA)  usando 
el  replicador  de  Steers  y el  método  de  microdilución 
(MD)  usando  el  instrumento  de  Cooke.  Las  susceptibili- 
dades de  61  cepas  de  E.  coli  aisladas  en  sangre  fueron 
determinados  por  los  dos  métodos  usando  diferentes 
cefalosporinas.  La  CMI  promedio  de  las  cepas  su-cepti- 
bles  a las  cefalosporinas  es  la  siguiente: 

Dilución  en  Agar  Microdilución 


Antibiótico 

(ug/ml) 

(ug/ml) 

Cefalotin(C) 

6.5±0.36 

5.8±0.34 

Cefaloridina(CL) 

6.at0.78 

5.8±0.72 

Cefamandole(CM) 

3.2±0.46 

2.3±0.50 

Cefazolin(CF) 

2.3±0.31 

2.at0.36 

Cefadrina(CD) 

ll.6t0.53 

9.1±0.46 

La  CMI  promedio  para  todas  las  cepas  probadas 
fue  comparable  por  los  dos  métodos  (p>0.2).  Como 
ambos  métodos  son  comparables  y son  más  exactos 
que  la  prueba  de  susceptibilidad  por  disco,  nosotros 
exhortamos  a todos  los  hospitales  que  usen  el  método 
de  dilución  en  sus  laboratorios  de  microbiología.  El 
método  de  dilución  en  agar  es  más  adaptable  y econó- 
mico para  el  laboratorio  mediano  y pequeño. 


TREATMENT  OF  VZV  INFECTIONS  WITH 
ARA-A 

J.  Morales,  MD,  C.  H.  Ramírez  Ronda,  MD,  A.  Lugo,  MD  and 
R.  H.  Bermudez,  MD  ■ VAH  and  UPR  School  of  Medicine, 
San  Juan,  Puerto  Rico 
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Adenine  Arabinoside  (ARA-A)  is  an  antiviral 
agent  that  has  been  demonstrated  to  be  effective  in  the 
treatment  of  infections  caused  by  the  herpesviruses,  in- 
cluding Herpes  Simplex  Virus  (HSV)  and  Varicella-Zos- 
ter Virus  (VZV).  We  want  to  share  with  you  our  expe- 
riences in  the  use  of  ARA-A  in  three  patients  with  VZV 
infections  seen  over  the  last  15  months.  The  first  case 
is  a 62  year  old  male  with  a diagnosis  of  chronic  lym- 
phocytic leukemia.  Four  days  prior  to  admission  he 
developed  pruritic  lesions  diagnosed  as  disseminated 
VZV.  He  was  started  on  ARA-A  at  a dose  of  10 
kg  daily  for  5 days.  After  48  hrs  of  therapy,  the  le- 
sions were  healing.  The  second  case  is  a 30  year  old 
male  with  the  diagnosis  of  varicella.  Four  days  after 
onset  of  illness,  he  developed  seizures  and  was  admit- 
ted with  encephalitis.  He  was  started  on  ARA-A.  Three 
days  after  starting  therapy,  his  neurological  condition 
improved.  The  PT  was  discharged  without  sequelae 
after  a course  of  10  days.  The  third  case  is  a renal 
transplant  recipient  on  immunotherapy  who  presented 
with  disseminated  VZV.  The  PT  was  treated  with 
ARA-A  for  5 days  with  rapid  and  significant  regression 
of  the  lesions.  Severe  viral  infections  in  immunocom- 
promised PTS  with  HSV  or  VZV  can  be  managed  with 
ARA-A.  The  drug  is  effective  as  has  been  demonstra- 
ted in  our  own  results,  and  is  tolerated  well  with  few 
side  effects.  Weakness,  tremors  and  megaloblastic 
changes  in  bone  marrow  were  observed  in  our  PTS. 
These  effects  were  transitory.  ARA-A  is  a safe  and 
effective  antiviral  agent  for  VZV  infections  that  must 
be  added  to  our  armamentarium. 


FACTORS  RESPONSIBLE  FOR  WEIGHT  LO- 
SS IN  TROPICAL  SPRUE 

José  J.  Corcino,  MD  and  Frederick  A.  Klipstein,  MD  - Universi- 
ty of  Puerto  Rico  School  of  Medicine,  San  Juan,  P.  R. 

The  respective  roles  of  reduced  dietary  intake  and 
malabsorption  in  the  pathogenesis  of  weight  loss  in 
persons  with  chronic  tropical  sprue  was  evaluated. 
Dietary  intake  was  found  to  be  significantly  (P  > 0.001) 
less  in  a group  of  45  patients  with  tropical  sprue,  all  of 
whom  had  severe  anorexia,  than  in  a group  of  51  healthy 
Puerto  Ricans.  Weight  loss  was  equally  prominent  in 
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those  patients  with  tropical  sprue  who  had  normal  ab-  fj 
sorption  of  fat  and  protein  as  in  those  who  had  excessive  j: 
fecal  loss  and  reduced  absorption  of  these  nutrients,  jl 
Treatment  of  five  sprue  patients  with  folic  acid  or  vita-  | 
min  B]^2  for  2 weeks  resulted  in  improved  appetite  fl 
and  increase  in  dietary  intake  with  weight  gain  in  the  8 
absence  of  significant  improvement  in  intestinal  ab- 
sorption. Treatment  with  oral  tetracycline  for  a similar  j! 
period  of  time  in  five  other  patients  was  not  associated 'Ji ! 
with  vitamin  repletion,  return  of  appetite  or  weight  jji 
gain.  These  observations  indicate  that  reduced  dietary» 
intake  resulting  from  anorexia  caused  by  vitamin  defi- 
ciency is  a significant,  and  sometimes  the  most  impor- 
tant, factor  in  the  pathogenesis  of  weight  loss  in  persons 
with  chronic  tropical  sprue. 


COMPARISON  AND  EVALUATION  OF  TI- 
CARCILLIN  AND  CARBENICILLIN  AGAINST 
407  GRAM-NEGATIVE  BACILLI 

J.  Morales,  MD,  M.  Nevarez,  BSMT,  R.  H.Bermúdez,  MD  anc 
C.  H.  Ramirez  Ronda,  MD  - VAH  and  UPR  School  of  Medicine, 
San  Juan,  Puerto  Rico 

Carbenicillin  (C)  is  a known  semisynthetic  anti- 
pseudomonas penicillin  that  has  been  in  use  for  several 
- years.  Ticarcillin  (T)  is  a new  semisynthetic  penicillin 
whose  spectrum  includes  "gram-negative  bacilli  (GNB) 
including  Pseudomonas  strains.  A study  was  designe.d^  - 
to  compare  the  effectiveness  of  these  two  antipseudo- 
monas penicillins  against  407  GNB  isolated  tronr-clini- 
cal  specimens  in  our  laboratories  and  to  see  if  there 
were  any  microbiological  advantages  in  using  one  over 
the  other.  The  susceptibility  patterns  of  203  GNB  iso- 
lated from  urine  (U)  specimens  and  204  GNB  isolated 
from  blood  (B)  was  determined  by  the  microdilution 
method.  All  bacteriological  identification  was  carried  i 
out  using  standard  microbiological  methods.  The  studied 
strains  mcludea  E.  coli,  1U2U,  68B;  Proteus  sp.  15U,  ! 
28B;  Providencia  8B;  Serratia  8U,  17B;  Enterobacter 
18U,  23B;  P.  fluorescens  18U,  5B;P.  aeruginosas  42U,  I 
26B  and  Citrobacter  12B.  The  overall  percent  suscep  j 
tibility  of  the  studied  strains  to  C and  T was  compara-B 
ble.  For  U strains  57  percent  C,  54  percent  T;  for  Bl 
strains  58  percent  C and  59  percent  T.  The  mean  MlCl 
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contains  theophylline  (anhydrous)  1 50  mg 
ond  glyceryl  guoiocolote  (guaifenesin) 

90  mg.  Elixir,  alcohol  15% 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indications:  For  the  symptomatic  relief  of  bronchosposric 
conditions  such  os  bronchial  osrhmo,  chronic  bronchitis,  ond 
pulmonory  emphysema. 

Warnings:  Do  not  odminister  more  frequently  than  every 
6 hours,  or  within  1 2 hours  offer  rectal  dose  of  any  prep- 
ororion  contoining  theophylline  or  ominophylline.  Do  nor 
give  other  compounds  containing  xanthine  derivorives 
concurrently 

Precautions:  Use  with  courion  in  porienrs  with  cordioc 
diseose.  hepxaric  or  renol  impoirmenr.  Concurrent  odminis- 
rrotion  with  cerroin  onnbiorics.  i.e.  clindamycin,  erythromy- 
cin, rroleondomycin.  may  result  in  higher  serum  levels  of 
theophylline.  Plosmo  prothrombin  ond  focror  V moy 
increose,  but  ony  clinicol  effect  is  likely  to  be  smoll.  Metobo- 
lires  of  guaifenesin  may  contribute  to  increased  urinary 
5-hydroxyindoleoceric  ocid  reodings,  when  determined 
with  nirrosonophrol  reogenr.  Sofe  use  in  pregnoncy  hos  not 
been  esroblished.  Use  in  cose  of  pregnoncy  only  when 
cleorly  needed. 

Adverse  Reocfions:  Theophylline  may  exert  some  srimulot- 
ing  effect  on  the  central  nervous  system.  Its  odminisrrorion 
moy  couse  local  irnronon  of  the  gostric  mucoso,  with  possi- 
ble gosrric  discomfort,  nouseo,  and  vomiting.  The  frequency 
of  odverse  reoctions  is  related  to  the  serum  rfieophylline 
level  ond  is  nor  usually  o problem  or  serum  theophylline 
levels  below  20  /cg/ml. 

How  Supplied:  Capsules  in  bonles  of  100  and  1000  and 
unit-dose  pocks  of  100:  Elixir  in  bottles  of  1 pint  and  1 gollon. 
See  pockoqe  insert  for  complete  prescribing  informotion. 


C^97B  Mead  Johnson  A Company*  Evansville  Indiana  4 772 1 U S A MJt  6 4294R 
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(or  l(i<:  sliJiJici]  strains  was  different  for  the  two  anti- 
(tioties.  Tiie  mean  \1lf>  for  IJ  and  B strains  oí  E.  coli, 
Sf^rratia,  Knterohai  ter,  Pseudomonas  and  Salmonella 

for  (J  was  2 times  the  MIC  for  T (43±2C);  (25±31). 
The  mean  MIC  of  Proteus  strains  was  similar  for  both 
antibiotics.  C MIC  was  lower  than  T for  Citrobacter. 
The  spectrum  of  both  antibiotics  is  similar,  but  the 
activity  of  T is  2 times  higher  tlie  activity  of  C for  a 
large  number  of  strains.  In  patients  in  wbicb  there  is  a 
need  to  restrict  the  Na  intake  or  with  bleeding  tenden- 
cies, the  antibiotics  of  choice  is  T,  since  you  can  use  a 
lower  dose;  in  other  patients,  either  agent  may  be  used. 


THROMBOCYTOPENIA  AND  DENGUE 

J.  Morales,  MD,  C,  H.  Ramirez  Ronda,  MD,  R.  Lopez-Correa, 
MD  and  J.  P.  Woodall,  MD  UPR  School  of  Medicine  and  San 
Juan  Tropical  Disease  Laboratories  (CDC),  San  Juan,  Puerto 
Rico 

Dengue  is  endemic  in  Puerto  Rico,  with  epide- 
mics occurring  at  regular  intervals.  Thrombocytopenia 
with  dengue  is  common  in  SEA  but  rare  in  P.  R.  In  the 
1977  epidemic  a study  was  designed  to  determine  the 
severity  of  thrombocytopenia.  All  patients  (PTS)  seen 
at  an  out-patient  department  with  symptomatic  dengue- 
like illness  were  evaluated.  Any  PT  with  a platelet  count 
of  <100,000  or  a positive  tourniquet  test  was  admitted 
to  the  hospital.  Dengue  infection  was  documented  by 
HI,  CF  and  in  some  cases,  virus  isolation.  11  cases  were 
studied,  6 females  and  5 males,  with  a mean  age  of  33 
(16-48).  10/11  cases  were  secondary  dengue  infections 
by  serologic  studies.  The  PTS  presented  with  dengue 
symptoms  ranging  from  3-11  days  (mean  5.3)  prior 
to  hospitalization.  64  percent  of  PTS  presented  with 
petechias.  The  mean  WBC  count  was  3,200  (1600- 
7500).  The  mean  platelet  count  on  admission  was 
47,700  (12,000-90,000).  Bone  marrow  count  did  not 
help  in  management.  The  platelet  count  of  9/11  PTS 
returned  to  nonnal  in  2.72  days.  In  PTS  on  steroids 
(CCS)  (2/11),  the  platelet  count  returned  to  normal 
in  4.5  days.  All  PTS  recovered  without  sequelae.  The 
thrombocytopenia  seen  in  dengue  is  transitory;  if  it 


persists  for  3 days  or  longer,  use  of  CCS  should  be 
considered.  In  PTS  returning  from  P.  R.,  that  develop 
fever  and  thrombocytopenia,  the  diagnosis  of  dengue 
should  be  considered. 


TRATAMIENTO  ADECUADO  EN  CLINICA 
EXTERNA  A PACIENTES  ALERGICOS  A LA 
PENICILINA:  DISCUSION  Y RESULTADOS 

F iliberto  Ramirez  Corria 

A principios  del  año  1973,  un  homosexual  que 
vendía  helados  a las  puertas  de  un  Colegio  en  San  Juan 
provocó  un  brote  de  sífilis  entre  los  adolescentes  del 
lugar.  El  sujeto  era  alérgico  a la  penicilina  y era  tratado 
en  la  Unidad  de  Salud  con  tetraciclina  de  acuerdo  con 
las  normas  del  C.D.C.  Poco  tiempo  más  tarde,  ante  las 
dimensiones  del  problema  social,  consultamos  al  Di- 
rector y Colaboradores  de  la  División  de  V.  D.  que 
visitaban  nuestro  Programa,  sobre  la  necesidad  de 
implantar  un  tratamiento  adecuado  con  penicilina 
bajo  la  protección  de  recursos  terapéuticos  auxiliares 
a casos  que  por  su  envergadura  lo  merecieran.  La  res- 
puesta fue  alentadora:  ponderar  los  beneficios  contra 
los  riesgos  siempre  y cuando  los  pacientes  consientan 
después  de  ser  adecuadamente  informados. 

En  las  siguientes  líneas  destacamos  los  puntos 
esenciales  del  Protocolo  de  Investigación  que  fue  di- 
señado al  efecto,  y que  fue  terminado  con  un  total 
de  90  casos  tratados  con  éxito  contra  93  controles 
no  tratados,  en  la  misma  clínica.  Se  discute  el  estado 
actual  del  Problema  y la  Inmuno-Patología  del  fenó- 
meno alérgico  en  la  actualidad. 

USE  AND  ABUSE  OF  BLOOD  TRANSFU 
SIONS  IN  P.  R. 

Antonio  J.  Grillo  López,  MD 

Blood:  the  vital,  life  sustaining  fluid;  the  living, 
circulating  tissue,  without  which  all  other  organs  could 
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not  function;  the  first  to  be  transplanted;  is  daily  used 
and  abused  by  the  very  humans  to  whom  it  gives  life. 

Usage  of  blood  and  its  components  has  been  stu- 
died in  three  major  hospitals  in  P.  R.  over  the  past  6 
yrs.  An  initial  auditing  of  medical  records  was  carried 
out  to  detennine  blood  transfusion  practices  as  a base- 
line. This  was  followed  by  intensive  instruction  on  the 
proper  use  of  blood  and  its  components  through  the 
use  of  printed  and  audiovisual  material,  conferences, 
and  case  analysis/ discussion  techniques.  A repeat  audit 
was  then  carried  out  to  detennine  the  impact  on  base- 
line results. 

Findings  on  baseline  audit  (of  transfused  patients) 
were  as  follows:  a)  no  indication  for  transfusion  20-38 
percent  (lowest  hospital  - highest  hospital);  b)  cause  of 
anemia  not  established  28-38  percent;  c)  transfusion 
not  justified  20-24  percent.  More  detailed  results  will 
be  presented. 

On  the  basis  of  these  findings  comprehensive 
blood  transfusion  programs  have  been  established  at 
these  hospitals. 


PERCUTANEOUS  NEEDLE  BIOPSY  OF  THE 
LUNG 

David  Figueroa  Ramirez,  MD,  FACS,  Antonio  J.  Grillo  López, 
MD,  César  Soto  Gautier,  MD  and  Maria  Castillo  Staab,  MD 

At  the  time  of  diagnosis,  50  percent  of  all  pa- 
tients c lung  cancer  are  inoperable;  of  those  operated 
50  percent  are  unresec  table;  and  in  the  best  series,  re- 
sected patients  do  not  exceed  20  percent  5 year  sur- 
vival. A tissue  diagnosis  is  obtained  in  the  inoperable 
cases  by  various  means  including  lymph  node  biopsy, 
bronchoscopic  biopsy,  sputum  cytology,  and  others. 
Even  so,  in  P.  R.  28  percent  of  all  eases  lack  histologic 
confirmation. 

In  view  of  the  steady  progrc'ss  being  made  in  tlu‘ 
chemotherapy  and  combined  modality  therapy  of  this 
lethal  illness,  and  particularly  because  of  the  speci- 
ficity of  the  new  treatments  according  to  tumor  his- 
tology, it  is  imperative  to  have  a tissue  diagnosis.  To 
this  effect,  we  havt“  performed  percutaneous  tuicdle 
biopsies  of  the  lung  in  sehicted,  inoperable  patients, 
with  peripheral  lesions,  using  a special  radiographic 


technique.  A specific  histologic  diagnosis  was  obtained 
in  9 of  12  patients  on  initial  biopsy  and  in  one  of  the 
3 remaining  patients  on  repeat  biopsy.  Pneumothorax 
occurred  only  in  one  case  and  was  easily  treated  by 
plastic  catheter  drainage.  No  other  coni  plications  were 
encountered. 


RESULTS  OF  A PILOT  STUDY  OF  MULTI 
DRUG  (VINCRISTINE,  BLEOMYCIN  AND 
METHOTREXATE)  CHEMOTHERAPY  AND 
RADIOTHERAPY  IN  HEAD  AND  NECK 
CANCER 

Nayda  R.  Figueroa  Valles,  MD,  Victor  A.  Marcial,  MD,  Enrique 
Velez  Garcia,  MD,  Luis  A.  V allecillo,  MD  and  Juan  Cintrón,  MD 

This  is  a report  on  a pilot  study  of  the  Radiation 
Therapy  Oncology  Group  of  a combination  of  multi- 
drug  chemotherapy  (\' incristine.  Bleomycin,  Metho- 
trexate and  Folinic  .4cid  rescue)  and  radiotherapy  fol- 
lowed by  surgical  rescue  wheneviT  possible,  for  ad- 
vanced carcinomas  of  the  head  and  neck.  A total  of  40 
patients  were  registered.  The  analysis  will  present  ease 
accession  by  site,  stage  of  disease,  completion  of  ther- 
apy, chemotherapy  toxicity,  radiotherapy  toxicity,  tu- 
mor response,  and  survival. 


UNINTERRUPTED  AND  UNCONVENTIONAL 
FRACTIONATION 

Victor  A.  Marcial,  MD,  James  A.  Hanley,  PhD,  José  M.  Tomé, 
MD  and  Jeanne  Vbiñas,  MD 

Radiotherapists  have  traditionally  accepted  cer- 
tain conventional  treatment  regimes  which  have  been 
based  on  empirical  observation  and  not  on  controlled 
clinical  experimentation.  A continuous  course  of  irra- 
diation with  five  fractions  per  week  with  weekly  doses 
of  900  to  1250  rads  and  total  doses  ranging  from  5000 
to  7000  rads  (depending  on  fraction  dose  and  total 
time)  has  been  considered  standard  therapy  for  most 
accessible  carcinomas  managed  with  teletherapy. 
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In  tli(‘  last  two  (¡«'('udcs.  considerable  inti'resl  lias 
been  sliown  in  th(‘  in\ c.'tigation  oí  unconventional 
regimes  such  as  ii\ ¡«eri'ractionation  with  two  or  three 
fractions  per  day,  planned  rest  periods  during  the  course 
of  irradiation  (split-course  technique),  and  reduced 
fractionation  with  tw  o or  one  fraction  per  week.  The 
latter  has  been  needed  with  the  introduction  of  adju- 
vant modalities  such  as  hyperbaric  oxygenation  and 
electron  affinic  compounds. 

This  presentation  will  show  the  results  of  a pros- 
pective clinical  trial  of  split-course  irradiation  for  car- 
cinomas of  the  tonsillar  fossa,  base  of  tongue,  naso- 
pharynx, uterine  cervix  stages  IIB,  III,  and  IVA,  and 
urinary  bladder  stages  C and  which  has  been  in 
progress  as  an  activity  of  the  Radiation  Therapy  On- 
cology Group.  A total  of  700  patients  have  been  re- 
gistered in  the  study.  Acute  and  late  normal  tissue 
reactions,  tumor  control  and  survival  for  each  site 
related  to  therapy  will  be  presented. 

The  data  available  on  twice  a week  fractiona- 
tion with  400  rad-fractions  up  to  4800  rads  will  be 
discussed.  This  regime  forms  the  basis  of  a proposed 
clinical  trial  of  the  RTOti  that  will  compare  this  type 
of  fractionation  with  conventional  therapy  for  head 
and  neck  cancer,  in  preparation  for  the  use  of  electron 
affinic  compounds  with  radiotherapy. 


ROLE  OF  RADIOTHERAPY  IN  PITUITARY 
ADENOMAS 

José  M.  Tomé,  MD,  Victor  A.  Marcial,  MU  and  Jeanne  Ubi- 
ñas,  MD 

Pituitary  adenomas  are  benign  tumors  which 
have  profound  clinic  effects  on  patients  and  deserve 
special  therapeutic  management  to  combat  their  local 
space  occupying  effects  and  hormonal  alteration.  In 
the  last  twenty  years  radiotherapy  has  assumed  an  im- 
portant role  in  the  management  of  [)ituitiiry  adenomas. 

This  presentation  aims  at  defining  the  role  of 
radiation  thera[>y  in  pituitary  adenomas  and  at  present- 
ing the  experience  with  this  cotidition  at  the  University 
Hospital  and  at  the  Radiotherapy  Institute  of  the  Me- 
tropolitan Hospital. 


Abstmetos 


EL  EMI  SCAN  EN  PUERTO  RICO:  LA  EX 
PERIENCIA  DEL  PRIMER  AÑO,  ANALISIS 
DE  UTILIZACION  Y DE  COSTOS 


Frank  Kolodziej,  MD  ■ Centro  Tomográfico  de  Puerto  Rico 

Se  analizaron  los  primeros  1,500  estudios  de 
EMI  Sean  realizados  en  Puerto  Rico.  Se  comparó  su 
valor  diagnóstico  con  otros  estudios  de  diagnóstico. 
Se  analizaron  las  tendencias  con  relación  a las  fuentes 
de  referencia,  síntomas,  lesiones  diagnósticas,  preci- 
sión del  método  y costos.  Se  compara  la  utilización 
observada  en  Puerto  Rico  con  la  utilización  informa- 
da en  algunos  estudios  realizados  en  Estados  Unidos. 


CARDIAC  INVOLVEMENT  IN  RHEUMATOID 
ARTHRITIS 

Rafael  Morales,  MD,  Edgardo  Hernández,  MD  and  Fernando 
Cordova,  MD  ■ Veterans  Administration  Hospital,  San  Juan, 
P.  R. 

In  order  to  evaluate  cardiae  involvement  in  pa- 
tients with  rheumatoid  arthritis,  14  patients  were  stu- 
died with  classic  or  definite  rheumatoid  arthritis  with 
clinical  examination,  chest  X-rays,  electrocardiograms 
and  echocardiograms.  Electrocardiograms  revealed  non- 
specific ST-T  changes  in  3 cases  and  an  old  anteroseptal 
myocardial  infarction  in  one  case.  Echocardiograms 
were  analyzed  for  evidence  of  pericardial  disease,  mi- 
tral valve  abnormalities  and  left  ventricular  function 
indices.  Pericardial  effusion  was  pre.sent  in  4 patients, 
pericardial  thickening  was  found  in  2.  None  of  the  pa- 
tients had  clinical  evidence  or  electrocardiographic  ab- 
normalities .suggestive  of  pericardial  disease.  Mitral  val- 
ve abtiormalities  were  found  in  3 f)atienLs.  The  signi- 
ficance of  tin;  above  findings  will  be  discussed. 


INCIDENCE  OF  CORONARY  HEART  DI- 
SEASE: THE  EFFECT  OF  LIPIDS,  WEIGHT, 
AND  PHYSICAL  ACTIVITY 
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Raúl  Costas,  Jr.,  Mario  R.  García  Palmieri,  MD,  Emilio  A.  Na- 
zario,  MD  and  Paul  Sorlie,  MD  From  the  Department  of  Me- 
dicine, UPR  School  of  Medicine,  Heart  Health  Program  and 
National  Heart,  Lung  and  Blood  Institute 

The  serum  cholesterol,  fasting  triglyceride,  phy- 
sical activity,  and  relative  weight  of  8171  urban  and 
rural  men  45-64  years  old  were  studied  in  relation 
to  their  2 1/2  year  incidence  of  coronary  heart  di- 
sease (CHD). 

CHD  risk  was  related  to  serum  cholesterol  in 
both  urban  and  rural  groups,  but  this  association  was 
statistically  significant  in  the  urban  men  only.  There 
was  no  substantial  or  statistically  significant  associa- 
tion between  fasting  triglyceride  and  CHD  incidence 
in  either  the  urban  or  the  rural  populations. 

Correlations  were  observed  between  relative 
weight,  serum  triglyceride,  and  serum  cholesterol. 
Although  differences  in  CHD  incidence  were  small, 
significant  urban-rural  differences  in  relative  weight, 
triglyceride,  and  cholesterol  were  noted,  all  of  them 
being  higher  in  the  urban  group.  Only  physical  acti- 
vity levels  were  higher  in  the  rural  men.  In  order  to 
sort  out  the  net  effects  of  these  interrelated  variables, 
multivariate  analysis  was  performed.  This  showed 
that  serum  cholesterol  is  related  to  CHD  risk  even 
when  all  variables  are  taken  into  consideration. 

Physical  activity  was  inversely  related  to  CHD 
incidence  only  in  the  urban  area.  Overweight,  which 
was  associated  with  higher  lipid  values  and  lower  phy- 
sical activity,  was  not  related  to  the  development  of 
CHD  in  either  the  urban  or  the  rural  population. 


IDENTIFICACION  E INCIDENCIA  PROPOR 
CIONAL  DE  HONGOS  ATMOSFERICOS  DEN 
TRO  DE  LAS  VIVIENDAS  EN  PUERTO 
RICO 

Carlos  López  Almódovar,  MD,  Luis  Roure,  PhD  y Magali  Ro- 
dríguez, HS  De  la  Sección  de  Alergia  e Inmunología  AMPR, 
Laboratorio  Micología  Médica  Tropical,  CAAM,  UPR,  Maya- 
giitv. 

IjU  prcsiMicia  de  hongos  cuyas  esporas  se  dise- 
minan con  facilidad  dentro  de  las  vivimidas  juegan  un 


papel  importante  en  la  descompensación  de  pacientes 
con  enfermedades  respiratorias  alérgicas.  Un  estudio 
de  2 años  se  diseñó  para  cultivar,  aislar,  identificar  y 
cuantificar  la  presencia  de  hongos  en  las  viviendas  de 
P.  R.  Se  estudiaron  un  total  de  30  viviendas  urbanas: 
10  casas  terreras  de  concreto,  10  casas  terreras  de  ma- 
dera y 10  condominios.  Las  muestras  se  tomaron  en  el 
dormitorio,  guardarropa  anexo  y cuarto  de  baño  de 
cada  vivienda.  Se  utilizaron  métodos  conocidos  para  el 
cultivo  de  bongos.  Se  observó  a intervalos  el  creci- 
miento de  cada  cultivo  por  espacio  de  30  di'as.  Los 
géneros  más  frecuentemente  descritos  en  orden  des- 
cendente fueron:  Cladosporiurn,  Aspergillus,  Moni- 
lia,  Pennicillium,  Curvularia,  Cephalosporium,  Hel- 
minthosporium,  Trichoderma,  Fusarium  y Nigros- 
pora.  Los  primeros  3 géneros  arrojaron  un  por  ciento 
mayor  de  colonias.  Pennicillium  y Curvularia  cons- 
tituyen un  grupo  mediano.  Los  restantes  géneros  fue- 
ron significativamente  menores  pero  consistentes  al- 
rededor del  año.  Las  casas  de  madera  revelaron  una 
incidencia  mayor  en  Cladosporiurn  y Aspergillus.  Los 
condominios  solían  arrojar  contajes  menores  de  co- 
lonias que  las  casas  terreras.  Los  hallazgos  obtenidos 
pueden  orientar  de  una  manera  más  lógica  y racional 
el  manejo  de  pacientes  afectados  por  condiciones  alér- 
gicas respiratorias  a tenor  con  los  principios  de  hypo- 
sensibilización  terapéutica. 


VENTILACION  Y PERFUSION  REGIONAL 
EN  ENFERMEDADES  PULMONARES 


Jaime  Rivera,  MD,  Julio  V.  Rivera,  MD  y Arturo  R.  Córdova, 
MD  - Del  Depto.  de  Medicina  Nuclear,  Hospital  de  Veteranos 

Se  resume  una  experiencia  en  estudios  de  perfu- 
sión (^^'’^Tc  agregados  de  albúmina  y ventilación 
(^^^Xe)  en  100  personas  con  enfermedad  pulmonar. 
Se  incluyen  casos  con  diagnósticos  clínicos  o patoló- 
gicos de  embolia  pulmonar,  enfermedad  difusa  obs- 
tructiva, tumores  bronquiales  e infecciones.  Se  pre- 
sentarán diferentes  patrones  de  relación  entre  ventila- 
ción y perfusión  regional  en  correlación  con  los  ha- 
llazgos clínicos  y radiológicos  y se  ilustrarán  casos  in- 
dividuales. Además  se  im  luirá  en  algunos  casos  estudios 
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LISTA  DE  ANUNCIANTES 


BOEHRINGER  INGELHEIM 
Catapres 

BURROUGHS  WELLCOME 
Neosporin 
Septra 

CIBA  PHARM. 

Apreso! ine 
Ser-Ap-Es 
Vioform  - HC 

MEAD  JOHNSON 
Colace 
Quibron 

MERRELL  - NAT'L 
Bentyl 
Tenuate 

RICHARDSON-MERRELL 

Cepastat 

ROCHE  LAB. 

Bactrim 

Librax 

Valium 

RORER  INTERNATIONAL 
Camal ox 

SMITH,  KLINE  & FRENCH 
Tagamet 

UPJOHN  CO. 

Tol inase 

U.  S.  V.  PHARM. 

Regro ton/Demi -Regroton 


Librax* 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br. 

Please  consult  complete  prescribing  information,  a 
summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows; 

"Possibly”  effective:  as  adjunctive  therapy  in  the 
treatment  of  peptic  ulcer  and  in  the  treatment  of  the 
irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation. 

Contraindications:  Glaucoma;  prostatic  hypertrophy,  be- 
nign bladder  neck  obstruction;  hypersensitivity  to  chlor- 
diazepoxide FICI  and/or  clidinium  Br. 

Vlternings:  Caution  patients  about  possible  combined  ef- 
fects with  alcohol  and  other  CNS  depressants,  and 
against  hazardous  occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving).  Physical  and 
psychological  dependence  rarely  reported  on  recom- 
mended doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI)  to  known  addiction-prone  individu- 
als or  those  who  might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions)  reported  following  discon- 
tinuation of  the  drug. 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  ataxia,  oversedation, 
confusion  (no  more  than  2 capsules/day  initially;  increase 
gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  pharmacology 
of  agents,  particularly  potentiating  drugs  such  as  MAO  in- 
hibitors, phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence 
of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  ef- 
fects on  blood  coagulation  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax. 

When  chlordiazepoxide  HCI  is  used  alone,  drowsiness, 
ataxia,  confusion  may  occur,  especially  in  elderly  and  de- 
bilitated; avoidable  in  most  cases  by  proper  dosage  ad- 
justment, but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances.  Also 
encountered;  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased 
libido — all  infrequent,  generally  controlled  with  dosage  re-  ¡ 
duction;  changes  in  EEG  patterns  may  appear  during  and 
after  treatment:  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice,  hepatic  dysfunction  reported  occasion-  f 
ally  with  chlordiazepoxide  HCI,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  typical  of  ; 
anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets 

Roche  Products  Inc. 

Manatí,  Puerto  Rico  00701 


In  treating  certain  G.I.  disorders . . . 

Enhance  your  therapeutic  expectations 
with  the  triple  benefits  of 


Adjunctive 


E^ch  capsule  contains 
5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


antianxiety/antisecretory/antispasmodic 

Librax  is  uniaue  among  G|  qjl&ations 
in  providing  tne  specific  antiámdety  action  of 
LIBRHJMXchbrdiazepoxide  HCl)  as  well  as  the  potent 
anfisecretory  and  ailfispasmodic  actions  of 
QUARZAN  (clidinium  Br)foradjunctive  therapy  _ 
of  irritahle  howel  syndrome'and  duodenal  ulcer* 


Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  preceding  page. 


CÉPASTAT  in  your 
treatment  room  . . . 

Used  as  a spray,  CÉPASTAT  is  more 
likely  to  deliver  the  most  relief  to  the 
painful  area  of  the  throat. 


Suit  the  product 
to  the  patient . . . 

The  liquid  is  best  for  use  at 
home  as  a spray  or  gargle.  Lozenges 
are  ideal  for  patients  on  the  go. 


A recommendation  is 
best . . . 

It  costs  less.  Keeps  the  emphasis 
where  you  want  it ...  on  more 
important  counter-measures  — your 
prescription  for  anti-infectives,  for 
example. 


MERRELL  NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati.  Ohio  45215 


•■-■i' 


Proven  Anesthetic 
Effectiveness 

Spraying  the  throat  with  CÉPASTAT 
brings  soothing  relief  within  minutes. 
Your  patients  will  appreciate  this  relief 
while  waiting  for  therapeutic  measures 
to  take  hold.  The  well-established 
anesthetic  effects  of  CEPASTAT  pro- 
vide soothing  temporary  anesthesia  to 
the  irritated  or  inflamed  oropharyngeal 
mucosa. 


irciMCTAT  i sore  throat  whei 
patients  want  it. 


(EReiAr 


<s>m 


•O'* 


relief  of  minor 
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asociados  radioangiop-áficos  (nucleares)  de  la  vena 
cava  superior. 


LA  ESPIROMETRIA  DE  LAZO,  (LOOP): 
NUEVA  TECNICA  EN  LA  DETERMINACION 
PRECOZ  DE  ENFERMEDADES  PULMONA 
RES  DE  TIPO  OBSTRUCTIVO 

]osé  L.  Jiménez  Vélez,  Mü,  FCCP  y A.  A.  Long,  MD  Del 
Departamento  Médico,  Union  Carbide  Caribe  Inc.,  Ponce, 
Puerto  Rico 

Up  to  the  present,  we  have  depended  on  the 
usual  volunie-tirne  spirometric  curve  for  the  diagnosis 
of  ventilatory  problems.  This  is  a simple  inexpensive 
approach  to  pulmonary  testing  that  along  with  arterial 
blood  gas  and  pH  measurements  can  provide  sufficient 
information  for  the  proper  care  of  patients  with  sig- 
nificant respiratory  diseases.  However,  it  is  not  until 
the  disease  is  fairly  well  advanced  that  significant  chan- 
ges are  noted  in  the  analysis  of  these  tests. 

Newer  tests  like  loop  spirometry  which  are  much 
more  sensitive  are  now  available.  They  are  based  on  the 
analysis  of  the  flow-volume  curves,  specially  the  dis- 
tal portion  of  the  expiratory  curve,  which  has  been 
shown  to  be  effort-independent.  This  test  is  simple, 
reproducible  and  relatively  low  in  cost. 

We  present  our  experience  with  the  analysis  of 
our  first  900  consecutive  cases,  tested  from  Dec.  1976 
to  June  197B  in  an  industrial  setting  at  the  Union 
(iarhide  (iarihe  Plant  in  the  Ponce-Pefiuelas  area.  It  is 
significant  that  30  percent  of  young  smokers  who  had 
normal  volume-lime  spiromelr\  (routine  li'Sl),  showed 
significant  changes  in  flow  volume  curve  anaUsis  to  he 
(lassified  as  early  rever>ihle  small  airwav  di.si-ase.  Thi.^ 
timely  information  can  he  useliil  in  convincing  these 
young  smokers  to  stop  hdore  more  extensive  and  per- 
manent damage  oci  urs  to  their  miieoi  iliarv  escalator 
SNstem. 


ASEPTIC  NECROSIS  IN  SYSTEMIC  LUPUS 
ERYTHEMATOSUS 


Abstractos 


Edrick  Lopez  Enriquez,  MD,  Esther  N.  González  Pares,  MD 
and  Rodolfo  Concepción,  MD  - De  la  Sección  de  Reumatolo- 
gia,  Depto.  de  Medicina,  Recinto  de  Ciencias  Médicas  y del 
Hospital  de  la  Ciudad  de  San  Juan,  Centro  Médico  de  Puerto 
Rico,  San  Juan,  Puerto  Rico. 

Aseptic  Necrosis  (AN)  of  tlic  ¡iones  is  a rare 
complication  ol  Sy'slemic  Lupus  Erythematosus  (SUE) 
probably  mediated  through  a localized  proci'ss  of  vas- 
culitis in  the  subchondral  area  of  the  long  bones.  The 
incidence  of  this  complication  is  not  known,  although 
Dubois  in  1960  found  10  cases  in  his  series  of  400 
patients  with  SUE. 

We  report  20  cases  of  AN  in  our  lupus  patients 
and  correlate  it  with  duration  of  SLE,  age  of  onset  and 
activity  of  the  diseasii.  All  our  patients  developed  AN 
after  variable  periods  of  corticosteroid  therapy  rang- 
ing from  several  months  to  years.  The  relationship  bet- 
weem  AN  and  SLE  on  corticosteroid  lh(!rapv  tend  to 
imply  a dual  effect  (one  of  vasculitis  and  one  of  fat 
emboli  secondary  to  steroids  therapy).  Both  must  be 
taken  into  consideration  to  explain  the  pathophysio- 
logy of  this  lesion. 


MORTALITY  IN  SYSTEMIC  LUPUS  ERY 
THEMATOSUS 

Esther  A.  González  Pares,  MD  and  Ivelisse  Lebrón  Nazario, 
MD  ■ De  la  Sección  de  ReumaloloRÍa,  Departamento  de  Me- 
dicina, Itecinlo  de  (iicncia.»  Médicas. 

In  recent  years  great  advances  have  been  made 
in  the  management  of  Syslemie  Lupus  Ery  thematosus 
(.'^LE).  In  spile  ol  this,  the  mortality  in  this  disease  is 
still  appreciable.  During  the  years  IDIT  - 1977,  III 
[lalients  diagno.sed  as  ,SLE  in  the  Universih  Hospital 
died.  1 he  cau.se  of  death  of  all  patients  was  anaK/.cd. 

There  were  100  females  and  II  males.  .Seventeen 
children  were  diagnosed  as  .SLl.  at  age  I.")  or  iitider. 
Duration  from  diagno.sis  ranged  from  I da\  to  10  years 
with  a mean  of  28.  I months.  Tlie  mean  agi'  at  death 
wa>  27.1  years.  I’osl  mortem  studiiis  were  performed 
in  67  patients.  1)1  all  deaths,  67  percent  occurred  wi- 
thin the  first  2 years,  and  oid\  I I pen  cut  occurred 
after  .')  years  of  diagnosis.  The  most  frcipienl  ( au.se  of 
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death  oí  the  74  patients  who  died  within  2 years  after 
diapiosis,  was  renal  disease.  Tlie  three  coinmonest  cau- 
se of  death  were  renal  failure,  heart  dis<‘ase  and  infec- 
tion. 


EXPERIENCE  IN  MANAGEMENT  OF  ACUTE 
LYMPHOBLASTIC  LEUKEMIA  AT  THE  UNI 
VERSITY  CHILDREN’S  HOSPITAL  (U.C.H.) 

Freddie  W.  Montalvo- AUimo,  MD  and  Pedro  J.  Santiago  Borre- 
ro,  MD  ■ Hematology-Oncology  Section,  University  Children  s 
Hospital 

One  hundred  and  ten  cas(‘s  ot  .Acute  Lympho- 
cytic Leukemia  seen  at  U.  (L  H.  from  January  1,  1972 
to  December  31,  1977  were  reviewed.  These  patients 
were  placed  in  the  total  care  protocol,  consisting  in 
induction  therapy  with  (Jncovin  and  Prednisom;,  CNS 
treatment  with  intrathecal  Methotrexate  and  radiation 
to  the  skull,  maintenance  treatment  with  6-Mercap- 
toporine  and  Methotrexate  and  re-induction  courses 
with  oneovin  and  Prednisone.  Anemia,  huikoey tosis, 
Thromhoev lopenia,  hepato-splenomegaly  and  lyrnpho- 
denopathy  were  prominent  finditigs  in  lhe.se  patients. 
Sixty  percent  of  them  ])re.scnte(l  signs  which  placml 
them  in  a poor  prognostic  group;  .of)  ol  these  [)atienLs 
have  di('d  with  a ineflian  survival  ol  19  months.  Thirty 
two  patients  an'  in  continuous  complete  remission 
at  present  tiitie.  Pen  [)atients  developed  meningeal 
leukemia,  arid  two  male  patients  had  leukemic  infil- 
tration of  the  testicles.  1 Our  are  oil  lhera|)y  at  present 
and  doing  well.  The  incidence  ol  rmmingeal  leukemia 
was  5 percent  in  the  patients  who  received  treatment 
to  the  (LAS.  The  finding  that  60  [X'reent  of  our  new 
leukemia  patients  fall  iti  the  had  prognosis  group  is 
<learl\  different  from  the  experience  in  other  insti- 
tutions in  eonlitiental  I \.,  which  needs  further 
study. 


EL  USO  DE  AMINOGLUCOSIDOS  EN  PA- 
CIENTES LEUCEMICOS  CON  FIEBRE 

I.  Fugo,  MD,  I.  Morales,  MD,  ti.  ti.  ¡iennúdez,  !//>,  M.  /Ve- 
lárez,  B.'iMt,  1).  l era,  BSMT  y ll.  liainírez  Honda,  O/t  - 


Ho.spital  de  Veteranos  y Escuela  de  Medicina,  Universidad 
de  Puerto  Rico 

La  causa  más  frecuente  de  mortalidad  en  pa- 
cientes con  leucemia  es  la  infección.  Pseudomonas 
aeruginosa  es  el  patógeno  encontrado  más  frecuente- 
mente en  pacientes  leucémicos  con  infección.  Cuando 
hay  fiebre  en  estos  pacientes,  se  requiere  el  uso  em- 
pírico de  un  aminoglucósido  (AGS)  con  o sin  una 
droga  similar  a la  carbenicilina.  Se  diseñó  un  estudio 
para  determinar  el  nivel  de  susceptibilidad  de  31  cepas 
bacterianas  de  Pseudomonas  aeruginosa  aisladas  de 
pacientes  en  nuestros  hospitales,  y para  comparar 
la  efectividad  en  vitro  de  Gentamicina  (GM),  Tobra- 
micina  (TB)  y Amikacina  (AK)  en  contra  de  estas 
cepas.  28/31  fueron  susceptibles  a Gentamicina  con 
una  CMI  promedio  de  3.3  u^ml.  29/31  fueron  sus- 
ceptibles a Tobramicina  con  una  CMl  promedio  de  1.0 
ug/nrl  y 31/31  fueron  susceptibles  a Amikacina  con 
una  CMl  promedio  de  5.6  ug/ml.  Se  calculó  la  tasa 
terapéutica  de  toxicidad  de  cada  aminoglucósido: 
Gentamicina  0.33,  Tobramicina  0.1  y Amikacina  0.19. 
Tobramicina  fue  el  aminoglueósido  más  efectivo  para 
Pseudomonas,  resultando  con  la  CMl  y la  tasa  tera- 
péutica de  toxicidad  más  bajas.  TB  es  el  aminoglucósido 
de  preferencia  para  uso  en  pacientes  leucémicos  con 
fiebre,  en  instituciones  donde  Pseudomonas  es  el  pa- 
tógeno más  común  y donde  el  problema  de  la  resisten- 
cia de  Pseudomonas  a la  (íM  no  ha  surgido.  Amikacina 
es  el  antibiótico  de  elección  para  las  cepas  resistentes 
a Gentamicina  o Tobramicina.  Mientras  la  resistencia 
de  los  bacilos  gram-negativos  es  un  problema  que  au- 
menta en  nuestras  instituciones,  la  resistencia  de  las 
cepas  bacterianas  de  Pseudomonas  a Gentamicina 
está  todavía  bajo  un  10  por  ciento;  por  lo  tanto,  noso- 
tros recomendamos  el  uso  de  Tobramicina  en  pacien- 
tes leucémicos  en  los  cuales  se  sospeche  una  infección 
por  Pseudomonas. 


EXPERIENCIA  DE  8 AÑOS  DEL  SOUTH- 
EASTERN CANCER  STUDY  GROUP  (SEG) 
EN  EL  USO  DE  UN  SISTEMA  UNIFORME 
DE  REVISION  PATOLOGICA  EN  LINFO 
MAS  MALIGNOS 

Enrique  Félez-Carcia,  John  B.  Durant^  Bichard  Dams  y Bonatd 
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Dorfman  - Sección  de  Hematología  y Oncología  Médica,  Uni- 
versidad de  Puerto  Rico  y Centro  de  Cáncer,  Universidad  de 
Alabama  en  Birmingham  y Centro  Médico  de  la  Universidad 
de  Stanford,  Palo  Alto,  California 

Para  deteniiinar  la  utilidad  y posible  necesidad 
de  un  panel  de  consultoría  histopatológica  en  casos  de 
liníoinas,  se  estudiaron  comparativanienU'  los  diagnós- 
ticos histopatológicos  del  patólogo  de  referencia  (local 
o institucional)  y se  compararon  estos  con  los  diagnós- 
ticos finales  hechos  por  el  panel  de  revisión  en  1086 
casos  de  linfoinas  estudiados  por  el  SF/1  en  5 diferentes 
protocolos  de  investigación  desde  el  1968.  Se  llegó  a las 
siguientes  conclusiones;  1.  Fn  44  casos  (4  por  ciento) 
el  material  sometido  fue  inadecuado  para  hacer  un  diag- 
nóstico. 2.  En  82  casos  (7  por  ciento)  el  diagnóstico  de 
referencia  fne  juzgado  como  equivocado  por  el  panel. 
3.  Enfermedad  de  Hodgkin  - diagnóstico  confirmado 
en  545/595  casos  (90  por  ciento)  (a)  Clasificación  sub- 
tipo (Lukes-Butler)  correcta  en  289/565  casos  (51  por 
ciento)  como  signe:  LP  6/34  (18  por  ciento),  EN  161/ 
186  (87  por  ciento),  CM  86/219  (39  por  ciento),  DL 
23/51  (45  por  ciento).  4.  Einfomas  No-Hodgkin-diag- 
nóstico  confirmado  en  428/493  casos  (86  por  ciento), 
(a)  Clasificación  siíhtipo  (Rappaport)  correcta  en  273/ 
493  (55  |)or  ciento)  casos  como  sigue:  Nil  9/17  (53 
por  ciento)  1)11  127/180  (71  por  ciento),  NM  13/32 
(41  por  ciento),  I)M  15/43  (35  por  ciento),  NLPD 
47/58  (81  por  ciento),  DLPD  48/105  (46  por  ciento), 
NEBI)  2/16  (13  por  ciento)  y DEBI)  11/33  (33  por 
ciento),  (h)  Subtipos  de  pronóstico  bueno  (DEBI), 
•N.M,  NEPD  y NEBD)  correcto  en  105/139  casos  (76 
por  ciento),  (c)  Subtipo  de  pronóstico  pobre  (Nil, 
DM,  DH,  y DEPD)  correctos  en  254/351  casos  (72 
por  ciento).  No  se  identificaron  diferem  ias  entre  <‘l 
diagnóstico  de  referencia  hecho  [)or  el  patologo  local 
en  cornparacióti  con  el  patólogo  institucional  al  com- 
parar ambos  con  el  rliagnóstico  del  panel.  Estos  datos 
confirman  la  m-cesidad  de  teruT  nn  panel  de  consulto- 
ría  de  patología  para  estudios  cooperativos  en  linfo- 
mas  malignos. 


PREVALENCIA  Í)E  Hb  S Y NECESIDAD 
DE  ORIENTACION  PARA  REDUCIR  HE 
MOGLOBINOPATIAS  EN  DISTINTAS  AREAS 
Y GRUPOS  DE  NUESTRA  POBLACION 


Abstractos 

Pedro  j.  Santiago  Barrero,  MD,  FAAP  y Eleanor  Jiménez  de 
Abren,  MD,  FAAP  - Sección  Hematología-Oncología  Pediá- 
trica, Hospital  Universitario  de  Niños 

Se  ha  conducido  un  proyecto  para  la  Detección, 
Educación  y consejería  genética  en  .Anemia  Drepano- 
cftica  y otras  hemoglobinopátieas  durante  el  último 
año. 

En  total  se  han  examinado  (hasta  el  15  de  mayo 
de  1978)  3,310  individuos  tomadas  al  azar,  en  muestras 
estadi’stieamente  seleccionadas.  Ea  prevalencia  de  Hb  S 
en  estos  grupos  es:  2.7  por  ciento  en  1,045  recien  na- 
cidos; 3.5  por  ciento  en  1,089  escolares  adolescentes; 
2.2  por  ciento  en  598  mujeres  jóvenes  (de  las  clínicas 
de  cuidado  prenatal);  y 8.8  por  ciento  en  578  ado- 
lescentes del  pueblo  de  Eofza.  Ea  prevalencia  en  todos 
los  individuos  evaluados,  incluyendo  los  de  Eofza,  es 
de  3.8  por  ciento.  Ea  prevalencia  de  Hb  S en  la  pobla- 
ción de  10  a 18  años  en  Eofza  es  muy  alta,  tanto  como 
en  las  poblaciones  de  color  de  los  Estados  Emidos. 
Esto  teóricamente  debe  generar  una  incidencia  de  1 
caso  de  anemia  drepanoeftiea  por  cada  500  nacimien- 
tos. Ea  prevalencia  de  Hb  C en  los  grupos  estudiados 
es  de  0.45  por  ciento.  Eos  resultados  de  este  estudio 
indican  que  hay  una  necesidad  elara  para  seguir  ofre- 
ciendo estos  .servicios  de  detección  y consejerfa  sobri* 
anemia  drepanoeftiea  en  algunas  áreas  de  Puerto  Rico. 


COMPARISON  OF  SPLIT-COURSE  VERSUS 
CONTINUOUS  WHOLE  PELVIS  IRRADIA- 
TION IN  CARCINOMA  OF  THE  UTERINE 
CERVIX 

Victor  A.  Marcial,  MD,  José  M.  Tomé,  MD  and  Jeanne  Ubi- 
ñas,  MD 

Th<'  Radiation  Thera|)y  Oncology  (íroiq)  of  the 
I . S.  A.  has  been  condncling  a prospei  live  clinical 
trial  of  a spIit-cour.se  versus  a conlinnous  course  of 
whole  pelvis  external  irradiation  in  can  inoma  of  the 
uterine  cervix,  stages  l\  A,  HIB,  HIA,  and  lately  HB. 

Patients  are  randomly  assigned  to  treatment 
with  continuous  radiotherapy  (170  rads  ¡ler  day  up 

to  5100  rads)  or  split-course  (250  rads  daily  up  to  2500 
rads,  two  weeks  rest,  lollowed  by  250  rads  x 10).  After 
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external  irradiation  al!  patients  receive  intracavitary 
curietlierapy  for  a dose  of  3000  rads  calculated  at  point 
A or  at  2 cm  from  the  center  of  a long  linear  source. 

As  of  mid  May  1978  a total  of  173  patients  had 
been  registered  into  the  study.  This  report  will  describe 
details  of  the  study  and  the  results  obtained  in  terms 
of  tumor  control  in  the  pelvis,  survival,  incidence  of 
metastases  outside  the  pelvis,  and  com[)lications. 

TOLERANCE  OF  SURGERY  AFTER  RADI 
CAL  RADIOTHERAPY  OF  CARCINOMA 
OF  THE  OROPHARYNX 

Victor  A.  Marcial,  MD,  James  A.  Hanley,  PhD,  Arturo  Ydrach, 
MD  and  Luis  A.  V aitecitio,  MD 

Surgery  is  frequentlv  needed  after  radical  irra- 
diation of  carcinoma  of  the  oropharynx  for  persistent 
or  recurrent  primary  or  metastatii  neck  node  tumor, 
or  on  a prophylactic  basis  for  the  neck  area. 

Surgical  morbidity  is  expected  to  increa.se  with 
the  dosti  of  irradiation;  as  a consecpience,  most  sur- 
geons expect  significant  complications  with  doses  higher 
than  5000  rads  in  5 weeks. 

The  split-course  project  of  tlu'  Radiation  Therapy 
Oncology  Orouj)  registered  one  hundred  and  forty -two 
base  of  tongue  and  one  hundred  and  thirty -one  tonsillar 
fossa  patients.  The.se  cas(‘s  n'ceived  protocol  radio- 
therapy or  a minosdeviation  of  it. 

On  registration  the  patients  were  random Iv  assig- 
ned to  a split-course  regime  (300  r x 10,  3 wks.  rest, 
then  300  r X 10)  or  a ( ontitmoiis  course  of  irradiation 
(220  r X 30). 

RADIOTHERAPY  OF  CARCINOMA  OF  THE 
OROPHARYNX 

Victor  .4.  Marcial,  MD,  José  M.  lomé,  MD  and  Jeanne  l'biñas, 
MD 

Although  th(‘  orophary  nx  consists  of  several  ana- 
tomic suhsites  each  showing  some  variation  in  cancer 
clinical  behavior,  therapeutic  needs  and  prognosis,  there 
are  some  getu'ral  principhrs  applicable  to  all  of  them. 
It  is  almost  universally  accepted  that  Tj  and  early  To 
tumors  can  b<‘  managed  either  by  a surgical  procedure 
or  by  irradiation  alone.  The  more  advanced  nc^oplasms 
are  usually  treated  with  irradiation  alone  with  surgery 


saved  for  the  neck  prohlem  and  for  tlu'  rescue  of  radia-  i 
tion  failures,  or  by  a planned  combination  of  radiation  I 
and  surgery'.  Evidence  is  available  yyhich  shoyvs  that  even  i 
for  the  cervical  node  metastatic  problem  of  a surgical  j 
procedure  should  be  priiceded  or  lolloyycd  hv  irradia-  | 
tion  of  the  neck. 

Irradiation  is  best  administered  by  external  tele- 
therapy with  supervoltage  beatn,  hut  selected  caset;  i 
may  be  amenable  to  interstitial  hrachy  therapy  alone 
or  as  a boost  to  transcutaneous  treatment. 

The  long  term  control  rates  range  from  75  [ler- 
cent  in  the  Stage  I group  to  hidoyy  10  |>erc<'nt  in  Stage 
IV.  I nfortunately.  Stage  IV  constitutes  the  largest 
group  in  most  series. 

This  [ire.sentation  will  discu.ss  tin-  optinud  mana- 
gement of  carcinoma  of  the  oropharynx  hy  radiation 
therapy  in  terms  of  energy,  fields  of  irradiation,  Irae- 
tionation,  fraction  and  total  dose,  and  the  \alue  of 
rest  periods  during  irradiation.  Data  on  the  merits 
and  risks  of  combining  irradiation  with  a surgical  pro- 
cedure will  he  presented.  The  results  on  \arious  com- 
hinations  of  multidrug  i hemotherapy  and  irradiation 
with  or  without  a subsequent  surgical  [iroeediire  lor 
the  more  ad\aueed  eases,  will  he  discus.sed.  | 

! 

GAMAGRAFIA  EN  EL  ESTUDIO  DE  LAS 
GLANDULAS  SALIVARES 

Aldo  E.  I.anaro,  MD  Diiúsion  Medicina  Piuclear  ■ C.LER 

.''e  comenta  la  necesidad  de  una  prueba  no  in-r 
vasiya  para  el  estudio  de  las  glándulas  saliyares.  Mnle-l 
rial  y Melado:  Uso  de  '^'^"'Tc  y estudio  en  (aunara  de^ 
Anger  en  fotos  .seriadas  para  visualizar  circulación. I 
acumulación  y excreción  del  material  en  las  glándulas.! 
Prueba  de  estimulación  excretora.  Ventajas  y desyen- 1 
tajas  de  las  posiciones  anterior,  posterior  y oblicuas.' 
(Condiciones  del  paciente:  en  ayunas,  sin  trauma  previoj 
en  glándulas  o conductos.  Resultados:  Imágenes  norma- 
les y anormah's.  Areas  calientes  y frías,  su  significado. 
Calientes  en  procesos  inflamatorios,  obstnicción  o tu- 
mor de  Warthin.  Frías  en  tumores  o disminueión  de 
función.  Carnagrama  con  ‘Ga  y .su  utilidad  en  pro- 
cesos inflamatorios  o linfocitarios.  Se  remarcarán  las 
ventajas  de  la  prui'ba  especialmente  por  ser  atraunia- 
tica,  nada  desagiadahle  para  pacientes  y técnicos,  dr 
irradiación  mi'nima  y que  puedi'  ser  de  gran  ayuda 
diagnóstica  en  diferentes  procesos  glandulares. 
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Librium;.,  an  unsurpassec 


More  than  two  decades  of 
research— including  hundreds 
of  animal  studies  and  hundreds 
of  clinical  trials— stand 
behind  the  proven  antianxiety 
performance  of  Librium. 


□ Proven  antianxiety  performance 

□ Minimal  effect  on  mental  acuity 

□ Predictable  patient  response 


□ Is  used  concomitantly  with  primary 
medications,  such  as  anticholinergics 
and  cardiovascular  drugs 


ItBS 


rea 


5/773 10mg,25mg  capsules 


lasase  see  nex^-ji^ge  for  summary  of  product  information. 


afety  record 


What  excited  clinical 
researchers  about 
Librium  was  its  promise 
of  effective  antianxiety 
action  within  an  unprece- 
dented margin  of  safety 
This  promise  continues  to  be 
fulfilled  in  millions  of 
patients  today—  most 
likely  including  many 
of  your  own. 


The  highly  favorable  benefits-to-risk  ratio 
of  Librium  is  a well-documented  rnatter  of 
record.  Clinical  experience  with  millions  of 
patients  indicates  that  the  most  common 
side  effects  are  dose  - related  and  thus 
largely  avoidable.  Tolerance  rarely  devel- 
ops at  recommended  doses.  Few  cases  of 
known  toxicity  have  been  reported.  In 
proper  dosage.  Librium  rarely  interferes 
with  mental  acuity  or  produces  adverse 
effects  on  the  cardiovascular  or  respira- 
tory system.  Patients  should,  however,  be 
cautioned  about  performing  tasks  requir- 
ing mental  alertness,  such  as  driving,  and 
possible  combined  effects  with  alcohol. 


Ubríum’ss^^ 

chbrdiazepoxide  HO /Roche 

Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states  Efficacy  beyond  four 
months  not  established  by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended 
Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug 

Warnings:  Warn  patients  that  mental  and'or  physical  abilities 
required  for  tasks  such  as  driving  or  operating  machinery  may 
be  impaired,  as  may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect.  Though  physical  and  psychological  dependence 
have  rarely  been  reported  on  recommended  doses,  use  caution 
in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
SIX,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated  Not  recommended  in  ctiildren  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  indi- 
vidual pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion Paradoxical  reactions  (e  g . excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  depres- 
sion, suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  oc- 
cur, especially  in  the  elderly  and  debilitated  These  are  revers- 
ible in  most  instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported  Also  encountered  are  iso- 
' lated  instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment, blood  dyscrasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported  occasionally,  mak- 
I ing  periodic  blood  counts  and  liver  function  tests  advisable  dur- 
; ing  protracted  therapy 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  ef- 
fects, Oral-Adults:  Mild  and  moderate  anxiety  and  tension,  5 or 
10  mg  i,/,d,  or  q.i  d.:  severe  states,  20  or  25  mg  t.i.d.  or  q i.d. 

\ Geriatric  patients:  5 mg  b i d.  loq  i d.  (See  Precautions  ) 
Supplied:  Librium"  (chlordiazepoxide  HCI)  Capsules.  5 mg,  10 
mg  and  25  mg — bottles  of  100  and  500,  Tel-E-Dose"  packages 
of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10,  Libritabs*  (chlordiazepoxide) 
Tablets.  5 mg,  10  mg  and  25  mg — bottles  of  100  and  500,  With 
respect  to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable. 
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Librax* 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2,5  mg  clid.nium  Br, 

Please  consult  complete  prescribing  information,  a 
summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows; 

"Possibly"  effective:  as  adjunctive  therapy  in  the 
treatment  of  peptic  ulcer  and  in  the  treatment  of  the 
irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effoctive  indica- 
tions requires  further  investigation. 

Contraindications:  Glaucoma;  prostatic  hypertrophy,  be- 
nign bladder  neck  obstruction;  hypersensitivity  to  chlor- 
diazepoxide HCI  and/or  clidinium  Br, 

Warnings:  Caution  patients  about  possible  combined  ef- 
fects with  alcohol  and  other  CNS  depressants,  and 
against  hazardous  occupations  requiring  complete  mental 
alertness  (e,g, , operating  machinery,  driving).  Physical  and 
psychological  dependence  rarely  reported  on  recom- 
mended doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI)  to  known  addiction-prone  individu- 
als or  those  who  might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions)  reported  following  discon- 
tinuation of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  ataxia,  oversedation, 
confusion  (no  more  than  2 capsules/day  initially;  increase 
gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  pharmacology 
of  agents,  particularly  potentiating  drugs  such  as  MAO  in- 
hibitors, phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence 
of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  ef- 
fects on  blood  coagulation  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax, 
When  chlordiazepoxide  HCI  is  used  alone,  drowsiness, 
ataxia,  confusion  may  occur,  especially  in  elderly  and  de- 
bilitated; avoidable  in  most  cases  by  proper  dosage  ad- 
justment, but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased 
libido — all  infrequent,  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e..  dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets 
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In  treating  certain  G.I.  disorders . . . ^ 

Enhance  your  therapeutic  expectations 
with  the  triple  benefits  of  . 

Adjunctive 


Each  capsule  contains 
5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Ubrax  is  unioue  among  G.I.  rnedications 
in  providing  the  specific  antianxiety  action  of 
LIBRIUM  (chlordiazepoxide  HCl)  as  well  as  the  potent 
antisecretory  and  atitispasmodic  actions  of 
QU-CRZAN  (clidinium  Br)  for  adjunctive  therapy 
of  irritable  bowel  syndromC'and  duodenal  ulcer.’ 


Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  preceding  page. 


In  pharyngitis  and  tonsillitis 

...prompt  temporary  relief 
of  pain  even  before 
patients  leave 
your  office. 


CEP^TAT 

mouthwash/gargle/sore 
throat  lozenges 


Proven  Anesthetic 
Effectiveness 

Spraying  the  throat  with  CÉPASTAT 
brings  soothing  relief  within  minutes. 
Your  patients  will  appreciate  this  relief 
while  waiting  for  therapeutic  measures 
to  take  hold.  The  well-established 
anesthetic  effects  of  CEPASTAT  pro- 
vide soothing  temporary  anesthesia  to 
the  irritated  or  inflamed  oropharyngeal 
mucosa. 

CÉPASTAT  in  your 
treatment  room  . . . 

Used  as  a spray,  CEPASTAT  is  more 
likely  to  deliver  the  most  relief  to  the 
painful  area  of  the  throat. 


Suit  the  product 
to  the  patient . . . 

The  liquid  is  best  for  use  at 
home  as  a spray  or  gargle.  Lozenges 
are  ideal  for  patients  on  the  go. 


A recommendation  is 
best . . . 

It  costs  less.  Keeps  the  emphasis 
where  you  want  it ...  on  more 
important  counter-measures  — your 
prescription  for  anti-infectives,  for 
example. 
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Cincinnati.  Ohio  45215 


relief  of  minor 
sore  throat  whei 


patients  want  it . 
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start  relief  of  sore  throat  pain- 
right  inyouroffce. 


Whenever  you  see  sore  throat  in  your 
examining  room,  put  relief  right  at  the  site  of 
the  pain.  A few  sprays  wifh  Chlorasepfic— 
followed  by  your  reoommendation  for  home 
use— is  all  it  takes.  Of  all  the  sprays,  gargles 
and  lozenges  for  temporary  relief  of  minor 


sore  throat  pain,  Chloraseptio  is  the  one 
physioians  reoommend  most. 

No  matter  how  you  treat  the  sore  throat 
pathogen,  give  Chloraseptio  for  the  pain— it 
works  within  minutes. 

Available  in  original  and  Cherry  flavor 


Send  her  home  feeling  better 

1 recommend 

Chtoraseptic 


The  Sore  Throat  Specific 


Eaton  Laboratories 

Dmskxi  of  Mofton-Norwich  Products,  Inc 
13-27  Eaton  A/enue,  Norwich.  N Y 13815 


What  other  antihyper- 
tensive  has  all  this 
to  offer: 

Proven  record  of  effectiveness... 

Reserpine,  hydrochlorothiazide, 
and  hydralazine  (the  components  of 
Ser-Ap-Es)  were  the  agents  used 
in  the  landmark  VA  Cooperative 


Studies.'’^  And  in  a recent  North- 
west Florida  Public  Health  Survey, 
Ser-Ap-Es  proved  highly  effective 
for  hypertensives  in  the  100-109 
mmHg  diastolic  range,®  satisfactory 
control  or  significant  improvement 
being  attained  in  98%  of  patients. 

G>mprehensive  control... 

combines  three  fundamental 
antihypertensive  mechanisms  — 
fluid  volume  reduction,  sympathetic 
inhibition,  direct  vasodilation. 


Favorable  side-effect  profile... 

since  component  dosages  are 
usually  lower  than  they  would  be  if 
given  alone  to  achieve  comparable  I 
antihypertensive  effect.  | 

Convenient  ■■■  j 

the  one-tablet  regimen  is  I 

easier  to  remember,  easier  to  refill. 

Encourages  long-term  I 

adherence  ■■■ 

Ser-Ap-Es  is  easy  to  administer  i 
and  convenient  for  patients  to  take. 


reserpine  0.1  mg 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 


If  you  didn’t  have 
it  now,  you’d  want 
to  create  it. 


yhen  dosages  con*espond  to  those 
)reestablished  by  individualized 
itration,  a Ser-Ap-Es  regimen  is 
;asy  to  stay  with.  Ser-Ap-Es  is  sig- 
lificantly  lower  in  cost  than  the  indi- 
ddual  components  prescribed 
;eparately. 

Zon^ared  favorably  with  beta- 
ilocker  regimens... 

The  most  recent  VA  study  * 
ompared  reserpine  plus  hydro- 


chlorothiazide to  propranolol  plus 
hydrochlorothiazide  for  patients 
with  mild  essential  hypertension. 
The  reserpine  regimen  appeared  at 
least  equally  effective  and  required 
no  complicated  dosage  titration. 
And  reserpine  did  not  cause  signifi- 
cantly greater  side  effects  with 
the  exception  of  nasal  stuffiness. 


Use  Ser-Ap-Es  cautiously  in 
patients  with  advanced  renal  dam- 
age or  cerebrovascular  accident. 
Discontinue  at  first  sign  of  mental 
depression. 

Please  turn  page  for  brief 
prescribing  information. 


C I B A 


«1% 


The  antihypertensr 
that  has  so  much^ 
to  give 


Ser-^«Es^ 

reserpine  0.1  mg  * 
hydralazine  hydrochloride  25  mg 
hydrochlorothiazide  15  mg 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  hypertension.  Hyper- 
tension requires  therapy  titrated  to  the  indi- 
vidual patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  manage- 
ment. The  treatment  of  hypertension  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant. 


INDICATIONS 

Hypertension.  (See  box  warning.) 

CONTRAINDICATIONS 

Reserpine:  Known  hypersensitivity;  mental  de- 
pression (especially  with  suicidal  tendencies); 
active  peptic  ulcer;  ulcerative  colitis;  electro- 
convulsive therapy. 

Hydralazine:  Hypersensitivity;  coronary  artery 
disease;  mitral  valvular  rheumatic  heart  disease. 
Hydrochlorothiazide:  Anuria;  hypersensitivity  to 
this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Reserpine:  Use  with  extreme  caution  in  patients 
with  a history  of  mental  depression.  Discontinue 
at  first  sign  of  despondency,  early  morning  in- 
somnia, loss  of  appetite,  impotence,  or  self- 
deprecation.  Drug-induced  depression  may  per- 
sist for  several  months  after  drug  withdrawal  and 
may  be  severe  enough  to  result  in  suicide. 

MAO  inhibitors  should  be  avoided  or  used  with 
extreme  caution. 

Hydralazine:  Hydralazine  may  produce  in  a few 
patients  a clinical  picture  simulating  systemic 
lupus  erythematosus.  In  such  patients  hydrala- 
zine should  be  discontinued  unless  the  behefit 
to  risk  determination  requires  continued  anti- 
hypertensive therapy  with  this  drug.  Symptoms 
and  signs  usually  regress  when  the  drug  is  dis- 
continued but  residua  have  been  detected  many 
years  later.  Long-term  treatment  with  steroids 
may  be  necessary. 

CBC’s,  L.E.  cell  preparations,  and  antinuclear 
antibody  titer  determinations  are  indicated  before 
and  periodically  during  prolonged  therapy  with 
hydralazine  or  if  the  patient  develops  any  un- 
explained signs  or  symptoms. 

A positive  antinuclear  antibody  titer  and/or  posi- 
tive L.E.  cell  reaction  requires  that  the  physician 
carefully  weigh  the  implications  of  the  test  re- 
sults against  the  benefits  to  be  derived  from 
antihypertensive  therapy  with  hydralazine. 

Use  MAO  inhibitors  with  caution. 
Hydrochlorothiazide:  Use  with  caution  in  severe 
renal  disease.  In  patients  with  renal  disease, 
thiazides  may  precipitate  azotemia.  Cumulative 
effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function. 

Thiazides  should  be  used  with  caution  in  patients 
with  impaired  hepatic functionorprogressive  liver 
disease,  since  minor  alterations  of  fluid  and  elec- 
trolyte imbalance  may  precipitate  hepatic  coma. 
Thiazides  may  add  to  or  potentiate  the  action  of 
other  antihypertensive  drugs.  Potentiation  occurs 
with  ganglionic  or  peripheral  adrenergic  block- 
ing drugs. 

Sensitivity  reactions  are  more  likely  to  occur  in 
patients  with  a history  of  allergy  or  bronchial 
asthma. 

The  possibility  of  exacerbation  or  activation  of 
systemic  lupus  erythematosus  has  been  reported. 

Usage  in  Pregnancy 

Reserpine:  The  safety  of  reserpine  for  use  during 
pregnancy  or  lactation  has  not  been  established; 
therefore,  the  drug  should  be  used  in  pregnant 
patients  or  women  of  childbearing  potential  only 
when,  in  the  judgment  of  the  physician,  it  is 
essential  to  the  welfare  of  the  patient.  Increased 
respiratory  tract  secretions,  nasal  congestion, 
cyanosis,  and  anorexia  may  occur  in  neonates 
and  breast-fed  infants  of  reserpine-treated 


mothers  since  reserpine  crosses  the  placental 
barrier  and  appears  in  maternal  breast  milk. 
Hydralazine:  Animal  studies  indicate  that  high 
doses  of  hydralazine  are  teratogenic  in  mice, 
possibly  in  rabbits,  and  not  in  rats.  Although 
clinical  experience  does  not  include  any  positive 
evidence  of  adverse  effects  on  the  human  fetus, 
hydralazine  should  be  used  during  pregnancy 
only  if  the  benefit  clearly  justifies  the  potential 
risk  to  the  fetus. 

Hydrochlorothiazide:  Thiazides  cross  the  pla- 
cental barrier  and  appear  in  cord  blood.  The  use 
of  thiazides  in  pregnant  women  requires  that  the 
anticipated  benefit  be  weighed  against  possible 
hazards  to  the  fetus.  These  hazards  include  fetal 
or  neonatal  jaundice,  thrombocytopenia,  and 
possibly  other  adverse  reactions  which  have 
occurred  in  the  adult. 

Nursing  Mothers:  Thiazides  appear  in  breast 
milk.  If  the  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing. 

PRECAUTIONS 

Reserpine:  Use  cautiously  in  patients  with  history 
of  peptic  ulcer,  ulcerative  colitis,  or  gallstones 
(biliary  colic  may  be  precipitated). 

Exercise  caution  when  treating  hypertensives 
with  renal  insufficiency.  Use  cautiously  with 
digitalis  and  quinidine. 

Intraoperative  hypotension  has  occurred  in  hy- 
pertensive patients  receiving  rauwolfia  prepara- 
tions, but  withdrawal  of  reserpine  does  not  assure 
that  circulatory  instability  will  not  occur  in  such 
patients. 

Hydralazine:  Use  cautiously  in  suspected  coro- 
nary artery  or  other  cardiovascular  disease, 
cerebral  vascular  accidents,  and  advanced  renal 
damage.  Postural  hypotension  may  occur,  and  the 
pressor  response  to  epinephrine  may  be  reduced. 
Peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling,  has  been  observed. 
Published  evidence  suggests  an  antipyridoxine 
effect  and  addition  of  pyridoxine  to  the  regimen 
if  symptoms  develop. 

Blood  dyscrasias,  consisting  of  reduction  in 
hemoglobin  and  red  cell  count,  leukopenia, 
agranulocytosis,  and  purpura,  have  been  re- 
ported. If  such  abnormalities  develop,  discon- 
tinue therapy.  Periodic  blood  counts  are  advised 
during  prolonged  therapy. 

Hydrochlorothiazide:  Periodic  determination  of 
serum  electrolytes  to  detect  possible  electrolyte 
imbalance  should  be  performed  at  appropriate 
intervals.  Observe  patients  for  clinical  signs  of 
fluid  or  electrolyte  imbalance  (hyponatremia, 
hypochloremic  alkalosis,  and  hypokalemia). 
Serum  and  urine  electrolyte  determinations  are 
particularly  important  when  the  patient  is  vomit- 
ing excessively  or  receiving  parenteral  fluids. 
Medication  such  as  digitalis  may  also  influence 
serum  electrolytes.  Warning  signs  are  dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular 
fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbance  such  as  nausea  or 
vomiting. 

Hypokalemia  may  develop,  especially  with  brisk 
diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  steroids  or  ACTH. 
Interference  with  adequate  oral  intake  of  electro- 
lytes will  also  contribute  to  hypokalemia.  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  digitalis  (eg, 
increased  ventricular  irritability). 

Any  chloride  deficit  is  generally  mild  and  usually 
does  not  require  specific  treatment  except  under 
extraordinary  circumstances  (as  in  liver  diseases 
or  renal  disease).  Dilutional  hyponatremia  may 
occur  in  edematous  patients  in  hot  weather;  ap- 
propriate therapy  is  water  restriction  rather  than 
administration  of  salt,  except  in  rare  instances 
when  the  hyponatremia  is  life-threatening.  In 
actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be 
precipitated  in  certain  patients.  Insulin  require- 
ments in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged.  Latent  diabetes  may 
become  manifest  during  thiazide  administration. 
Thiazide  drugs  may  increase  the  responsiveness 


to  tubocurarine.  The  antihypertensive  effects  of 
the  drug  may  be  enhanced  in  the  postsympathec- 
tomy patient.  Thiazides  may  decrease  arterial 
responsiveness  to  norepinephrine.  This  is  not 
sufficient  to  preclude  effectiveness  of  the  pressor 
agent  for  therapeutic  use. 

If  progressive  renal  impairment  becomes  evi- 
dent, consider  withholding  or  discontinuing 
diuretic  therapy. 

Thiazides  may  decrease  serum  FBI  levels  with- 
out sign  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides. 
Pathological  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have 
been  observed  in  a few  patients  on  prolonged 
thiazide  therapy.  The  common  complications  of 
hyperparathyroidism  such  as  renal  lithiasis, 
bone  resorption,  and  peptic  ulceration  have  not 
been  seen.  Thiazides  should  be  discontinued 
before  carrying  out  tests  for  parathyroid  function. 
ADVERSE  REACTIONS 

Reserpine;  Gasfro/niesf/na/— hypersecretion; 
nausea;  vomiting;  anorexia;  diarrhea.  Cardio- 
vascular—ang\na-\\ke  symptoms;  arrhythmias 
(particularly  when  used  concurrently  with  digi- 
talis or  quinidine);  bradycardia.  Central  Nervous 
System— drowsiness;  depression;  nervousness; 
paradoxical  anxiety;  nightmares;  rare  parkinsoh- 
ian  syndrome  and  other  extrapyramidal  tract 
symptoms;  CNS  sensitization  (manifested  by  dull 
sensorium,  deafness,  glaucoma,  uveitis,  and 
optic  atrophy).  M/sce//aneous— frequently  nasal 
congestion;  pruritus;  rash;  dryness  of  mouth; 
dizziness;  headache;  dyspnea;  syncope;  epi- 
staxis; purpura  and  other  hematological  reac- 
tions; impotence  or  decreased  libido;  dysuria; 
muscular  aches;  conjunctival  injection;  weight 
gain;  breast  engorgement;  pseudolactation; 
gynecomastia;  rarely  water  retention  with  edema 
in  hypertensive  patients. 

Hydralazine:  Common— headache;  palpitations; 
anorexia;  nausea;  vomiting;  diarrhea;  tachy- 
cardia; angina  pectoris.  Less  frequent— nasal 
congestion;  flushing;  lacrimation;  conjunctivitis; 
peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling;  edema;  dizziness; 
tremors;  muscle  cramps;  psychotic  reactions 
characterized  by  depression,  disorientation,  or 
anxiety;  hypersensitivity  (including  rash,  urti- 
caria, pruritus,  fever,  chills,  arthralgia,  eosino- 
philia,  and,  rarely,  hepatitis);  cohstipation;  diffi- 
culty in  micturition;  dyspnea;  paralytic  ileus; 
lymphadenopathy;  splenomegaly;  blood  dyscras- 
ias, consisting  of  reduction  in  hemoglobin  and 
red  cell  count,  leukopenia,  agranulocytosis  and 
purpura;  hypotension;  paradoxical  pressor 
response. 

Hydrochlorothiazide:  Gastrointestinal— anorexia, 
gastric  irritation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intrahepatic 
cholestatic),  pancreatitis,  sialadenitis.  Central 
Nervous  System— d izziness,  vertigo,  paresthesias, 
headache,  xanthopsia,  /-/emaio/og/c— leukopenia, 
agranulocytosis,  thrombocytopenia,  aplastic 
anemia.  Cardiovascular— orthostatic  hypotension 
(may  be  potentiated  by  alcohol,  barbiturates,  or 
narcotics),  /-/ypersens/i/v/ty— purpura,  photosensi- 
tivity, rash,  urticaria,  necrotizing  angiitis,  Stevens- 
Johnson  syndrome,  and  other  hypersensitivity 
reactions.  Other- hyperglycemia,  glycosuria, 
hyperuricemia,  muscle  spasm,  weakness,  rest- 
lessness. Whenever  adverse  reactions  a re  moderate 
or  severe,  reduce  dosage  or  withdraw  therapy. 
DOSAGE 

As  determined  by  individual  titration  (see  box 
warning). 

Usual  dosage  is  1 to  2 tablets  t.i.d.  For  mainte- 
nance, adjust  dosage  to  lowest  patient  require- 
ment. When  necessary,  more  potent  antihyper- 
tensives may  be  added  gradually  in  dosages 
reduced  by  at  least  50  percent. 

HOW  SUPPLIED 

Tablets  (light  salmon  pink,  dry-coated),  each 

containing  0.1  mg  reserpine,  25  mg  hydralazine 

hydrochloride,  and  15  mg  hydrochlorothiazide; 

bottles  of  100,  1000  and  Accu-Pak® 

blister  units  of  100.  C77-4  Rev.  1/77 

Consult  complete  product  literature  before 

prescribing. 
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INCIDENCE  OF  SERUM  PRECIPITINS  AGAINST  THERMOPHILIC 
ACTINOMYCETES,  PIGEON  DROPPING  AND  FUNGAL  ANTIGENS 

IN  PUERTO  RICO 


Eli  F.  Pagán,  Ph  D,  Viswanath  P.  Kurup,  Ph.  D and  Jordan  N.  Fink,  MD 


Summary:  The  incidence  of  precipitating 

antibodies  against  actinomycetes,  fungi  and 
pigeon  dropping  antigens  were  determined 
by  gel  immunodiffusion  tests  in  128  serum 
samples  of  three  geographic  areas:  North, 
Central-East,  and  South  of  Puerto  Rico.  For 
the  gel  immunodiffusion  tests,  a battery  of 
12  antigens  were  selected.  Micropoly sp ora 
faeni,  Therm oac tin omyces  vulgaris,  T.  Saccha- 
ri,  T.  Candidas,  and  Aspergillus  fumigatus 
were  prepared  in  the  laboratory,  while  Peni- 
cillium,  Trichoderma,  Alternarla,  Geotrichum, 
Cladosporium  and  Candida  albicans  were  ob- 
tained from  commercial  sources.  The  most 
prevalent  thermophilic  actinomycets  antigen 
is  T.  sacchari  (16.4  percent)  on  the  basis  of 
the  presence  of  precipitating  antibodies,  while 
the  most  prevalent  fungal  antigen  is  Penicillium 
(24.2  percent)  closely  followed  by  Candida 
albicans  (23.4  percent).  In  the  actinomycetes 
and  fungi,  the  antigen  giving  the  highest  per- 
centage of  1 + reactions  was  Candida  albicans 
(2.3  percent). 

Our  results  suggest  that  there  is  a high 
rate  of  exposure  to  thermophilic  actinomycetes 
and  fungi  in  the  environment. 


From  the  Department  of  Microbiology,  School  of  Me- 
dicine, Catholic  University  of  Puerto  Rico,  Ponce,  Puerto  Rico, 
and  the  Department  of  Medicine,  Medical  College  of  Wiscon- 
sin and  Research  Service,  Wood  V.  A.  Center,  Milwaukee,  Wis- 
consin. 


Introduction 

Hypersensitivity  pneumonitis,  sometimes 
called  extrinsic  allergic  alveolitis,  is  an  inflam- 
matory reaction  in  the  lungs  resulting  from  a 
greater  than  normal  response  to  various  inhaled 
antigenic  material  (1).  Among  the  antigens 
involved  in  the  etiology  of  hypersensitivity 
pneumonitis  are  the  thermophilic  actinomy- 
cetes (2,  3,  4),  saprophytic  fungi  (5,  6,  7), 
organic  dusts,  such  as  dried  pigeon  droppings 

(8) ,  and  parts  of  insects,  such  as  grain  weevils 

(9) .  The  environmental  source  of  antigen  varies 
in  each  of  the  different  hypersensitivity  pneu- 
monitides,  for  example,  in  bagassosis  the  source 
is  mouldy  sugar  cane  (10)  while  in  Farmer’s 
Lung  the  source  is  mouldy  hay  (11).  However, 
the  clinical  aspects  of  the  disorders  are  substan- 
tially the  same  regardless  of  the  etiologic  agents 
(12),  and  the  diagnosis  of  hypersensitivity  pneu- 
monitis is  based  upon  characteristic  clinical 
symptoms  and  serological  features  (13). 

At  present,  nothing  is  known  about  the 
prevalence  of  precipitating  antibodies  against 
fungi  or  thermophilic  actinomycetes  which 
cause  hypersensitivity  pneumonitis  in  Puerto 
Rico.  This  study  was  undertaken  to  study  the 
prevalence  of  precipitins  among  the  popula- 
tion in  Puerto  Rico. 

Materials  and  Methods 
Study  Subjects: 

A total  of  128  serum  samples  were  collected 


375 


376 


Volumen  70 
Núm.  1 1 


Eli  F.  Pagan,  PhD,  et  al 


TABLE  I 

SERUM  SAMPLES  BY  AREA  STUDIED 


AREA 

NUMBER  OF  SAMPLES 

NORTHERN 

Santurce 

24 

Rio  Piedras 

3 

Hato  Rey 

1 

Carolina 

1 

Saint  Just 

1 

Rio  Grande 

1 

Vega  Baja 

2 

CENTRAL  - EAST 

Caguas 

10 

Cayey 

56 

Cidra 

4 

Gurabo 

3 

Aibonito 

2 

Humacao 

2 

Naguabo 

1 

SOUTHERN 

Ponce 

17 

TOTAL- 

128 

from  March  1976  to  November  1977  in  three  geo- 
graphical areas  of  Puerto  Rico  (Table  I).  Blood  was 
collected  frorn  students,  service  personnel  and  facul- 
ty at  the  infirmary  of  the  University  College  of  Ca- 
yey,  patients  at  three  private  physician  offices  in  the 
city  of  Cayey,  patients  in  an  allergy  clinic  in  the  city 
of  Caguas,  and  patients  from  a private  laboratory  and 
hospital  in  the  city  of  San  Juan  and  Ponce.  Serum 
was  separated  by  centrifugation  and  one  drop  of  a 1 
percent  solution  of  sodium  azide  was  added  as  pre- 


servative. 

A n tigens: 

Lyophilized  antigens  of  thermophilic  actino- 
rnycetes  (Micropolyspora  faeni  5.0  mg/ml,  Thermo- 
actinomyces  vulgaris  30  mg/ml,  and  fungi,  Aspergi- 
llus fumigatus  (Wood  VA  strain  507)  at  10  mg^ml 
were  used  for  gel  immunodiffusion.  Lyophilized  anti- 
gens of  A.  fumigatus  were  prepared  by  growing  the 
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organisms  in  a synthetic  medium  (AOAC  Broth-Difco, 
plus  1 percent  glucose),  while  M.  faeni  was  grown  in 
SMSL  medium  according  to  the  method  of  Kurup 
and  Fink  (14).  The  filtrates  of  each  preparation  were 
processed  as  in  the  case  of  the  dializate  antigen  for 
thermophilic  actinomycetes.  Thermoactinomyces  vul- 
garis, T.  candidas,  and  T.  sacchari  antigens  were  pre- 
pared by  a modified  method  (15)  of  the  double  dia- 
lysis antigen  preparation  of  Edwards  (16). 

Commercial  antigens  of  Penicillium  mixture, 
Trichoderma,  Alternaria,  Geotrichum,  Cladosporium 
and  Candida  albicans  were  used  at  a 1:10  w/v  concen- 
tration. Commercial  antigens  were  obtained  from 
Greer  Laboratories,  Lenoir,  North  Carolina. 

Crude  pigeon  dropping  extract  antigen  was  pre- 
pared at  a concentration  of  10  percent  w/v  in  0.15 
MNaCl(8). 

Gel  Immunodiffusion  Test: 

A modification  of  the  Wadsworth  template  dou- 
ble immunodiffusion  method  (17)  was  used  to  test 
the  sera  for  the  presence  of  precipitating  antibodies 
against  thennophilic  actinomycetes  and  fungi  (17A). 
The  outer  row  of  wells  in  the  template  was  filled  with 
unknown  sera.  The  center  wells  were  filled  with  anti- 
gen. A known  positive  and  negative  control  were  run 
simultaneously  with  all  the  sera  tested.  The  precipi- 
tin reactions  were  characterized  as  strong,  weak,  ex- 
tremely weak  or  negative  according  to  the  presence 
of  multiple  dense,  single  less  dense,  questionable  and 
no  precipitin  arcs,  respectively. 

Results 

The  results  of  the  study  demonstrated 
that  the  most  prevalent  precipitin  reaction  in 
Puerto  Rican  sera  against  thermophilic  actino- 
mycetes occurs  with  T.  sacchari  antigen  (21 
of  128  or  16.4  percent).  Other  reactions  inclu- 
ded 14  T.  candidas  (10,9  percent),  12  T.  vul- 
garis (9.3  percent),  2 M.  faeni  (1.5  percent), 
with  88  sera  not  reacting  (68.7  percent)  to  any 
of  the  antigens  studied.  Of  the  128  sera  tested 
with  thermophilic  antigens,  35  (27.3  percent) 
reacted  only  to  one  antigen,  2 (1.5  percent) 


Precipitins  Fungus 

to  two  antigens,  and  3 (2.3  percent)  to  three 
or  more  antigens. 

The  greatest  reactivity  against  fungal  anti- 
gens was  observed  with  Penicillium  (31  of  128 
or  24.2  percent)  followed  by  Candida  albicans 
(30  of  128  or  23.4  percent),  Cladosporium 
(28  of  128  or  21.0  percent).  Geotrichum  (26 
of  128  or  20.3  percent),  Alternaria  (24  of  128 
or  18.7  percent),  Aspergillus  fumigatus  (20  of 
128  or  15.6  percent),  and  Trichoderma  (16  of 
86  or  18.6  percent).  Total  reactions  observed 
in  the  population  with  all  fungal  antigens  in- 
cluded 50  negative  individuals  (39  percent),  24 
reacted  to  only  one  antigen  (18.7  percent),  27 
each  (21  percent)  reacted  to  two  or  more 
antigens. 

Discussion 

The  results  of  the  precipitating  antibody 
reactions  observed  in  the  sera  indicate  that 
(Table  II)  the  incidence  of  precipitins  to  ther- 
mophilic actinomycetes  is  very  close  to  that  of 
the  other  fungi.  Among  the  thermophilic  acti- 
nomycetes, T.  sacchari  is  the  commonest  anti- 
gen while  among  the  fungi,  Penicillium  seems 
to  be  the  most  predominant  antigen.  It  is  inte- 
resting to  note  that  Candida  albicans,  Peni- 
cillium and  Trichoderma  give  the  strongest 
precipitating  reactions. 

Serologic  studies  of  patients  with  hyper- 
sensitivity pneumonitis  uniformly  demonstrate 
antibodies  against  the  offending  antigen  (18). 
Furthermore,  it  has  also  been  shown  that 
asymptomatic  individuals  exposed  to  antigenic 
material  may  develop  serum  precipitins  without 
developing  any  features  of  a hypersensitivity 
pneumonitis  (19).  Currently,  clinical  correla- 
tions to  substantiate  the  diagnosis  of  hyper- 
sensitivity pneumonitis  in  reactive  individuals 
are  not  available.  Nevertheless,  the  high  per- 
centage of  precipitins  against  T.  sacchari  in  the 
current  study  suggests  that  the  prevalence 
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TABLE  II 

RESULTS  OF  THE  IMMUNODIFFUSION  TESTS 


Antigens 

S 

W 

Number  of  Positive  Reactions 

Percent 

EW  POS  Positive 

No.  of 

Samples 

Tested 

M.  faeni  T-I50 

0 

0 

2 

2 

* 7.5 

128 

T.  vulgaris  T-101 

0 

1 

11 

12 

9.3 

128 

T.  candidas  T-106 

0 

2 

12 

14 

10.9 

128 

T.  sacchari  T-145 

0 

1 

20 

21 

16.4 

128 

Pigeon  dropping  extract 

0 

14 

39 

53 

41.4 

128 

A.  fumigatus  507 

0 

3 

17 

20 

15.6 

128 

Penicillium  mixture  (Greer) 

I 

2 

28 

31 

24.2 

128 

Trichoderma  (Greer) 

1 

4 

11 

16 

18.6 

86 

Alternaria  (Greer) 

0 

2 

22 

24 

18.7 

128 

Geotrichum  (Greer) 

0 

0 

26 

26 

20.3 

128 

Cladosporium  (Greer) 

0 

3 

25 

28 

21.0 

128 

Candida  albicans  (Greer) 

3 

5 

22 

30 

23.4 

128 

EW  = questionable 

W = single  less  dense  discernible  precipitin  band 

S = multiple  dense  intensely  stained  precipitin  band 

ot  this  organism  in  the  Puerto  Rican  environ- 
ment is  substantial  and  that  a high  rate  of  ex- 
posure to  the  antigen  occurs.  However,  non  of 
the  individuals  studied  are  known  to  work  in 
sugar  cane  operations  or  bagasse  handling.  T. 
sacchari  is  likely  present  in  significant  numbers 
in  Puerto  Rico  to  cause  an  immune  response 
as  demonstrated  by  the  current  study.  This  is 
probably  related  to  the  agricultural  habits  of 
Puerto  Rico  in  which  one  of  the  major  crops 
is  sugar  cane.  After  the  sugar  cane  is  crushed 
and  the  syrup  is  extracted,  the  crush  dried  left 
over  fiber  or  bagasse  is  bailed  and  used  for  other 
manufacturing  operations,  piled  in  appropriate 


places,  or  simply  discarded.  Thus,  there  is  likely 
ample  environmental  contamination  with  the 
organism.  Puerto  Rico,  on  the  other  hand,  has 
no  agricultural  practice  of  raising  hay.  This  can 
be  substantiated  by  the  differences  in  reactions 
to  T.  sacchari  (16.4  percent)  as  opposed  to  M. 
faeni  (1.5  percent),  the  major  antigen  in  Far- 
mer’s Lung. 

The  finding  that  10.9  percent  of  the  po- 
pulation have  precipitins  against  T.  candidas 
is  interesting.  This  species  was  first  described 
as  a new  species  of  thermophilic  actinomy- 
cetes  in  1975  (20).  T.  candidas  has  been  iso- 
lated from  many  types  of  environmental  sam- 
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pies  such  as  air  conditioners,  humidifiers,  wood 
dust,  house  dust,  moldy  grains,  furnace  filters 
and  other  samples  (21).  The  10.9  percent  pre- 
valence of  precipitating  antibodies  in  the  sera 
of  Puerto  Ricans  suggests  a wide  distribution 
of  the  organisms  in  the  environment. 

T.  vulgaris,  along  with  M.  faeni  is  recog- 
nized as  a major  cause  of  Farmer’s  Lung  (22, 
23,  24).  Serum  precipitins,  could  be  detected 
in  9.3  percent  of  the  studied  population.  T. 
vulgaris  is  associated  with  interstitial  lung  di- 
sease and  has  been  isolated  from  forced  air 
heating  systems,  air  conditioners  and  humi- 
difiers (25). 

The  study  of  Roure  and  Ramirez  (26) 
indicates  that  the  seven  most  frequent  genera 
of  fungi  isolated  in  the  area  of  Mayaguez  were; 
Geotrichum,  Cladosporium,  Aspergillus,  Neu- 
rospora,  Aureobasidium  (Pullularia),  Alterna- 
rla and  Candida.  Our  study  shows  a high  inci- 
dence of  precipitin  antibodies  against  these 
fungal  antigens  except  for  Neurospora  and 
Pullularia  which  were  not  included  in  the  sero- 
logic tests. 

Our  study  also  confirms  the  exposure 
of  the  population  to  Geotrichum  as  also  found 
by  Roure  and  Ramirez.  Geotrichosis  is  con- 
sidered a rare  fungus  infection,  yet  this  fungus 
can  produce  lesions  in  the  mouth,  intestinal 
tract,  bronchi  and  lungs.  Previous  to  the  study 
of  Roure  and  Ramirez,  Geotrichum  had  not 
been  reported  as  a possible  aeroallergen.  In 
the  present  study,  serum  precipitins  against 
Geotrichum  were  found  in  20.3  percent  of  the 
population  and  confirms  the  exposure. 

Among  the  fungi  tested,  Candida  albi- 
cans is  of  importance  due  to  high  percentage 
reactors  against  it  (23.4  percent).  According 
to  the  literature  (27,  28,  29,  30,  31,  32)  the 
presence  of  immunodiffusion  bands  and  per- 
haps complement  fixation  titers  appears  to  be 
of  diagnostic  and  prognostic  value. 

Aspergillus  is  found  frequently  as  an 
aeroallergen  in  Puerto  Rico.  Previous  studies 
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by  Toro  (33),  Pons  (34,  35),  Roure  and  Ra- 
mirez (26),  showed  that  Aspergillus  ranked 
high  in  frequency.  In  this  study,  serum  pre- 
cipitins against  the  Aspergillus  fumigatus  an- 
tigen was  found  in  15.6  percent  of  the  sera 
tested. 

The  presence  of  precipitating  antibodies 
against  Trichoderma  antigen  is  noteworthy. 
The  research  group  at  Madison,  Wisconsin, 
have  found  precipitating  antibodies  against 
Trichoderma  in  sera  of  patients  with  hyper- 
sensitivity pneumonitis  due  to  textile  plant 
dust  (36). 

Our  investigation  shows  that  among  the 
fungi,  the  highest  percentage  of  serum  pre- 
cipitins occurs  with  the  Penicillium  mixture 
antigen.  Allergic  bronchopulmonary  penicillio- 
sis is  a type  of  pneumonitis  which  has  been 
recently  observed  but  has  not  been  extensively 
studied.  Precipitin  antibodies  against  Penici- 
llium are  found  in  sera  of  patientswith  hyper- 
sensitivity pneumonitis  (36,  37). 

In  the  population  surveyed,  41.4  per- 
cent showed  serum  precipitin  using  pigeon 
dropping  antigen.  In  this  group,  reactions 
against  the  avian  proteins  was  considered  not 
significant,  since  precipitin  reactions  were 
numerous  and  not  very  strong.  The  high  va- 
lues observed  in  this  study  against  the  pigeon 
dropping  extract  may  have  been  done  to  the 
many  and  diverse  non-specific  reacting  subs- 
tances present  in  the  crude  antigen  (38,  39). 
However,  the  high  reactivity  may  reflect  the 
social  custom  in  Puerto  Rico  of  rural  families 
reaising  small  flocks  of  chicken  and  pigeons 
in  their  yards  as  well  as  training  gamecocks 
for  the  sport  of  cockfighting. 
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Brief  Summary 

Indication:  Hypertension.  (See  box  warning.) 
Contraindications:  Mental  depression, 
hypersensitivity,  and  mosteases  of  severe  renal  or 
hepatic  diseases. 

Warnings: 

These  fixed  combination  drugs  are  not  indicated 
for  initial  therapy  of  hypertension . Hypertension 
requires  therapy  titrated  to  the  individual  patient. 

If  the  fixed  combination  represents  the  dosage  so 
determined,  its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of 
hypertension  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


Use  with  caution  in  patients  with  severe  renal  disease, 
impaired  hepatic  function  or  progressive  liver  disease. 
Regroton  or  Demi-Regroton  may  potentiate 
action  of  other  antihypertensive,  ganglionic  and 
peripheral  adrenergic-blocking  daigs.  Sensitivity 
reactions  may  occur  in  allergic  and  asthmatic  patients. 
Discontinue  one  week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs.  Use  in 
pregnancy:  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  The  use  of  chlorthalidone  and 
related  drugs  in  pregnant  women  requires  that  the 
anticipated  benefits  of  the  drug  be  weighed  against 
possible  hazards  to  the  fetus.  These  hazards  include 
fetal  or  neonatal  jaundice,  th  rombocytopenia,  and 
possibly  other  adverse  reactions  which  have  occurred 
in  the  adult.  Use  with  care  in  nursing  mothers  since 
thiazides  and  reserpine  cross  the  placental  barrier  and 
appear  in  cord  blood  and  breast  milk.  Increased 
respiratory  secretions,  nasal  congestion , cyanosis  and 
anorexia  may  occur  in  infants  born  to  reserpine-treated 
mothers.  If  use  of  the  drug  is  essential , the  patient 
should  stop  nursing.  Precautions:  Antihypertensive 
therapy  with  these  drugs  should  always  be  initiated 
cautiously  in  postsympathectomy  patients  and  in 
patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or  curare.  Reduce 
dosage  of  concomitant  antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypotension  during  surgery, 
discontinue  therapy  with  these  agents  two  weeks  prior 
to  elective  surgical  procedures.  In  emergency  surgery, 
use  anticholinergic  or  adrenergic  drugs  or  other 
supportive  measures  if  needed.  Because  of  the 
possibility  of  progression  of  renal  damage,  periodic 
kidney  function  tests  are  indicated.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated  (hepatic 
coma  may  be  precipitated).  Patients  receiving 
chlorthalidone  should  have  periodic  determination  of 
serum  electrolytes  and  should  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  imbalance  (hyponatremia, 
hypochloremic  alkalosis  and  hypokalemia),  particularly 
if  they  are  receiving  digitalis,  parenteral  fluids,  or  are 
vomiting  excessively.  Hypokalemia  may  develop  with 
chlorthalidone  as  with  any  other  potent  diu  retie, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or 
ACTH.  Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia.  Digitalis 
therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial 
activity.  Any  chloride  deficit  is  generally  mild  and  usually 
does  not  require  specific  treatment  except  under 
extraordinary  circumstances  (as  in  liver  disease  or 
renal  disease).  Dilutionai  hyponatremia  may  occur  in 
edematous  patients  in  hot  weather.  Hyperuricemia  may 
occur  or  gout  be  precipitated  in  certain  patients.  Insulin 
requirements  in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged  and  latent  diabetes  mellitus 
may  become  manifest.  Chlorthalidone  and  related 
drugs  may  decrease  arterial  responsiveness  to 
norepinephrine.  Chlorthalidone  and  related  drugs  may 
decrease  serum  PBI  levels  without  signs  of  thyroid 
disturbance.  Use  cautiously  in  patients  with  ulcerative 
colitis  or  gallstones  (biliary  colic  may  be  precipitated) . 
Bronchial  asthma  may  occur  in  susceptible  patients. 
Adverse  Reactions:  These  drugs  are  generally  well 
tolerated.  The  most  frequent  adverse  reactions  are 
anorexia,  nausea,  vomiting,  gastric  irritation,  diarrhea, 
constipation,  headache,  dizziness,  weakness,  muscle 
cramps,  nasal  congestion,  drowsiness  and  mental 
depression.  Other  potential  side  effects  include  skin 
rash,  urticaria,  ecchymosis;  hyperglycemia  and 
glycosuria  (diabetics  should  be  checked  regularly), 
hyperuricemia  and  acute  gout,  and  impotence.  With 
chlorthalidone:  restlessness,  transient  myopia:  dysuria, 
orthostatic  hypotension  (may  be  potentiated  by  alcohol, 
barbiturates  or  narcotics),  rare  idiosyncratic  reactions 
such  as  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranuloc)dosis,  purpura, 
necrotizing  angiitis  and  Lyell's  syndrome  (toxic 
epidermal  necrolysis);  pancreatitis  when  epigastric  pain 
or  unexplained  G.  I . symptoms  develop  after  prolonged 
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Demi-Regrotoni 


Each  tablet  provides: 
chlorthalidone  USP  25  mg.,  reserpine  USP  0.125  mg. 


one 
a day 


Combines  three  important  extra  benefits 


24'hour 

activity 

with  the  most  widely 
prescribed  long-acting 
diuretic 

Brief  Summary  continued 
administration;  other  reactions  reported  with  this  class 
of  compounds  include  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization.  With  reserpine: 
angina  pectoris,  bradycardia,  ectopic  cardiac  rhythms 
(especially  with  digitalis);  blurred  vision,  conjunctival 
injection,  uveitis,  optic  atrophy,  glaucoma,  deafness, 
increased  gastric  secretions,  dull  sensorium, 
paradoxical  anxiety,  nightmares,  reversible  paralysis 
agitans  syndrome,  dyspnea,  weight  gam.  dryness  of 

musi/  USV  Laboratories  Inc. 
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Low-dosage 

efficacy 

to  reduce  potential  for 
dose-related  side  effects 


mouth,  increased  susceptibility  to  colds,  decreased 
libido,  skin  flushing  and  pruritus  Dosage:  Should  be 
determined  by  individual  titration.  (See  box  warning.) 
Dosage  of  eifher  Regroton  or  Demi-Regrofon  for  most 
patients  IS  one  tablet  once  a day 
How  Supplied:  Regroton  as  pink,  round,  single-scored 
tablets  in  bottles  of  100  and  1000;  Demi-Regroton  as 
white,  round  tablets,  bottles  of  100. 


One-a-day 

dosage 

for  improved  patient 
compliance 

and  when  full-dose 
therapy  is  indicated 

Regroton'sTav 

Each  tablet  provides  chlorthalidone  USP  50  mg  . 
reserpine  USP  0 25  mg 

See  lacing  page  lor  Brief  Summary 


All  clear  in 
Malibu 


Ordinary  topical  cortico- 
steroids are  generally  not 
recommended  when  infection 
complicates  dermatoses  * 
That’s  why  your  patients  need 
Vioform®-Hydrocortisone. 

Because  Vioform  pro- 
vides four- way  action  in  just 
one  preparation. 

Your  patients  can  be  all 
clear  in  Malibu... or  on  any 
beach.. .with  Vioform- 
Hydrocortisone. 

•This  drug  has  been  evaluated  as  possibly 
effective  for  these  indications. 

Please  see  brief  prescribing  information. 

Viofomi- Hydrocortisone 

(iodochlorhydroxyquin  and  hydrocortisone) 
INDtCATIONS 

Based  on  a review  of  this  drug  by  the  Na- 
tional Academy  of  Sciences-National  Re- 
search Council  and/or  other  information, 

FDA  has  classified  the  indications  as 
follows: 

“Possibly"  effective:  Contact  or  atopic 
dermatitis:  impetiginized  eczema;  nummular 
eczema;  infantile  eczema;  endogenous 
chronic  infectious  dermatitis;  stasis  der- 
matitis; pyoderma;  nuchal  eczema  and 
chronic  eczematoid  otitis  externa;  acne  ur- 
ticata;  localized  or  disseminated  neuroder- 
matitis; lichen  simplex  chronicus;  anogenital 
pruritus  (vulvae,  scroti,  ani);  folliculitis; 
bacterial  dermatoses;  mycotic  dermatoses 
such  as  tinea  (capitis,  cruris,  corporis, 
pedis);  moniliasis,  intertrigo 
Final  classification  of  the  less-than-effective 
indications  requires  further  investigation 


CONTRAINDICATIONS 

Hypersensitivity  to  Vioform-Hydrocortisone,  or 
any  of  its  ingredients  or  related  compounds;  le- 
sions of  the  eye;  tuberculosis  of  the  skin;  most 
viral  skin  lesions  (including  herpes  simplex, 
vaccinia,  and  varicella). 

WARNINGS 

This  product  is  not  for  ophthalmic  use. 

In  the  presence  of  systemic  infections,  appro- 
priate systemic  antibiotics  should  be  used. 

Usage  In  Pregnancy 

Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  pregnancy, 
the  safety  of  their  use  in  pregnant  females  has 
not  been  established.  Therefore,  they  should  not 
be  used  extensively  on  pregnant  patients  in 
large  amounts  or  for  prolonged  periods  of  time. 
PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare 
cases.  If  this  occurs,  discontinue  therapy.  May 
stain. 

If  used  under  occlusive  dressings  or  for  a pro- 
longed period,  watch  for  signs  of  pituitary- 
adrenal  axis  suppression. 

May  interfere  with  thyroid  function  tests.  Wait  at 
least  one  month  after  discontinuance  of  therapy 
before  performing  these  tests.  The  ferric 
chloride  test  for  phenylketonuria  (PKU)  can 
yield  a false-positive  result  if  Vioform  is  present 
in  the  diaper  or  urine. 

Prolonged  use  may  result  in  overgrowth  of  non- 
susceotible  organisms  requiring  appropriate 
therapy. 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burn- 
ing, irritation,  pruritus.  Discontinue  if  untoward 
reaction  occurs.  Rarely,  topical  corticosteroids 
may  cause  striae  at  site  of  application  when 
used  for  long  periods  in  intertriginous  areas. 


DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times 
daily. 

HOW  SUPPLIED 

Cream,  3%  iodochlorhydroxyquin  and  1 % 
hydrocortisone  in  a water-washable  base  con- 
taining steryl  alcohol,  cetyl  alcohol,  stearic  acid, 
petrolatum,  sodium  lauryl  sulfate,  and  .glycerin 
in  water;  tubes  of  5 and  20  Gm.  Ointment,  3% 
iodochlorhydroxyquin  and  1%  hydrocortisone  in 
a petrolatum  base;  tubes  of  20  Gm.  Lotion,  3% 
iodochlorhydroxyquin  and  1%  hydrocortisone  in 
a water-washable  base  containing  stearic  acid, 
cetyl  alcohol,  lanolin,  propylene  glycol,  sorbitan 
trioleate,  polysorbate  60,  triethanolamine, 
methylparaben,  propylparaben,  and  perfume 
Flora  in  water;  plastic  squeeze  bottles  of  15  ml. 
Mild  Cream,  3%  iodochlorhydroxyquin  and 
0.5%  hydrocortisone  in  a water-washable  base 
containing  stearyl  alcohol,  cetyl  alcohol,  stearic 
acid,  petrolatum,  sodium  lauryl  sulfate,  and 
glycerin  in  water;  tubes  of  Vz  and  1 ounce.  Mild 
Ointment,  3%  iodochlorhydroxyquin  and  0.5% 
hydrocortisone  in  a petrolatum  base;  tubes 
of  1 ounce.  C75-38  Rev.  7/75 

Consult  complete  product  literature  before  pre- 
scribing. 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 
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The  functional  bowel  and 

other  unexplained  G.I.  disturbances... 

lACr-MD 

FOR  LACTOSE  INTOLERANCE 


Most  people  gradually  stop  producing  lactase, 
the  milk  sugar  splitting  enzyme,  shortly  after 
weaning.  With  the  exception  of  most  Northern 
Europeans,  few  ethnic  groups  handlelactose  well, 
especially  as  adults.  In  fact,  some  groups  such  as 
adult  Blacks,  Orientals  and  American  Indians 
seem  to  be  almost  without  any  ability  to  produce 
lactase.  Central  European  and  Mediterranean 
descendents  clearly  demonstrate  the  problem  to  a 
moderate  degree. 

Estimates  vary,  but  there  are  believed  to  be 
some  30  million  lactose  intolerant  persons  in  the 
(J.S.  alone. 

Therefore,  lactose  Intolerance  should  be 
an  immediate  consideration  when  there  are  G.I. 
complaints  of  unknown  etiology. 

Suspect  lactase  deficiency  when  your  patient 
complains  of  gas,  indigestion,  excessive  flatulence, 
diarrhea  or  vague  abdominal  pain.  Consider  too, 
that  a patient  with  known  organic  bowel  disease 
may  also  have  lactose-related  problems. 

Cl  Does  all  this  mean  that  such  patients  must  refrain 
from  the  use  of  milk  and  other  dairy  products? 

A.  Probably  not.  One  packet  of  Lact-Aid'properly 
mixed  with  one  quart  of  milk  provides  sufficient 
lactase  enzyme  to  hydrolyze  most  of  the  lactose 
Into  the  simple  sugars,  galactose  and  glucose,  for 
easy  absorption.  Two  packets  can  effect 
quantitative  conversion. 

SugarLo  Company,  P.O.  Box  1017,  Atlantic  City,  NJ 
08404.  Write  for  literature  and  ordering  information. 
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LACTASE  ENZYME  "" 

the  answer 
to  lactose 
intolerance 


Ingredients:  Glucose,  Lactase  enzyme  from  Saccharomyces 
(Kluyveromyces)  lactis  yeast  (4000  ONPG  units  each 
0.7  gram  packet),  food  grade  silicate  as  anti-caking  agent. 


EXPERIENCIAS  EN  EL  TRATAMIENTO 
DEL  HIPERTIROIDISMO  CON  l^^I 

Aldo  E.  Lanaro,  MD 


Resumen:  Estudio  estadístico  sintético  de  los 
resultados  obtenidos  en  el  tratamiento  del  hi- 
pertiroidismo  con  131  j durante  17  años  en  el 
Centro  para  Estudios  Energéticos  y Ambienta- 
les (ex  Centro  Nuclear  de  Puerto  Rico).  El 
estudio  incluyó  248  pacientes  con  un  segui- 
miento de  1 a 17  años.  De  ellos  154  están 
eutiroideos,  un  62  por  ciento;  64  hipotiroi- 
deos,  un  26  por  ciento  y 30  hipertiroideos,  un 
12  por  ciento.  La  dosis  promedio  fue  de  5.3 
mCi(1.0-  13.5  mCi). 

En  187  pacientes  que  recibieron  una  sola 
dosis  (promedio  3.9  mCi)  hay  121  eutiroideos, 
65  por  ciento;  45  hipo  tiroideos,  24  por  ciento 
y 21  hipertiroideos,  11  por  ciento. 

En  48  que  recibieron  dos  dosis  (promedio 
7.3  mCi)  hay  25  eutiroideos,  52  por  ciento; 
14  hipotiroideos,  29  por  ciento  y 9 hipertiroi- 
deos, 19  por  ciento. 

En  13  casos  con  tres  o más  dosis  (prome- 
dio 19.6  mCi)  hay  8 eutiroideos,  62  por  ciento; 
5 hipotiroideos,  38  por  ciento;  0 hipertiroideos, 
0 por  ciento. 

Una  tabla  comparativa  de  estos  resultados 
con  los  de  otros  Centros  muestra  una  mayor 
cantidad  de  casos  de  hipotiroidismo  con  dosis 
más  pequeñas  en  el  CEER.  Esto  se  puede  inter- 
pretar como  una  sensibilidad  mayor  al  yodo  de 
la  glándula  en  la  población  de  Puerto  Rico. 


De  la  División  de  Medicina  Nuclear,  Centro  para  Estudios 
Energéticos  y Ambientales  de  la  Universidad  de  Puerto  Rico 
(Ex  Centro  Nuclear),  Estación  Caparra  Heights,  San  Juan, 
Puerto  Rico,  00935. 


Summary:  Synthetic  statistic  study  of  the  re- 
sults in  the  treatment  of  hyperthyroidism 
with  13  Ij  during  17  years  at  the  Center  for 
Energy  and  Environment  Research  (former 
Puerto  Rico  Nuclear  Center).  The  study  inclu- 
des 248  patients  who  were  in  follow-up  from 
1 to  17  years.  From  them,  actually  there  are 
154  euthryoid  patients  (62  percent),  64  hypo- 
thyroids  (26  percent)  and  30  hyperthyroids 
(12  percent).  The  average  dose  was  5.3  mCi 
(1.0  - 13.5  mCi). 

In  187  patients  with  one  dose  (mean  3.9 
mCi)  there  are  121  (65  percent)  euthyroids,  45 
(24  percent)  hypothyroids  and  21  (11  percent) 
hyperthyroids. 

In  48  with  two  doses  (mean  7.3  mCi)  there 
are  25  (52  percent)  euthyroids,  14  (29  per- 
cent) hypothyroids  and  9 (19  percent)  hyper- 
thyroids. 

In  13  cases  with  three  or  more  doses 
(mean  19.6  mCi)  there  are  8 (62  percent) 
euthyroids,  5 (38  percent)  hypothyroids  and 
0 (0  percent)  hyperthyroids. 

A comparative  table  with  other  Centers’ 
results  shows  at  the  CEER  a greater  number  of 
cases  with  hypothyroidism  with  a smaller  mean 
dose.  This  could  be  interpreted  as  a greater  sen- 
sibility of  the  gland  in  Puerto  Rican  people. 


Respondiendo  a la  exhortación  de  los  doc- 
tores F.  L.  Burgos  y J.  V.  Rivera,  en  su  trabajo 
de  enero  de  1977  en  esta  misma  Revista  (1), 
hemos  preparado  un  estudio  estadístico  sinté- 


382 


BoL  Asoc.  Médica  de  P.  Rico 
Noviembre  1978 


Hipertiroidismo  tratamiento 


383 


TABLA  I 


Total  de  pacientes 

Promedio  de  dosis  administrada 

Rango  de  dosis  administrada 

Mediana  de  la  dosis  administrada 

Promedio  del  número  de  dosis  dada  a cada  paciente 

Mediana  del  número  de  dosis  dada  a cada  paciente 

Promedio  de  tiempo  de  control 

Rango  de  tiempo  de  control 


248  pacientes 
5.3  m Ci 

1. 0 - 1 3.5  m Ci 
4.5  mCi 

1.35 

1.0 

6.1  años 

1.0  • 17.0  años 


tico  de  los  resultados  obtenidos  en  el  tratamien- 
to con  de  pacientes  hipertiroideos  en  el 

Centro  para  Estudios  Energéticos  y Ambien- 
tales (ex  Centro  Nuclear  de  Puerto  Rico)  y las 
dosis  empleadas. 

Material  y Método 

Se  consideraron  para  este  análisis  los  pacientes 
tratados  por  hiperfunción  tiroidea  desde  el  año  1959 
hasta  1976  un  año  antes  de  comenzar  este  estudio. 
Se  trataron  en  ese  lapso  338  pacientes  de  los  cuales 
248  han  concurrido  para  control,  teniendo  todos  ellos 
entre  1 y 17  años  de  recibida  la  última  dosis.  El  pro- 
medio de  tiempo  de  seguimiento  fue  de  6.1  años. 

En  la  selección  de  los  pacientes  se  siguieron  como 
normas;  el  tener  pruebas  de  laboratorio  que  confir- 
maran el  diagnóstico,  ser  mayores  de  40  años  o meno- 
res que  no  respondían  o no  toleraban  las  drogas  anti- 
tiroideas, no  tener  nodulo  único  o ser  recidiva  de  ci- 
rugía. 

En  el  cálculo  de  la  dosis  a administrar  se  usó 
la  fórmula  implantada  en  la  División  por  el  Dr.  S.  Iri- 
zarry, muy  conservadora,  en  vista  de  la  literatura  pu- 
blicada sobre  incidencia  de  hipofunción  glandular 


después  de  la  terapia  (2,  3,  4).  La  norma  para  el  cál- 
culo básico  de  la  misma  fue:  administrar  60  uCi  de 
yodo  por  cada  gramo  de  glándula  (calculado  por  pal- 
pación) por  los  primeros  50  gramos  estimados  y 30 
uCi  por  cada  gramo  en  exceso  de  los  primeros  50. 
Esto  como  dosis  a retener  por  la  glándula,  es  decir, 
corregido  por  el  porcentaje  de  captación.  La  dosis  así 
obtenida  es  ajustada  luego  de  acuerdo  a las  condicio- 
nes clínicas  del  paciente  o a la  presencia  de  compli- 
caciones cardíacas  u oftálmicas.  Entre  4 meses  y 1 
año  después  se  reevalúan  los  pacientes  para  considerar 
la  necesidad  de  una  nueva  dosis.  Siendo  controlados 
después,  una  vez  por  año. 

La  información  sobre  dosis  administradas  pue- 
de verse  en  Tabla  1. 

Resultados 

Resultados  generales  obtenidos  al  último 
control;  incluyendo  los  hipertiroideos  ya  sea 
porque  la  dosis  no  ha  sido  suficiente  aún  (Re- 
siduales) o porque  después  de  un  período  de 
normalidad  la  enfermedad  ha  reaparecido 
(Recurrentes).  (Tabla  II). 

Las  dosis  únicas  con  que  se  han  obteni- 
do los  resultados  mencionados  en  la  Tabla  II 
son  presentados  en  la  Tabla  III. 
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TABLA  II 


1 Dosis 

Núm. 

^lo 

2 Dosis 

Núm. 

> 

3 Dosis 
o más 
Núm. 

Vo 

Total 

Núm. 

Total  Pacientes 

187 

48 

13 

248 

Promedio  de  dosis  en  mCI 

3.9 

7.3 

19.6 

5.3 

Eutiroideos 

121 

65 

25 

52 

8 

62 

154 

62 

Hipotiroideos 

45 

24 

14 

29 

5 

38 

64 

26 

Hipertiroideos 

21 

11 

9 

19 

0 

0 

30 

12 

R esid nales 

16 

3 

0 

19 

R ecurrentes 

5 

6 

0 

11 

TABLA  III 


Dosis 

Núm.  Pac. 

1 

2 

1.5 

2 

2 

12 

2.5 

14 

3 

30 

3.5 

21 

4 

30 

4.5 

13 

5 

22 

5.5 

4 

6 

7 

6.5 

3 

7 

5 

7.5 

0 

8 

0 

8.5 

1 

13.5 

1 

Discusión 

Consideramos  que  ya  no  hay  dudas  en 
cuanto  a la  utilidad  y ventajas  de  este  trata- 


miento, pero  se  debe  reconocer  que  existen 
en  él  todavía  muchos  puntos  obscuros  que 
deberán  ser  aclarados  en  el  futuro.  El  punto 
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TABLE  IV 


Hipotiroidismo  después  de  Yodoterapia 


Núm.  de 

■ Dosis 

Por  ciento  Hipotiroidismo  años  despué 

del 

Pacientes  Promedio  mCi 

Tratamiento 

Douglas  ( 10) 

94 

8.7 

37.8 

37.8 

54.4 

70.0 

Nofal  (11) 

797 

10.0 

40.8 

44.5 

51.9 

69.5 

Dunn  (3) 

234 

6.8 

20.0 

25.0 

27.0 

37.0 

Rapoport  (12) 

85 

3.6 

7.1 

11.7 

16.4 

- 

Smith  and  Wilson  (13) 

276 

5.0 

7.9 

13.1 

29.0 

.. 

Smith  and  Wilson  (13) 

270 

2.8 

4.3 

6.2 

7.4 

Burgos  (1) 

40 

3.8 

12.5 

12.5 

17.5 

22.5 

Lanaro 

248 

5.3 

26.0 

30.0 

40.0 

49.0 

más  controversial  es 

sin 

duda  el  del 

cálculo 

Se 

considera 

que  esta  información  re- 

de  la  dosis.  Sobre  esto. 

los  autores  han  pre- 

sultará 

útil  a otros 

Centros  donde  se 

adminis- 

conizado  desde  ser 

muy  cuidadosos 

dándo 

tra  terapia  radiactiv 

a para  hipertiroidismo  en 

dosis  muy  bajas  para 

repetirlas  cuantas  veces 

Puerto  Rico. 

sea  necesario  para  normalizar  el  paciente  (5) 
hasta,  el  otro  extremo,  de  dar  una  dosis  única 
proporcionalmente  grande  que  se  sepa  de  ante- 
mano que  llevará  al  paciente  al  hipotiroidismo 
instituyendo  de  inmediato  medicación  susti- 
tutiva  (6,  7).  Otros  indican  fórmulas  para  cal- 
cular dosis  individuales  mientras  que  otro 
grupo  aconseja  dar  una  dosis  igual  a todos 
los  pacientes  (8).  Todos  estos  trabajos  tienen 
por  objeto  disminuir,  en  lo  posible,  la  preo- 
cupación por  la  aparición  del  hipotiroidismo 
a distancia,  que  es  sin  duda  el  problema  más 
frecuente  y molesto  de  este  tipo  de  terapia 
y que  depende  además  de  la  sensibilidad  de 
cada  individuo  (9). 

Ubicamos  nuestros  resultados,  para  com- 
paración, en  el  cuadro  presentado  por  los  au- 
tores mencionados  al  comienzo  de  este  tra- 
bajo (1).  Tabla  IV. 

Podemos  observar  que  nuestras  dosis 
son  intermedias  en  esa  tabla  siendo  práctica- 
mente nuestros  resultados  también  interme- 
dios. Sin  embargo,  al  grupo  de  Dunn  con  ma- 
yor promedio  de  dosis  han  tenido  menos  por- 
centaje de  hipotiroidismo.  Smith  y Wilson 
presentan  lo  que  podría  llamarse  también 
mejores  resultados  estadísticos.  Todo  esto 
quizás  apoyaría  la  tesis  de  una  mayor  sensi- 
bilidad de  la  población  de  Puerto  Rico  a la 
acción  del  yodo.  Tesis  que  ha  sido  sugerida 
en  muchas  oportunidades  pero  no  probada 
ni  establecidas  sus  posibles  causas. 


Agradecimiento 


La  mayor  parte  de  estos  casos  han  sido  enviados  y se- 
guidos por  la  Sección  de  Endocrinología  del  Hospital  Univer- 
sitario a cuya  Facultad  agradecemos  la  colaboración. 

Referencias 


1.  Burgos,  F.  L.,  Rivera,  J.  V.:  Treatment  of  thyrotoxicosis 
with  radioiodine  131.  Bol.  Asoc.  Med.  P.  Rico  69:  4s  1977. 

2.  Cassidy,  C.  E.,  Astwood,  E.B.:  Evaluation  of  RAl  as  a treat- 
ment for  hyperthyroidism.  New  Engl.  J.  Med.  261:  53,  1959. 

3.  Dunn,  J.  T.,  Chapman,  E.  M.;  Rising  incidence  of  hypothy- 
roidism after  RAI  therapy  in  thyrotoxicosis.  New  Engl  J. 
Med.  271:  1037,  1964. 

4.  Eidsmyr,  F.,  Einhorn,  J.:  Complications  in  RAI  treatment 
of  hyperthyroidism.  Act.  Radiol.  4:  49,  1966. 

5.  Beierwaltes,  IF.  H.,  Johnson,  P.  C.:  Hyperthyroidism  treated 
with  radioiodine:  A Seven-year  experience.  Arch.  Int.  Med. 
97:  393,  1956. 


6.  Rodriguez  Antúnez,  A.:  Tratamiento  con  yodo  radioactivo. 
Presentación  II  Congreso  de  ALASBLMN,  Lima,  Perú,  1966. 

7.  Hamburger,  J.  /.,  Kadian,  G.,  Passin,  H.  N.,  Sills,  R.:  1-131 
therapy  for  hyperthyroidism.  A plea  for  less  conservation  in 
complicated  cases.  J.  Nucl.  Med.  5:  675,  1964. 

8.  Kolliomaki,  J.  L.,  Seppala,  P.  D.:  Treatment  of  hyperthy- 
roidism with  a fixed  initial  dose  of  radioiodine.  Curr.  Ther. 
Res.  7:  351,  1965. 

9.  Lanaro,  A.  E.:  Tratamiento  del  Hipertiroidismo.  Bol.  Clin. 
Endoc.  yMetab.  1:  161,  1962  (Bs.  As.,  Argentinal. 

10. Douglas,  J.  G.:  The  Vanderbilt  experience  with  ^ ^1  in  treat- 
ment for  Graves’  disease.  Southern  Med.  J.  66:  92,  1973. 

11. Nofal,  M.  McCall:  Treatment  of  hyperthyroidism  with  so- 
dium iodide  ^^^1.  JAMA  197:  605,  1966. 

12. Rapoport,  B.,  Caplan,  R.,  De  Groot,  L.  J.:  Lose  dose  sodium 
iodide  ' ^1  therapy  in  Graves’  disease.  JAMA  224:  1610, 
1973. 


IS.Smith,  R.  N.,  Wilson,  G.  M.:  Clinical  trials  of  different 
doses  of  in  treatment  of  thyrotoxicosis.  Brit.  Med.  J. 
1:  129,  1967. 


A # 

Tagamet®  ^ 

brand  of 

cimetidine 

How  Supplied:  Pale  green,  300  mg.  tablets  m bottles 
of  100  ar.d  Single  Unit  Packages  of  100 
interivieo.  fo:  institutional  use  onlyV 
Iroection  300  mg.  0 ml.,  in  single-dose  vials 
in  packages  of  10. 

SI^&F  LAB  CO. 

a Smithl^line  company 


. in  functional  G.l.  disorders* 


Bentyr 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


'‘The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 
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‘This  drug  has  been  classified  "probably"  effective  in  treating 
certain  functional  G.l.  disorders. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyr 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets.  Syrup.  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION. 

Brief  Summary 
INDICATIONS 

For  use  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer. 

IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
ERGICS/ANTISPASMOOICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER.  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC/ANTISPASMODIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER.  DECREASE  THE  RATE  OF  RECURRENCES.  OR 
PREVENT  COMPLICATION. 


Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  Informa- 
tion, FDA  has  classified  the  following  indications  as  “prob- 
ably" effective. 

May  also  be  useful  in  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders): and  in  neurogenic  bowel  disturbances  (In- 
cluding the  splenic  Ilexure  syndrome  and  neurogenic 
colon) 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
UEVED  BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (tor  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy):  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis):  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient:  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis:  toxic  megacolon  compli- 
cating ulcerative  colitis:  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  autonomic  neuropathy:  hepatic  or  renal 
disease:  ulcerative  colitis-Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon:  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension: 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholinergic/antispasmodic 
drugs  in  the  treatment  of  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis).  Do  not  rely  on  the  use  of  the  drug  in  the  presence  of 
complication  of  biliary  tract  disease.  Investigate  any  tachycardia 
before  giving  anticholinergic  (atropine-like)  drugs  since  they  may 
increase  the  heart  rate.  With  overdosage,  a curare-like  action  may 
occur  ADVERSE  REACTIONS:  Anticholinergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient’s  response.  The  physician 
must  delineate  these  Adverse  reactions  may  include  xerostomia: 
urinary  hesitancy  and  retention:  blurred  vision  and  tachycardia: 
palpitations:  mydriasis:  cycloplegia,  increased  ocular  tension: 
loss  of  taste:  headache:  nervousness:  drowsiness:  weakness: 
dizziness,  insomnia,  nausea,  vomiting,  impotence:  suppression  of 
lactation,  constipation:  bloated  feeling,  severe  allergic  reaction  or 
drug  idiosyncrasies  incluaing  anaphylaxis:  urticaria  and  other 
dermal  manifestations:  some  degree  of  mental  confusion  and/or 
excitement,  especially  in  elderly  persons,  and  decreased  sweat- 
ing. With  the  injectable  form  there  may  be  a temporary  sensation 
of  lightheadedness  and  occasionally  local  irritation.  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs. 

Usual  Dosage  Bentvl  10  mo  capsule  and  svruo:  Adults:  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily  Children: 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants:  Vi 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water ) Bentvl  20  mo..  Adults  1 tablet  three  or  four 
times  daily  Bentvl  Injection:  Adults:  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot.  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine’  (bethanecol  chloride  USP) 
should  be  used. 
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Tenuate’'® 

(diethylproplon  hydroctiloride  NF) 

Tenuate  Dospan'' 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  In  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  In  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
dcscribsd  bslow 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Depenóence:  Tenuate  has  some  chemF 
cal  and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  partof  aweight 
reduction  program.  Abuse  of  amphetamines  anrf related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion: changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia  Use  in 
Pregnancy:  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children:  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  shoulrf  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
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ADVERSE  Reactions:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System:  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness. insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a lew  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal: 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting.abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic:  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
Impotence,  cnanges  in  libido,  gynecomastia,  menstrual  upset.  Ffema- 
topoietic  System:  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous  : A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increaserf  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride)  controlled-release:  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended (or  use  in  children  under  12  years  of  ape. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness. tremor,  hyperreflexia.  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states. Fatigue  and  depression  usually 
follow  the  central  stimulation.  Gardiovascular  effects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine*)  has  been  suggesterf  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


Ihnuate  Dospan  ^ 

(diethylpropion  hydrocraoride  NF) 

75  mg.  controlled-release  tablets 


Ibnuate-it  makes  sense. 

And  it’s  responsible  medicine. 
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For  prescribing  information  see  opposite  page 
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in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often  ^ 

require  strict  obesity  control.  Diethylpropion  hydrochloride  hast':^'\>;v|^ 
been  reported  useful  in  obese  patients  with  hypertension,  syrnp-' 
tomatic  cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  {Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 


In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  natttfe  -í  ; 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dieting  ; i 
counsel  during  the  important  early  weeks  of  an  indicated  wé^lií  / 
loss  program. 


Clinical  effectiveness. 

The  anorexic  effectiveness  of  diethylpropion  hy^ochlorkJe IS 
Well  documented.  No  less  than  16  separate  double-blind,  pfacebo- 
controlled  studies  attest  to  its  usefulness  in  daily  pra^ice.^  And 
the  unique  chemistry  of  Tenuate  provides  ‘L. anorexic  poter^ 
with  minimal  overt  central  nervous  system  or  cardiov^cular 
stimulation.  "2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


€MPIRINCOI 
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Each  tablet  contains:  aspirin,  227  mg;  phenacetin,162  mg;  and  caffd 
32  mg;  plus  codeine  phosphate  in  one  of  the  following  strengths;  **4  " 
mg(gr  1):  '^3—30  mg  (gr'/2):^2— 15  mg  (gr '/i);  and  ^1—7.5  mg  (gr  'A) 
(^^^ming— may  be  habit-forming). 
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REFLUX  GASTRITIS 


Angel  Olazábal,  MD  and  Pedro  H.  Garcia-Pont,  MD 


Abstract:  Forty  patients  were  studied  endos- 
copically  for  the  presence  of  gastritis  from  2 
weeks  to  30  years  following  gastric  surgery. 
Thirty-five  (87.5  percent)  had  superficial 
gastritis.  Ulcers  in  the  stomach,  duodenum, 
or  anastomotic  area  were  noted  in  fifteen 
(42.8  percent)  of  the  thirty-five.  Only  three 
of  the  whole  group  had  normal  endoscopic 
findings. 

Resumen:  Cuarenta  pacientes  fueron  estu- 
diados endoscópicamente  de  dos  semanas 
a treinta  años  después  de  cirugía  gástrica. 
A treinta  y cinco  (87.5  por  ciento)  de  ellos 
se  les  encontró  gastritis  superficial.  Quince 
(42.8  por  ciento)  de  estos  pacientes  con  gas- 
tritis superficial  tenían  ulceraciones  de  la  mu- 
cosa en  el  área  de  la  anastomosis,  duodeno  o 
estómago.  Solamente  tres  de  los  cuarenta 
tenían  la  mucosa  gastrointestinal  normal. 

Reflux  gastritis,  also  known  as  alkaline 
and  bile  gastritis,  is  one  of  several  complica- 
tions which  may  follow  gastric  surgery  (1-5). 
The  endoscopic  appearance  of  this  condition 
is  characterized  by  erythema  and  friability 
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of  the  mucosa  proximal  to  the  surgical  stoma. 
Non-specific  histological  changes  occur  in  the 
gastric  mucosa.  The  histological  alterations 
include  infiltration  of  the  lamina  propria  by 
inflammatory  cells  and  varying  grades  of  glan- 
dular atrophy. 

We  have  recently  reviewed  our  endoscopic 
experience  for  the  year  1976,  and  report  on  the 
prevalence  of  reflux  gastritis  in  the  patients  who 
had  a previous  gastric  operation.  In  addition, 
we  review  and  discuss  the  etiologic  factors  pos- 
tulated to  be  important  in  its  development. 
Comments  are  made  regarding  the  rationale  of 
therapy. 

Materials  and  Methods 

Esophagogastroduodenoscopies  performed  in  the 
San  Juan  Veterans  Administration  Hospital  Medical 
Department  during  calendar  year  1976  in  subjects 
with  a previous  gastric  operation  were  reviewed.  The 
diagnosis  of  reflux  gastritis  was  established  if  the  en- 
doscopist observed  gastric  mucosal  erythema,  erosions, 
ulcerations,  or  friability  at  or  proximal  to  the  anasto- 
mosis. In  those  patients  in  whom  mucosal  biopsies  were 
obtained  during  endoscopy  inflammatory  changes 
were  required  for  a diagnosis  of  gastritis.  The  records 
of  all  the  patients  with  an  endoscopic  diagnosis  of  gas- 
tritis were  scrutinized  for  pertinent  clinical  informa- 
tion. 

Results 

Of  a total  of  three  hundred  fifty-five  gas- 
troscopic  examinations  performed  during  1976, 
fifty  were  done  in  forty-four  patients  who  had 
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TABLE  I 


Endoscopic  Findings  in  Forty  Patients 

Gastritis 

35 

Esophagitis 

14 

Gastric  andjor  stomal  ulcer 

12 

Duodenal  ulcer 

3 

Normal 

3 

a previous  gastric  operation.  Four  of  these  forty- 
four  patients  have  been  excluded  from  further 
analysis  in  this  report  because  the  information 
was  incomplete  or  there  was  recurrence  of  gas- 
tric adenocarcinoma.  Analysis  of  the  remaining 
forty  follows. 

The  age  ranged  from  26  to  80  years.  All 
were  male.  Twenty-seven  patients  previously 
had  partial  gastrectomy  with  a Billroth  I anas- 
tomosis (nine  patients)  or  a Billroth  II  anasto- 
mosis (eighteen  patients).  Twelve  patients  had 
a truncal  vagotomy  and  pyloroplasty  and  one 
patient  had  a Whipple’s  procedure. 

Twenty-three  patients  (57.5  percent)  had 
endoscopic  examination  for  evaluation  of  ab- 
dominal pain.  Other  indications  for  endos- 
copy were  a recent  history  of  upper  gastro- 
intestinal bleeding  (22.5  percent),  an  abnor- 
mal upper  gastrointestinal  X-ray  series  (5  per- 
cent), iron  deficiency  anemia  (5  percent), 
and  evaluation  of  non-specific  abdominal 
symptomatology  such  as  anorexia,  nausea, 
and  vomiting  (10  percent).  The  interval  bet- 
ween the  gastric  operation  and  the  develop- 
ment of  symptoms  ranged  from  thirteen  days 
to  thirty  years  with  a median  of  sixteen  months. 

Table  I lists  the  endoscopic  findings.  Thir- 
ty-five of  the  forty  patients  (87.5  percent) 
had  superficial  gastritis.  Seven  of  these  thirty- 
five  patients  (20  percent)  also  had  gastric 


ulcers,  five  (14  percent)  had  anastomotic  ul- 
cers, and  three  (9  percent)  had  duodenal  ul- 
cers. Two  of  the  five  patients  without  endos- 
copic evidence  of  gastritis  had  superficial  eso- 
phagitis. Only  three  of  the  forty  patients  (7.5 
percent)  had  normal  endoscopies  (except  for 
changes  in  anatomy  due  to  the  previous  sur- 
gery). Twenty-four  of  the  thirty-five  patients 
(66  percent)  with  superficial  gastritis  had  bi- 
lious material  observed  in  the  stomach  at  the 
time  of  endoscopy. 

Eight  of  the  thirty-five  patients  with  su- 
perficial gastritis  had  used  drugs  which  could 
have  contributed  to  its  development.  Four 
subjects  drank  alcoholic  beverages  and  two 
used  aspirin-containing  medications  recently 
prior  to  the  endoscopy.  Two  subjects  had  re- 
ceived 5-fluorouracil  following  resection  of 
gastric  adenocarcinoma.  Gastric  mucosal  biop- 
sies obtained  during  endoscopy  one  and  three 
years  respectively  after  resection  of  the  gastric 
adenocarcinoma  in  the  latter  two  patients 
showed  chronic  gastritis  and  no  evidence  of 
recurrent  adenocarcinoma. 


Discussion 

We  found  a prevalence  of  reflux  gastritis 
of  87.5  percent  in  forty  patients  who  had  en- 
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doscopy  in  our  institution  over  a one-year  pe- 
riod and  who  had  a previous  vagotomy  and 
pyloroplasty,  or  partial  gastric  resection.  Other 
investigators  have  reported  similar  prevalence 
figures.  Lees  and  Grandjean  (1)  obtained  suc- 
tion biopsies  in  thirty-three  patients  who  had 
a previous  partial  gastric  resection  and  a Bill- 
roth I or  II  type  of  anastomosis  or  a gastro- 
jejunostomy. Ninety-seven  percent  of  their  pa- 
tients had  histologic  evidence  of  chronic  gas- 
tritis. Johnston  (2)  reported  diffuse  acute  and 
chronic  gastritis  with  and  without  varying  de- 
grees of  atrophy  in  83  percent  of  thirty-six 
patients  with  previous  gastric  operations  for 
peptic  ulcer  disease.  Nielson  et  al  (3)  reported 
92.5  percent  and  Kekki  et  al  (5)  reported 
95  percent  of  their  patients  with  previous 
truncal  vagotomy  and  pyloroplasty  or  gastric 
resection  for  peptic  ulcer  disease  had  reflux 
gastritis. 

The  etiology  of  reflux  gastritis  has  not 
been  established  with  certainty.  However, 
there  is  evidence  that  reflux  of  upper  intes- 
tinal contents  into  the  stomach  is  important 
in  the  development.  Delaney  et  al  (9)  docu- 
mented that  gastritis  develops  in  segments 
of  canine  gastric  mucosa  exposed  to  bile  alone, 
to  pancreatic  secretions  alone,  or  to  both  bile 
and  pancreatic  secretions  but  not  in  sham- 
operated  control  animals. 

Exposure  of  normal  gastric  mucosa  to 
the  contents  of  the  proximal  small  bowel 
alters  gastric  mucosal  defense  mechanisms. 
Davenport  et  al  (10)  showed  that  the  normal 
gastric  mucosa  is  relatively  impermeable  to 
hydrogen  ions  present  in  the  gastric  lumen. 
These  authors  showed  that  the  normal  gastric 
mucosa  functions  as  a barrier  and  resists  the 
movement  of  hydrogen  ions  present  in  the 
gastric  lumen  into  the  mucosa.  Davenport 
(11)  also  showed  that  the  permeability  of 
the  canine  gastric  mucosa  to  hydrogen  ions 
present  in  the  gastric  lumen  was  increased 
after  exposing  the  mucosa  to  bile  or  to  urea. 


Ivey  et  al  (12)  documented  that  bile 
injures  the  human  gastric  mucosal  barrier 
and  increases  the  mucosal  permeability  to 
hydrogen  ions.  These  authors  instilled  bile 
salts  into  the  stomach  of  human  volunteers 
and  documented  significant  loss  of  hydrogen 
and  chloride  ions  from  the  gastric  lumen.  They 
concluded  that  bile  increased  the  permeability 
of  the  normal  human  gastric  mucosa  to  intra- 
luminal hydrogen  and  chloride  ions.  A number 
of  damaging  events  are  thought  to  occur  once 
the  gastric  mucosal  barrier  is  injured  and  hydro- 
gen ions  diffuse  back  into  the  mucosa.  It  is  pos- 
tulated that  pepsin  and  histamine  are  released 
as  a consequence  of  the  entry  of  hydrogen 

ions.  The  histamine  released  then  increases  the 
hydrogen  ion  secretion  by  the  parietal  cells  and 
increases  the  mucosal  capillary  permeability 
thus  producing  the  mucosal  edema.  These 
changes  are  then  thought  to  result  in  superfi- 
cial erosions  and  ulcerations  of  the  gastric 
mucosa. 

Reflux  gastritis  may  occur  in  patients 
who  never  had  a gastric  operation.  Scudamore 
et  al  (13)  documented  gastritis  endoscopically 
and  bile  reflux  either  at  endoscopy  or  during 
gastric  acid  secretion  studies  in  twenty-three 
patients  without  a previous  gastric  operation. 

Reflux  gastritis  may  be  important  in  the 
pathogenesis  of  benign  gastric  ulcers  in  sub- 
jects without  previous  gastric  surgery.  Black 
et  al  (14)  showed  that  patients  with  benign 
gastric  ulcers  frequently  have  bile  acids  pre- 
sent in  their  stomachs.  Fisher  and  Cohen  (15) 
documented  poor  pyloric  sphincter  function 
in  subjects  with  gastric  ulcers.  These  authors 
suggested  that  dysfunction  of  the  pyloric 
sphincter  was  responsible  for  the  reflux  of 
duodenal  contents  into  the  stomach  and  for 
the  subsequent  development  of  gastric  ulcera- 
tion. 

Gastric  or  anastomotic  ulcers  were  noted 
frequently  in  our  patients  with  reflux  gastritis 
(12  of  35,  34  percent).  Drapanas  and  Bethea 
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(16)  commented  that  their  patients  with  re- 
flux gastritis  often  had  multiple  small  super- 
ficial gastric  ulcers.  Scudamore  et  al  (13)  re- 
ported gastric  or  duodenal  ulcers  in  21  per- 
cent of  their  forty-two  patients  with  reflux 
gastritis. 

Bile  was  described  at  endoscopy  in  twenty- 
four  of  our  thirty-five  patients  with  superficial 
gastritis.  Other  authors  also  found  that  some 
of  their  patients  with  reflux  gastritis  did  not 
have  bile  in  their  stomach  at  the  time  of  en- 
doscopy. Scudamore  et  al  (13),  for  example, 
reported  that  four  of  forty-two  patients  with 
reflux  gastritis  did  not  have  bile  noted  at  en- 
doscopy. We  suspect  that  the  observed  fre- 
quency of  bile  in  the  gastric  secretions  in  our 
patients  underestimates  the  number  of  patients 
who  had  bile  (and  pancreatic  secretions)  reflux- 
ing into  the  stomach.  Reflux  may  be  inter- 
mittent and  may  not  have  occurred  just  prior 
to  or  at  the  time  of  endoscopy.  In  addition, 
quantitative  measurements  of  bile  were  not 
performed  in  our  patients.  Small  quantities 
of  bile  may  have  been  present  in  the  gastric 
secretions  and  not  noted  by  the  endoscopist. 

The  response  to  medical  therapy  of  re- 
flux gastritis  reported  in  the  literature  has 
been  variable.  Kleckner  et  al  (17)  reported 
cholestyramine  improved  the  symptoms  in 
their  patients  with  reflux  gastritis.  Scudamore 
et  al  (13)  used  cholestyramine  (4  g dissolved 
in  orange  juice  given  one  hour  after  each  meal 
and  at  bedtime)  in  addition  to  a bland  diet 
and  antacids  and  reported  fair  to  good  response 
in  fourteen  of  twenty  patients  and  poor  re- 
sults in  the  remaining  six  patients.  Neither 
study,  however,  included  a control  group. 

Two  trials  evaluating  the  effectiveness 
of  cholestyramine  in  reflux  gastritis  have  re- 
ported negative  results.  Eastwood  (18)  did 
not  find  cholestyramine  therapy  to  prevent 
bile  salt  injury  to  the  gastric  mucosa  in  ex- 
perimental animals.  Meshkinpour  et  al  (19) 
reported  a randomized  double-blind  cross- 
over trial  evaluating  cholestyramine  in  symp- 
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tomatic  patients  with  reflux  gastritis.  These 
authors  found  no  difference  in  symptoma- 
tology whether  the  patients  received  placebo 
or  cholestyramine.  The  authors  could  not 
discard  the  possibility  that  the  dose  of  cho- 
lestyramine had  been  insufficient  or  that  the 
duration  of  therapy  (three  weeks)  was  too 
short. 

Several  investigators  have  reported  anta- 
cids to  be  of  little  help  in  patients  with  reflux 
gastritis  (16,  21,  21).  Scudamore  et  al  (13), 
however,  reported  good  to  fair  symptomatic 
response  in  fourteen  of  twenty  patients  treated 
with  cholestyramine,  antacids,  and  a bland  diet. 

Revisional  surgery  with  diversion  of  the 
upper  intestinal  contents  away  from  the  gas- 
tric stoma  has  benefited  many  patients.  Van 
Heerden  et  al  (22)  reported  excellent  to  im- 
proved results  in  85  percent  of  thirty-one  pa- 
tients treated  with  a Roux-en-Y  diversion 
procedure.  Herrington  et  al  (20)  reported 
good  to  excellent  results  in  all  of  their  twenty- 
seven  patients  with  reflux  gastritis  treated 
with  a Roux-en-Y  diversion  procedure. 

In  summary,  we  report  that  superficial 
gastritis  and  mucosal  ulcerations  of  the  gastric 
remnant  were  very  common  in  the  patient 
population  who  had  endoscopy  at  our  insti- 
tution over  a one-year  period  and  who  had  a 
previous  gastric  operation  which  removed  or 
altered  the  function  of  the  pyloric  sphincter. 
Abdominal  pain  and  gastrointestinal  bleeding 
were  the  most  common  indications  for  endos- 
copy in  our  patients.  Cholestyramine  and/or 
antacid  therapy  should  be  tried  but  patients 
frequently  fail  to  improve  clinically.  Revisional 
surgery  for  diversion  of  intestinal  contents 
away  from  the  gastric  remnant  should  be  con- 
sidered in  those  patients  who  do  not  respond 
to  medical  therapy  and  whose  symptoms  are 
incapacitating. 
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NEUROSURGICAL  APPROACH  TO  THE 
MANAGEMENT  OF  CHRONIC  PAIN 

Nathan  Rifkinson,  MD 


The  problem  of  pain  is  so  universal  and  has 
been  written  about  so  extensively  that  I doubt 
that  I can  add  anything  new  that  would  be  of 
shattering  interest,  I thought  perhaps  it  would 
be  best  to  talk  about  some  aspects  of  pain  that 
I have  been  confronted  with. 

I have  always  wondered  what  “pain”  is. 
I think  that  it  must  be  a concept  or  an  idea 
conceived  in  the  brain.  I keep  thinking  how 
this  concept  - that  is  pain  - can  be  changed  by 
a person’s  attitudes,  by  his  upbringing,  or  by 
his  environment;  how  it  can  be  made  worse  by 
fear,  or  lessened  by  courage.  How  pain  can 
be  eliminated  by  hypnosis  and  hysteria.  Pain 
is  something  that  can  be  projected  outside  our 
bodies  - like  the  voice  of  the  ventriloquist  - 
as  we  see  in  the  pain  of  a phantom  limb. 

We  fear  pain  - yet  without  pain,  living 
creatures,  including  man,  would  soon  be  eli- 
minated from  the  face  of  this  earth.  One  has 
merely  to  follow  the  history  of  those  unfor- 
tunate people,  born  without  the  ability  to 
perceive  pain.  Their  toes  ulcerate,  infections 
are  rampant,  spontaneous  amputation  of  fin- 
gers occur,  appendices  burst  unnoticed  and 
they  die  a relatively  early  death. 

On  the  other  hand,  we  witness  the  in- 
tense suffering  of  those  people  with  chronic 
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pain,  these  men  and  women  with  continuous 
low  back  and  leg  pain,  the  suffering  of  those 
patients  with  anesthesia  dolorosa  or  with  tic 
doloreaux,  the  tragic  patient  with  pain  of 
terminal  cancer,  or  that  of  phantom  limb. 

It  seems  that  the  body  uses  pain  both 
to  maintain  its  species  on  this  earth,  and  this 
most  incomprehensibly  - it  uses  pain  as  its 
own  executioner.  There  must  be  a seat  of 
judgment  somewhere  in  the  brain  where  a 
decision  is  made  when  our  bodies  should  cease 
to  exist.  This  area  automatically  accepts  the 
painful  impulses  coming  in  a constant  stream 
and  releases  them  to  our  conscious  mind  at 
varying  itervals.  It  is  only  after  intense  and 
constant  suffering  that  a mysterious  point  is 
arrived  at  by  our  subconscious  mind  when 
it  is  convinced  that  the  body  systems  are  da- 
maged beyond  repair,  and  only  then,  the  will 
to  live  ceases. 

It  is  absolutely  paradoxical,  for  when 
our  mind  decides  that  the  body  should  cease 
to  exist,  it  also  will  eliminate  itself.  This  is  a 
veritable  suicide  pact  between  the  brain  and 
the  body  - a sort  of  a Kámikazi  attack  - like 
the  Japanese  pilots  of  World  War  II.  Once  this 
decision  is  reached,  then  one  by  one  our  life 
line  systems  close  down,  and  somewhere  along 
the  way,  the  brain  divests  itself  of  its  own  cons- 
ciousness as  if  not  to  witness  the  final  act  when 
the  heart  stops  beating. 

I have  always  been  intrigued  how  response 
to  intense  pain  can  be  tolerated  almost  beyond 
human  endurance  under  certain  circumstances. 
Let  me  relate  such  an  instance  which  occurred 
a number  of  years  ago  in  Saint  Thomas.  It 
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concerns  one  of  the  natives  living  on  a small 
island  nearby.  This  fisherman  came  to  the  hos- 
pital for  surgery  of  a pilonidal  cyst  and  some 
rectal  fistulae.  The  chief  surgeon  was  a most 
magnificent  Dane  and  exceptionally  skilled. 
With  the  patient  in  the  lithotomy  position,  the 
anesthetist  went  up  to  the  head  of  the  table 
and  without  saying  a word  to  the  patient,  she 
suddenly  plopped  an  ether  soaked  mask  onto 
the  patient’s  face.  The  man  was  so  startled 
that  he  struck  out  wildly  at  the  anesthetist 
and  started  to  jump  off  the  table,  only  to  find 
that  his  legs  were  strapped  to  the  stirrups.  This 
outburst  so  infuriated  the  doctor,  that  he  shout- 
ed at  the  patient  that  as  punishment  he  was 
going  to  operate  without  anesthesia,  not  even 
local.  Well  - the  native  was  full  of  pride  - and 
he  was  defiant. 

I watched  the  surgeon  sink  his  scalpel 
into  the  perianal  flesh,  slit  the  tracts  one  by 
one,  pull  necrotic  tissue  from  their  depths 
and  scrape  the  walls  of  the  tracts  - and  this 
black  man,  sweat  pouring  in  torrents  from 
his  face,  uttered  not  a sound,  nor  changed 
minutely  the  expression  on  his  face.  But  my 
suffering  as  a spectator  was  most  intense. 
After  the  last  packing  was  placed,  the  sur- 
geon walked  over  to  the  head  of  the  table 
and  said  to  the  patient  - “By  God,  you  are 
a man”. 

Now  we  as  physicians  are  somewhat 
different  from  the  rest  of  humanity,  for  along 
with  being  heir  to  pain  and  its  ramifications 
as  everyone  else,  we  as  doctors,  have  accepted 
pain  as  an  adversary  - we  have  challenged  pain  - 
so  that  the  rest  of  humanity  looks  to  us  for 
relief. 

Because  pain  affects  so  many  aspects 
of  our  psychological  makeup,  our  chemical 
and  biological  functions,  and  the  different 
anatomical  sites,  the  approach  to  solve  this 
great  enigma  must  be  multifaceted.  We  are 
not  considering  the  acute  pain  of  an  appendix 
or  a local  abscess  that  can  be  eliminated  by 


local  treatment,  be  it  antibiotics,  fomenta- 
tions or  appendectomy.  We  are  considering 
pain  that  once  started,  has  resisted  simple 
treatment.  We  are  considering  the  pain  of 
tic  doloreaux,  of  anesthesia  dolorosa,  of  phan- 
tom limb,  of  pain  due  to  invasion  of  tissues 
by  cancer.  These  patients  go  from  doctor  to 
doctor,  from  clinic  to  clinic,  from  one  char- 
latan to  another,  destroying  their  careers  and 
destroying  the  tranquility  and  happiness  of 
their  families.  Most  of  these  patients  usually 
end  up  on  the  final  common  pathway  - the 
one  that  leads  to  the  neurosurgeon. 

It  would  seem  that  the  patient  should 
first  start  and  end  with  the  anesthesiologist, 
since  the  state  of  anesthesia  is  a most  welcome 
state  for  the  patient  suffering  with  chronic 
pain.  Yet  the  anesthesiologist  has  not  been  able 
to  solve  the  problem  completely,  neither  has  the 
biochemist  and  neither  has  the  neurosurgeon. 

One  of  the  most  distressing  problems  that 
the  neurosurgeon  has  to  face,  is  the  patient 
with  chronic  pain  who  has  undergone  one  sur- 
gical procedure  after  another,  only  to  return 
to  say  — “Doctor,  the  pain  is  back  again.” 

Now,  just  what  does  the  neurosurgeon  have 
to  offer  the  patient  with  chronic  pain?  The  neu- 
rosurgeon tells  the  patient  — I think  I can  help 
stop  your  pain,  but  you  will  lose  something  else, 
for  I must  invade  or  destroy  a normal  part  of 
your  nervous  system  to  give  you  some  relief. 
The  patient  who  has  intractable  pain  due  to  ter- 
minal cancer  is  usually  ready  to  accept  anything, 
just  to  be  rid  of  his  pain,  whether  it  be  paralysis, 
numbness  or  loss  of  sphincter  control.  Pain  relief 
for  him  is  his  remaining  goal  for  the  remaining 
weeks  or  months  left  to  him. 

Recently  I saw  a patient  with  metastatic 
cancer  to  the  lower  lumbar  spine  who  was  suf- 
fering with  excrutiating  pain  in  the  pelvis  and 

perianal  region  each  time  he  tried  to  change  his 
position  in  bed  so  that  he  remained  completely 
bedridden.  I suggested  a myelotomy  to  him  and 
explained  that  in  this  operation  we  would  have 
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to  do  a laminectomy  and  split  the  spinal  cord 
longitudinally  over  several  segments,  thus  cut- 
ting the  crossing  lateral  spino-thalamic  tracts 
in  the  midline.  I told  him  that  although  para- 
lysis is  unusual,  that  it  may  occur  as  a compli- 
cation. The  patient  not  only  accepted  the  oper- 
ation without  question  but  said  - that  all  he  wan- 
ted was  to  be  able  to  spend  his  last  days  in  a 
wheelchair  without  pain  and  be  pushed  around 
the  wards. 

Myelotomy  is  probably  a better  operation 
in  some  instances  than  cordotomy,  since  loss 
of  bladder  control  and  extremity  weakness 
occur  with  much  less  frequency  than  with  the 
standard  cordotomy,  and  perianal  pain  is  fre- 
quently controlled  much  more  readily. 

Whereas  the  terminal  cancer  patient  has 
only  one  goal  in  life,  that  is  the  elimination  of 
pain,  the  patient  with  benign  chronic  pain  has 
two  goals.  The  first  is  pain  relief;  the  second, 
is  to  return  to  his  previous  way  of  living.  It  is 
in  this  type  of  patient  that  great  skill  and  care 
in  handling  is  necessary.  The  keyword  here 
is  “be  conservative”  and  try  everything  else 
within  reason  before  resorting  to  surgery,  but 
do  not  wait  until  drug  addiction  occurs. 

When  surgery  is  finally  decided  upon, 
and  the  various  possible  complications  and 
disabilities  incidental  to  neurosurgical  pro- 
cedures for  pain  relief  are  presented  to  these 
patients  with  intractable  benign  pain,  most  of 
them  readily  accept  the  operation.  But  after  a 
period  of  time,  many  of  these  patients  return 
and  say  — “Doctor,  my  face  feels  like  wood”, 
“my  legs  are  weak,”  “I  cannot  control  my 
urine”,  “my  sexual  ability  is  impaired”.  When 
reminded  that  those  were  just  the  complica- 
tions discussed  before  surgery,  they  readily 
admit  this,  but  they  say  they  did  not  think 
it  would  be  like  this.  And  then  these  people 
return  again  and  again  going  from  doctor  to 
doctor,  from  clinic  to  clinic,  from  one  char- 
latan to  another. 

It  is  the  patient  with  chronic  benign 
pain  who  undergoes  intense  emotional  dis- 


Neurosurgery  Pain  393 

turbances.  Pain  relief  becomes  his  main  con- 
cern in  life.  He  strains  his  family  ties  and 
sympathies.  His  work  or  profession  suffers, 
the  family  economic  resources  are  frequently 
depleted  and  he  considers  himself  a helpless 
burden.  It  is  interesting  but  sad,  that  suicides 
are  much  more  frequent  among  patients  with 
chronic  benign  pain,  than  in  patients  with 
pain  due  to  cancer.  These  latter  patients 
value  each  day  remaining  on  this  earth,  while 
in  the  chronic  benign  patient,  each  day  is  a 
repeated  nightmare  of  emotional  frustration 
and  dehumanization. 

I do  not  wish  to  elaborate  on  or  enu- 
merate all  the  neurosurgical  procedures  for 
pain  relief  with  which  I’m  sure  that  you  are 
quite  familiar  with.  I do  want  to  touch  on  a 
few  of  the  more  common  problems  which  we 
as  neurosurgeons  have  had  to  deal  with  over 
the  years  and  have  found  at  times  to  be  unsur- 
mountable,  and  I want  to  review  the  evolu- 
tion of  treatment  of  one  type  of  painful 
affliction  for  which  we  do  not  as  yet  know 
the  cause  - that  is  idiopathic  tic  doloreaux. 
Probably  the  most  severe  pain  known  to  man 
is  the  sudden  stabbing,  burning,  hot  shooting 
pain  in  one  side  of  the  face  in  those  people 
suffering  with  trigeminal  neuralgia.  Many  have 
taken  their  own  lives  in  despair.  The  intensity 
of  their  pain  is  beyond  the  conception  of  the 
healthy. 

Several  months  ago  I had  the  misfortune, 
or  perhaps  the  good  fortune,  to  learn  first 
hand  the  agony  suffered  by  these  people.  Ac- 
cidently, a sharp  chicken  bone  lodged  in  the 
right  pyriform  fossa  of  my  pharynx.  Each 
time  I swallowed,  I felt  the  most  intense  pain 
in  my  throat  shooting  like  a lightening  bolt 
to  my  inner  ear.  Several  times  a minute,  for 
30  minutes,  I agonized  with  this  self  inflic- 
ted glassopharyngeal  neuralgia,  until  by 
pushing  and  squeezing  and  gagging,  the  bone 
finally  dislodged  spontaneously  just  before 
my  ENT  colleague  was  about  to  remove  it. 
Never  before  had  I realized  the  intensity  of 
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pain  that  my  patients  with  trigeminal  or  glas- 
sopharyngeal  neuralgia  experienced.  I would 
have  accepted  any  procedure  for  relief,  just 
as  these  patients  usually  do. 

For  more  than  a half  century  the  oper- 
ation of  choice  for  idiopathic  tic  doloreaux 
was  the  Frazier  operation  in  which  the  pos- 
terior root  fibers  going  from  the  gasserian 
ganglion  to  the  pons  are  cut  thru  a temporal 
craniectomy  approach.  All  pain  stops,  but 
the  patient  is  left  with  one  side  of  his  face 
completely  without  sensation.  Although  gra- 
teful for  the  relief  of  their  pain,  many  pa- 
tients just  cannot  get  accustomed  to  the 
dead  wooden  feeling  of  their  face.  If  the 
ophthalmic  division  is  also  avulsed,  there 
is  a chance  of  ulceration  of  the  anesthetic 
corresponding  cornea  with  ultimate  loss  of 
vision.  If  the  motor  root  is  also  inadvertent- 
ly injured,  there  may  be  difficulty  in  chew- 
ing solid  food. 

A small  percentage  of  these  operated 
patients  develop  dysesthesia  of  the  numb 
face  with  a constant  burning  and  crawling 
sensation  that  they  describe  as  worse  than 
the  original  pain.  This  dysesthesia  or  anes- 
thesia dolorosa,  up  until  now,  has  resisted 
all  treatment.  One  is  puzzled  how  it  is  pos- 
sible for  a patient  with  complete  anesthe- 
sia of  the  face  to  feel  this  peculiar  unbear- 
able sensation.  Where  are  the  pathways  by 
which  these  noxious  impulses  are  brought 
to  the  brain? 

In  attempts  to  overcome  these  serious 
complications  different  surgical  and  other 
methods  are  being  devised  in  attempts  to 
eliminate  pain  and  save  touch  sensation. 
Cutting  the  posterior  trigeminal  root  fi- 
bers through  a cerebellar  approach  is  sup- 
posed to  save  some  touch  sensation  while 
eliminating  pain,  but  I have  not  found  this 
to  be  so. 

There  were  several  theories  that  pre- 
sumed that  trigeminal  neuralgia  was  due 


to  scarring  or  dural  pressure  on  the  ganglion 
or  the  posterior  root  as  it  slipped  over  the 
tentorium  to  reach  the  pons.  To  remedy  this, 
several  decompressive  operations  were  de- 
vised - but  relief  was  only  temporary.  At 
one  of  the  neurosurgical  meetings  Dr.  Henry 
Schwartz,  the  neurosurgeon  at  Washington 
University  in  Saint  Louis  with  whom  I train- 
ed, suggested  that  I try  to  separate  the  gas- 
serian ganglion  from  Meckele’s  cave  and  dis- 
tend it  with  saline  to  break  any  adhesions 
that  might  be  present.  I tried  this  procedure 
on  two  patients  and  both  had  complete  re- 
lief of  pain  and  both  retained  normal  sensa- 
tion in  the  face.  But  six  months  later  the  pain 
returned  as  before  and  I had  to  do  a posterior 
rhizotomy  for  relief.  It  seems  that  mere  rub- 
bing the  posterior  root  fibers  or  the  ganglion, 
for  some  unknown  reason,  gives  relief  - tem- 
porarily. 

One  operation  which  has  its  use  in  cer- 
tain instances  and  which  is  now  rarely  done, 
is  sectioning  the  descending  trigeminal  tract 
in  the  medulla.  As  you  recall,  the  trigeminal 
posterior  roots  as  they  enter  the  pons,  divide 
into  two  tracts  - the  touch  sensation  running 
up  in  the  ascending  tract,  and  the  pain  sensa- 
tion running  down  the  descending  tract  which 
extends  down  the  medulla  to  end  on  the  subs- 
tantia gelatinosa  of  the  posterior  columns  of 
the  spinal  cord  at  about  the  third  cervical 
level..  By  sectioning  this  descending  tract 
in  the  medulla,  pain  is  eliminated  but  touch 
is  preserved.  This  is  a good  operation  for  a 
patient  who  has  ophthalmic  trigeminal  neu- 
ralgia on  one  side  and  has  no  vision  in  the 
opposite  eye.  Pain  sensation  will  be  elimina- 
ted in  the  painful  eye  but  touch  sensation 
will  be  retained  and  corneal  ulceration  would 
not  occur  in  the  good  eye.  In  this  operation 
the  adjacent  spinocerebellar  tract  may  also  be 
sectioned,  so  that  some  of  the  patients  are 
troubled  with  mild  ataxia. 

The  most  promising  recent  intracranial 
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operation  to  date  for  the  relief  of  idiopathic 
trigeminal  neuralgia  is  a cerebellar  approach 
suggested  by  Dr.  Peter  Janetta.  Dr.  Janetta 
states  that  a branch  of  the  superior  cerebellar 
artery  situated  on  top  of  the  posterior  root 
of  the  fifth  nerve  is  tortous  and  adherent 
and  thus  irritates  the  trigeminal  root  causing 
the  spasm  of  pain  of  tic  doloreaux.  By  dis- 
secting the  artery  off  the  root  and  placing 
a small  plastic  cuff  between  the  artery  and 
the  root,  this  irritation  is  stopped  and  the 
patient  is  relieved  of  pain  and  normal  sensa- 
tion is  retained. 

Up  until  now  most  of  his  patients  have 
been  free  of  pain  for  several  years.  Those 
done  here  in  Puerto  Rico  have  also  shown 
favorable  results.  However,  this  theory  of 
arterial  irritation  of  the  nerve  does  not  ex- 
plain the  frequent  repeated  long  remissions 
in  patients  who  have  never  had  surgery.  But 
if  we  can  give  these  people  years  of  freedom 
from  pain  without  sensory  loss  even  if  pain 
should  recur  later,  then  it  is  certainly  worth- 
while. 

In  order  to  avoid  intracranial  surgery, 
percutaneous  methods  have  been  tried  for 
years.  The  gasserian  ganglion  is  destroyed 
by  injecting  boiling  water  or  alcohol  through 
a spinal  needle  introduced  through  the  face 
into  the  foramen  ovale.  Pain  is  relieved,  but 
the  entire  one  side  of  the  face  is  left  without 
all  sensation,  and  frequently  the  motor  root 
is  also  destroyed.  The  best  of  such  percuta- 
neous procedures  now  used  is  the  introduc- 
tion of  a heating-tipped  probe  through  the 
foramen  ovale  into  the  post-ganglionic  root- 
let region  and  by  radio-frequency  temperature 
control  the  pain  fibers  are  destroyed  selective- 
ly, usually  leaving  touch  intact.  Even  in  this 
superior  percutaneous  method,  corneal  anes- 
thesia occurs  from  2 to  10  percent  and  pain- 
ful dysesthesia  from  2 to  4 percent,  but  it 
avoids  major  surgery  and  is  excellent  for  the 
poor  risk  patients,  the  majority  obtaining 
the  most  welcome  relief  for  long  periods  of 
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time. 

In  July  1974  I treated  a lady  visiting 
here  from  Boston  for  right  supraorbital  neu- 
ralgia by  alcohol  injection  of  the  supraorbital 
nerve.  She  was  completely  relieved  of  her 
pain.  Three  months  later  she  developed  se- 
cond division  pain  and  had  a radiofrequency 
lesion  at  the  Massachusetts  General  Hospital 
in  November  1974,  with  pain  relief.  But  in  a 
communication  to  me  from  Dr.  William  Sweet, 
he  stated  that  soon  after  the  procedure,  the 
patient  developed  a painful  crawling  sensation 
of  the  right  side  of  the  face  which  did  not  res- 
pond to  medication  over  the  next  two  years. 
The  patient  developed  a severe  depression  and 
was  treated  by  a psychiatrist  and  placed  on 
antidepression  therapy.  The  patient  stated  that 
the  treatment  helped  to  control  the  crawling 
sensation  a little  bit,  but  that  each  evening  she 
feels  so  despondent  about  her  condition  that 
she  wants  to  die.  She  was  sent  for  biofeedback, 
but  she  stated  this  had  helped  her  very  little. 
Dr.  Sweet  goes  on  to  say,  if  medication  conti- 
nues to  be  ineffective,  then  inferior  fronto- 
medial  leucotomy  will  be  considered. 

In  order  to  avoid  all  operations  and  other 
painful  procedures,  a search  for  a drug  that  will 
control  the  pain  of  tic  doloreaux  has  been  on  as 
long  as  recorded  history.  A number  of  years  ago 
several  British  physicians  in  one  of  the  African 
Colonies,  were  treating  natives  suffering  with  li- 
ver flukes  with  one  of  the  stilbamadine  com- 
pounds. They  noted  that  these  patients  de- 
veloped numbness  of  both  sides  of  the  face. 
This  gave  them  the  idea  of  treating  trigeminal 
neuralgia  with  stilbamadine.  The  drug  is  a liver 
toxin  and  quite  dangerous  to  use  for  long  pe- 
riods of  time.  I saw  one  such  patient  presented 
at  Johns  Hopkins  about  25  years  ago.  When  I 
asked  the  patient  how  he  felt  - he  complained, 
not  of  his  original  facial  pain,  but  of  annoying 
bilateral  dysesthesias. 

Because  tic  doloreaux  occurs  in  cycles  with 
varying  periods  of  remission,  it  was  thought  to 
be  akin  to  epilepsy.  It  is  interesting  that  the  anti- 
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convulsive  drugs,  like  dilantin  sodium,  give  re- 
lief in  some  patients;  but  this  is  temporary.  Te- 
gretol, which  is  much  more  effective  in  control- 
ling tic  pain,  is  more  toxic  than  dilantin  and 
although  its  effect  is  also  temporary,  it  may 
give  relief  for  a much  longer  time. 

Another  perplexing  problem  which  we 
have  not  been  able  to  completely  overcome 
is  post-herpetic  neuralgia.  The  skin  is  anesthe- 
tic but  the  patient  feels  constant  pain  over 
the  distribution  of  the  affected  nerve.  Touching 
the  skin  lightly  may  be  unbearable,  and  there 
are  spontaneous  paroxysms  of  burning  and 
stabbing.  The  following  are  the  numerous 
remedies  suggested:  procaine  blocks,  massage 
area,  mechanical  vibration,  ethyl  chloride  spray, 
dilantin  and  tegretol,  B12,  I.  V.  procaine,  local 
corticosteroid  injections,  amitriptyline  25  mg., 
1 to  4 a day.  Since  these  suggested  methods 
usually  do  not  help,  the  following  surgical  pro- 
cedures have  been  tried:  elevation  of  large  flap 
of  painful  skin,  avulsion  of  sensory  nerves, 
bulbar  tractotomy,  trigeminal  rhizotomy,  per- 
cutaneous electronic  stimulation,  brain  elec- 
trodes implantation. 

With  this  multitude  of  suggested  treat- 
ments, the  problem  still  remains  mostly  un- 
solved, although  tegretol  and  amitriptyline 
may  make  the  discomfort  more  tolerable  for 
a time. 

It  is  interesting  to  note  that  as  one  pro- 
cedure after  another  begins  to  fail,  the  trail 
finally  leads  up  to  the  brain.  Because  of  the 
revulsion  which  we  as  neurosurgeons  feel  when 
destroying  irreplaceable  nervous  tissue,  even 
though  at  times  necessary  in  pain  control 
procedures,  there  has  been  a tendency  to  swing 
away  from  destructive  or  ablative  procedures 
in  the  spinal  cord  and  the  brain. 

In  the  past  several  years  transcutaneous 
electrical  stimulators  and  intraspinal  dorsal 
column  stimulators  have  been  used.  Varying 
success  has  been  claimed  in  different  patients 
with  intractable  pain  with  the  transcutaneous 


and  the  implantable  devices.  When  using  a dor- 
sal column  stimulator,  the  electrode  is  placed 
against  the  spinal  cord  after  a limited  laminec- 
tomy. Various  complications  have  occurred, 
including  paraparesis  and  infection.  The  elec- 
trical impulses  generated  by  a battery  device 
controlled  by  the  patient  probably  competes 
with  the  painful  impulses  entering  the  spinal 
cord.  At  present,  the  status  of  the  effective- 
ness of  the  electrical  stimulating  procedures 
is  that  they  are  good  methods  in  some  cases 
and  fail  in  many  others.  Deep  brain  stimula- 
tion of  certain  nuclei  of  the  thalamus  or  the 
periventricular  gray  is  a good  method  in  chro- 
nic pain  control  in  selected  cases.  But  it  is 
somewhat  gruesome  to  think  of  a patient 
walking  about  with  wires  in  his  brain  and 
giving  himself  periodic  stimulating  pleasurable 
electrical  jolts  by  manipulating  a small  tran- 
sistor radio. 

As  the  spinothalamic  tract  reaches  the 
midbrain,  the  lateral  portion  runs  through 
the  lateral  thalamic  nuclei  and  then  reaches 
the  cortex.  This  is  known  as  the  neospino- 
thalamic  pathway  and  carries  sharp  pain.  The 
medial  portion  runs  through  the  hypothala- 
mus and  the  limbic  system.  This  portion  is 
known  as  the  paleospinothalamic  pathway 
and  carries  dull  or  burning  pain  to  the  cortex 
and  has  to  do  with  the  emotional  component 
of  pain.  Sharp  localized  pain,  which  is  carried 
by  the  neospinothalamic  system,  is  poorly 
relieved  by  opiates.  The  burning,  dull,  non- 
localized  type  of  pain  is  relieved  by  opiates. 
It  is  interesting  that  this  limbic  system,  which 
is  associated  with  emotion,  is  just  the  system 
through  which  one  achieves  the  analgesic  and 
euphoric  effects  of  the  narcotics. 

In  intractable  chronic  pain,  when  brain 
surgery  is  decided  upon,  it  is  important  to  be 
certain  to  differentiate  the  diffuse  from  the 
localized  pain  in  order  to  select  the  part  of  the 
brain  to  be  attacked.  In  the  sharp  localized 
pain,  the  lateral  thalamotomy  would  probably 
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give  best  results,  while  in  the  dull,  burning 
pain,  cingulotomy  may  be  the  operation  of 
choice. 

For  years,  prefrontal  lobotomy  was  used 
to  relieve  intractable  pain.  The  great  objection 
to  lobotomy,  is  the  dulling  effect  that  frequent- 
ly occurs  in  the  patient’s  personality.  The  mem- 
bers of  the  patient’s  family  who  had  suffered 
for  such  a long  time  with  the  patient,  may  ob- 
ject because  the  surgery  so  changes  the  patient, 
that  they  seem  like  strangers  to  them.  But  for 
patients  with  intractable  pain  due  to  cancer, 
this  is  probably  the  most  humane  procedure, 
for  not  only  is  their  attitude  toward  pain  chang- 
ed, but  they  lose  the  fear  of  death. 

More  recently  cingulotomy  has  been  shown 
to  produce  about  the  same  effect  as  lobotomy. 
Cingulotomy  entails  the  destruction  of  only 
one  to  two  cms.  of  the  anterior  portion  of  the 
cingulate  gyrus,  that  gyrus  which  is  found 
just  above  the  corpus  callosum.  Not  only  does 
it  modify  reaction  to  pain,  but  the  patient’s 
previous  personality  is  left  practically  intact. 
Cingulotomy  is  also  a very  effective  operation 
in  relieving  mental  patients  whose  affect  has 
been  disturbed,  and  has  replaced  the  standard 
lobotomy  for  this  purpose.  This  is  a much  more 
preferable  operation  for  the  patient  with  intrac- 
table pain  of  a non-malignant  nature. 

A patient  was  brought  to  the  emergency 
room  of  our  Medical  Center  in  status  epilep- 
ticus.  The  neurology  resident  immediately 
placed  a tourniquet  on  the  patient’s  right  arm 
and  injected  250  mg.  of  dilantin  sodium,  sup- 
posedly intravenously.  Within  a few  minutes 
the  patient’s  arm  became  blanched  and  cold 
and  soon  the  pulse  disappeared.  In  spite  of 
massage  and  other  methods,  the  limb  became 
gangrenous  and  subsequently  had  to  be  am- 
putated above  the  elbow. 

By  coincidence  this  patient  came  to  my 
office  several  months  later  because  of  painful 
stump  and  phantom  limb.  Resection  of  se- 
veral tender  neuromas  on  two  occasions  gave 
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relief  for  a few  months,  and  then  I had  to  resort 
to  unilateral  cervical  cordotomy.  The  patient 
was  completely  free  of  pain  and  we  were  both 
delighted.  But  after  a year  and  a half  of  com- 
plete relief,  the  pain  reappeared  even  though 
the  entire  right  side  of  the  body  was  analgesic, 
so  that  now  the  only  thing  left  to  try  was  ce- 
rebral surgery.  The  patient  wanted  to  know 
what  that  meant.  I explained  that  it  was  ap- 
parently not  possible  to  eliminate  his  pain, 
but  that  I could  change  his  attitude  toward 
the  pain  by  cutting  a small  portion  of  his  brain. 
He  was  not  very  receptive  to  this  idea  and  told 
me  he  would  let  me  know.  That  was  several 
years  ago. 

Approximately  three  years  ago,  I first 
saw  a 72  year  old  woman  who  gave  the  follow- 
ing history.  Six  years  previously  she  had  a 
radical  mastectomy  for  cancer  of  the  right 
breast,  after  which  she  developed  intractable 
pain  in  the  right  upper  extremity.  In  1969 
she  had  a right  upper  thoracic  sympathecto- 
my with  no  relief.  Then  two  years  later  she 
underwent  a contralateral  cervical  antero- 
lateral cordotomy;  but  still  the  pain  persisted. 
A year  after  the  cordotomy  she  had  an  extensive 
right  upper  thoracic  and  cervical  dorsal  rhizo- 
tomy, which  left  her  with  an  upper  extremity 
that  had  no  sensation,  and  constantly  had  to 
be  looked-at  for  the  patient  to  know  just  where 
the  extremity  was,  because  the  position  sense 
was  lost.  But  still  the  pain  persisted. 

The  patient  was  desperate  and  weeping 
and  she  threatened  suicide.  I suggested  that 
the  only  procedure  left  to  try  was  cingulotomy. 
After  explaining  what  the  operation  entailed, 
she  readily  consented.  Three  months  after  the 
surgery,  I asked  the  patient  whether  she  thought 
that  the  operation  had  helped  her.  Her  answer 
gave  me  a clear  insight  of  the  effect  on  an  indi- 
vidual that  cutting  the  cingulate  fibers  produces. 
This  elderly  lady  said:  “I  still  have  the  burning 
and  tingling  in  my  arm  and  hand,  but  somehow 
it  is  different.  For  the  first  time  in  five  years  I 
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again  enjoy  reading  and  watching  television, 
and  I have  rejoined  my  group  of  friends  with 
whom  I played  bridge  for  years  before  my  ill- 
ness. I know  I’m  going  to  die  of  my  cancer,  but 
now  I’m  not  afraid”. 

What  she  really  said  was:  I can  still  per- 
ceive my  pain,  but  I just  don’t  react  to  it  like 
I did  before;  and  after  all,  isn’t  this  just  what 
we  wish  to  accomplish  in  these  unfortunate 
patients? 

An  incident  which  was  very  disturbing 
to  me  occurred  last  year  when  a 50  year  old 
man  from  Aguadilla  came  to  our  neurosurgical 
service.  He  had  a mid-thigh  amputation  after 
an  automobile  accident  eight  years  before.  For 
the  past  five  years,  because  he  was  suffering 
from  intractable  phantom  limb  pain,  he  in- 
jected himself  with  talwin  in  increasing  doses, 
so  that  at  the  time  I saw  him,  he  was  using 
60  mg.  of  talwin  every  two  hours  around  the 
clock,  injecting  himself  in  every  available  part 
of  his  body.  The  skin  of  his  abdomen,  thighs, 
neck,  chest,  arms,  was  as  hard  as  leather  with 
hundreds  of  pus-erupting  ulcerating  craters. 
Once  in  the  hospital,  we  spent  several  weeks 
detoxifying  him  and  treating  his  infections 
and  then  scheduled  him  for  a cingulotomy. 
During  this  period  of  preparation  our  residents 
were  forever  watchful  of  this  man,  becoming 
personally  involved  and  intrigued  with  his 
problem.  He  was  constantly  being  threatened 
not  to  sneak  talwin  shots  and  was  constantly 
being  warned  that  he  would  be  discharged 
if  he  did. 

After  the  cingulotomy,  the  patient  stated 
he  felt  much  better  and  didn’t  need  any  more 
talwin.  But  two  days  later,  one  of  our  junior 
residents  caught  the  patient  injecting  talwin 
into  the  subclavian  catheter  which  was  left  for 
antibiotic  use  since  surgery.  This  so  infuriated 
our  resident,  that  he  immediately  discharged 
the  patient  without  consulting  any  of  the 
attendings. 

This  rash  action  on  the  part  of  our  resi- 


dent brought  to  my  attention  the  very  distres- 
sing fact  that  physicians  generally  have  little 
conception  of  the  gravity  of  chronic  pain. 
They  are  unaware  of  the  emotional  havoc 
wrought  in  these  unfortunate  people.  Stu- 
dents are  not  taught  to  consider  chronic 
pain  as  a disease.  Medical  students  are  taught 
to  deal  with  pain  as  a symptom  - one  that  is 
a side  issue  to  another  condition.  In  the  cur- 
riculum of  our  medical  school  only  one  two- 
hour  lecture  on  pain  is  assigned  to  the  sopho- 
more students  throughout  their  entire  medical 
school  studies.  As  the  students  become  phy- 
sicians, submerged  in  his  or  her  own  specialty, 
there  is  very  little  inclination  or  time  to  devote 
to  pain  as  an  entity. 

One  of  the  things  I find  most  disturbing, 
is  to  read  a patient’s  chart  and  find  a state- 
ment by  the  doctor,  who  apparently  does  not 
believe  the  patient,  saying  that  the  patient’s 
complaint  of  pain  is  supratentorial.  Where 
else  can  a patient  feel  pain  if  not  supratento- 
rially?  That’s  where  the  brain  is  located.  We 
are  gradually  coming  to  realize  that  pain  is  a 
great  variable  and  is  almost  omnipotent. 

Animals  have  been  used  in  experiment- 
ing with  pain  problems.  But  since  chronic 
pain  is  affected  by  environment,  upbringing, 
courage  and  many  other  social  factors,  it  is 
difficult  for  me  to  see  how  these  animal  re- 
sults can  be  applied  to  humans  with  chronic 
pain.  In  the  long  run,  humans  must  be  used 
experimentally  in  seeking  the  answer  to  this 
serious  problem. 

Many  of  you  have  no  doubt  read  of  the 
relatively  recent  discovery  that  the  brain  has 
the  capability  of  producing  its  own  narcotics, 
or  pain  killers.  These  were  named  the  endor- 
phins. For  the  first  time  this  discovery  gives 
us  the  means  of  explaining  many  things  ^bout 
pain  that  were  mysteries  before.  It  was  known 
for  a long  time  that  somewhere  in  the  brain 
there  were  specific  areas  that  received  the 
opiates.  We  also  know  that  opiates,  not  only 
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relieve  chronic  pain  which  travels  along  slow 
pain  pathways,  but  it  also  soothes  the  indivi- 
dual, reducing  anxiety,  at  times  to  the  stage 
of  euphoria.  This  obviously  is  an  emotional 
reaction  to  the  drug  and  therein  lies  the  po- 
tentiality for  addiction. 

Many  of  you  have  seen  patients  after 
serious  accidents,  with  broken  bones  and  torn 
flesh,  who  should  be  screaming  with  pain, 
but  who  actually  are  quietly  waiting  their 
turn  to  be  treated.  Their  apparent  comfort 
is  due  to  a flooding  of  the  brain  with  its  own 
opiates  in  times  of  great  tissue  destruction, 
an  act  preventing  the  dissolution  of  life.  It  is 
of  great  interest  and  importance  in  treating 
patients  with  chronic  pain,  that  these  opiate 
receptors  are  found  in  the  greatest  abundance 
in  that  part  of  the  brain  that  has  to  do  with 
the  emotional  interpretation  of  bodily  events, 
the  limbic  system,  especially  the  amygdala. 

The  doctor  who  tells  the  patient  that 
he  will  get  well  - and  the  patient  believes,  does 
that  trigger  a flow  of  the  endorphins?  Apparent 
proof  of  this  is  the  elimination  of  pain  relief 
after  acupuncture  by  injecting  the  opiate  anta- 
gonist naloxone.  Patients  who  get  relief  from 
a sterile  hypo  are  not  necessarily  without  pain. 
Since  the  brain  produces  its  own  opiates,  any- 
thing that  stimulates  the  brain  in  relation  to 
pain,  be  it  a needle  or  a suggestion,  can  reasona- 
bly be  expected  to  give  relief. 

One  of  the  most  fascinating  biochemical 
deductions  was  made  in  an  experiment  which 
revealed  the  importance  of  pain  conceptivo 
areas  in  the  brain  of  vertebrates  millions  of 
years  ago  to  the  present.  It  is  known  that  nalo- 
xone is  a competitor  for  the  same  binding  sites 
on  the  cell  membrane  as  opiates.  Dr.  Snyder  and 
Dr.  Pert  of  the  Johns  Hopkins  Department  of 
Pharmacology  and  Psychiatry  put  a radioactive 
tag  on  naloxone  and  studied  its  distribution 
in  the  brains  of  different  animals  injected 
with  the  tagged  drug. 

Most  interesting  was  their  finding  that  the 
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primitive  hagfish  - which  dates  back  in  its  pre- 
sent form  350  million  years,  possesses  just  as 
much  opiate  receptor  binding  capacity  for 
naloxone  as  the  brains  of  the  monkey  and  man. 

Throughout  the  presumed  history  of  the 
presence  of  life  as  far  back  in  time  as  we  can 
conceive,  pain  perception  has  remained  the 
same.  It  is  one  of  nature’s  attempts  to  preserve 
life  in  all  its  forms  on  this  planet  for  all  time. 

The  organization  of  the  central  path- 
ways which  play  a role  in  the  transmission  of 
painful  stimuli  are  very  complex.  There  are  se- 
veral ascending  pathways  that  respond  to  no- 
xious stimuli.  The  lateral  spinothalamic  tract 
terminates  in  several  different  nuclei  other  than 
the  ventral  posterolateral  nucleus  of  the  thala- 
mus. The  thalamocortical  pathways  are  quite 
divergent  and  can  be  traced  to  several  different 
areas  of  the  cortex  (S1-S2).  The  limbic  system 
is  involved  in  pain  modification,  and  there  are 
interactions  above  the  level  of  the  spinal  cord 
between  the  leminiscal  and  anterolateral  pro- 
jections. 

Now  consider  this:  - there  are  10  billion 
neurons  in  the  human  cortex,  each  receiving 
connections  from  100  other  neurons  and  each 
connect  to  about  100  more.  If  one  dares  think 
geometrically  of  the  staggering  number  of  path- 
ways along  which  a painful  stimulus  can  reach 
the  reactive  brain,  one  can  see  the  impossibility 
of  controlling  or  eliminating  all  chronic  pain 
by  surgical  means. 

We  therefore  come  to  the  only  rational 
approach,  and  that  is  to  train  the  brain  to  spon- 
taneously control  the  painful  impulses,  to  cons- 
ciously eliminate  it  from  the  conceptualizing 
part  of  our  brains.  Just  as  some  individuals  have 
trained  themselves  to  raise  or  lower  their  pulses 
or  blood  pressures  at  will,  we  should  somehow 
be  able  to  develop  the  ability  to  raise  or  lower 
our  response  to  pain  at  will.  The  biofeedback 
approach  seems  to  be  a promising  beginning, 
self  hypnosis  is  another  beginning. 
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Perhaps,  before  the  psychiatrist  or  the  psy- 
chologist is  able  to  develop  a method  of  sim- 
ple mind  control  of  pain,  the  biochemist  will 


break  through  centuries  of  failures  and  develop 
the  magic  formula  that  will  do  just  that. 


FROM  THE  MEDIC  ALERT  FOUNDATION  INTERNATIONAL 

LIFE  SAVING  SYSTEM 


The  Medic  Alert  System  of  emergency  medical  identification  and  information  was  directly 
credited  with  saving  2,000  lives  during  a recent  12  month  period. 

Medic  Alert,  a non-profit,  charitable,  and  tax  exempt  organization  provides  a 24-hour  emer- 
gency information  system  for  the  one  out  of  five  people  who  have  a hidden  medical  condition,  such 
as  heart  problems,  diabetes,  epilepsy,  allergies  to  penicillin  and  other  medication. 

In  case  the  member  is  unable  to  speak  or  communicate  due  to  an  accident  or  sudden  illness, 
the  emblem  will  alert  emergency  personnel  and  trigger  the  system  of  protection. 


GRAPHICS 


Choose  the  Correct  Answer: 

CASE  1. 

This  65  year  old  female  was  told  to  have  a heart  murmur  at  the  age  of  15.  She  started  to  notice 
easy  fatigability,  in  her  early  40’s.  This  progressed  gradually  to  moderately  severe  dyspnea  at  rest. 
In  1977  she  was  referred  for  cardiac  catheterization.  Physical  examination  revealed  an  elderly  wo- 
man looking  chronically  ill.  BP  was  110/80,  pulse  86/minute  regular,  with  occasional  extrasystoles, 
the  CVP  was  over  15  cms,  medium  moist  rales  were  present  in  both  bases.  A systolic  ejection  mur- 
mur Grade  IV /VI  was  heard  in  the  2nd  left  inter-costal  space,  a diastolic  decrescendo  murmur  Grade 
n/VI  was  present  in  the  2nd  left  intercostal  space,  and  a diastolic  rumble  Grade  I/VI  was  also  heard 
in  the  3rd  right  intercostal  space.  All  these  findings  were  augmented  after  inspiration.  ECG  showed 
normal  sinus  rhythm,  right  ventricular  hypertrophy,  frequent  PAC’s  and  PVC’s.  Echocardiogram 
showed  a dilated  right  ventricle  with  paradoxical  septal  motion,  normal  left  atrium  and  left  ventri- 
cular chamber  size. 

a)  Mitral  stenosis  with  pulmonary  hypertension 

b)  ASD  with  pulmonary  hypertension 

c)  Tricuspid  valve  myxoma 

d)  Primary  pulmonary  hypertension 
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CASE  2. 

This  16  year  old  male  was  found  to  have  a heart  murmur  since  birth.  He  has  been  followed 
at  the  outpatient  clinic  complaining  of  mild  dyspnea  on  effort.  Physical  examination  revealed  a 
well  nourished  well  developed  male  in  no  acute  distress.  BP  was  100/70,  pulse  was  68/m  regular, 
CVP  was  8cm.  H2O.  The  lungs  were  clear  to  auscultation,  a right  ventricular  lift  was  palpable.  A 
harsh  Grade  3/6  systolic  ejection  murmur  was  present  in  the  2nd  right  inter-costal  space  that  ended 
close  to  a soft  P2.  The  electrocardiogram  showed  right  ventricular  hypertrophy. 

The  most  likely  diagnosis  is: 

a)  Functional  murmur 

b)  Atrial  septal  defect 

c)  Pulmonic  stenosis 

d ) Tricuspid  stenosis 
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CASE  3. 

This  11  year  old  boy  was  referred  due  tc  abnormal  auscultatory  findings.  Physical  examination 
revealed  a young  male  patient,  slim  type,  in  no  acute  distress.  BP  was  80/60,  pulse  was  86/minute, 
CVP  was  6cm  H2O,  lungs  were  clear  to  auscultation.  The  point  of  maximal  impulse  was  palpable 
in  the  5th  left  inter-costal  space,  mid-clavicular  line,  a mid-systolic  click  was  present  in  the  apical 
area,  that  didn’t  modify  with  inspiration,  squatting  on  the  Valsalva  maneuver.  No  murmurs  were 
heard.  The  ECG  was  normal  for  the  patient’s  age. 

The  most  likely  diagnosis  is: 

a)  Mitral  valve  prolapse 

b)  Pulmonic  stenosis 

c)  Straight-back  syndrome 


d)  Atrial  septal  defect 
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DISCUSSION 


CASE  1. 

This  patient  was  found  to  have  an  atrial  septal  defect  with  2.5:1  left  to  right  shunt  and  mo- 
derate pulmonary  hypertension.  The  systolic  murmur  was  due  to  increased  flow  across  the  pul- 
monic valve.  The  diastolic  murmur  was  a Graham  Steele  murmur  of  pulmonic  insufficiency.  The 
diastolic  rumble  was  due  to  increased  flow  across  the  tricuspid  valve  during  diastole.  The  only  ad- 
ditional diagnostic  possibility  was  mitral  stenosis  with  pulmonary  hypertension  which  is  elimina- 
ted on  the  basis  of  normal  left  atrial  size  by  echocardiography  and  exaggeration  of  the  diastolic 
rumble  with  inspiration,  which  localize  its  origin  on  the  right  side  of  the  heart. 

CASE  2. 

The  diagnosis  is  pulmonic  stenosis.  The  chest  film  shows  post-stenotic  dilatation  of  the  pul- 
monary artery,  diminished  pulmonary  flow  and  retrosternal  fullness  by  a dilated  right  ventricle. 
The  harsh  systolic  murmur  at  the  base  of  the  heart  with  terminating  close  to  a soft  ?2,  eliminates 
other  possibilities. 

CASE  3. 

Pulmonic  stenosis  is  eliminated  by  the  absence  of  right  ventricular  dilatation  and  right  ven- 
tricular hypertrophy  on  the  ECG.  An  atrial  septal  defect  is  suggested  by  a dilated  main  pulmonary 
artery  conus.  However,  the  pulmonary  flow  is  normal  and  no  murmurs  were  present.  Fluoroscopy 
of  the  pulmonic  area  revealed  normal  pulsations  of  a non-dilated  artery.  It  was  thought  to  be  a 
normal  finding  in  a slim  young  patient.  The  mid-systolic  click  was  not  physiologic  since  it  failed  to 
disappear  after  inspiration  as  it  would  be  expected  if  due  to  pulmonic  valve  opening.  The  systolic 
click  didn’t  more  closer  to  the  first  heart  sound  as  expected  in  mitral  valve  prolapse  syndrome.  In- 
deed, echocardiogram  failed  to  reveal  the  classical  findings  of  this  condition.  The  lateral  chest  film 
showed  a fairly  straight  thoracic  vertebral  column,  which  seems  to  be  the  explanation  for  all  these 
findings. 


Julio  E.  Pérez,  MD 
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AMA  NEWS: 

PERIODIC  REST  FROM  CONTACT  LENSES  AD- 
VISED FOR  EYE  HEALTH 

CHICAGO  — Long-time  wearers  of  contact  len- 
ses should,  perhaps,  put  them  aside  for  some  months 
every  few  years,  says  a research  report  in  the  July 
Archives  of  Ophthalmology,  a publication  of  the  Amer- 
ican Medical  Association. 

The  problem,  says  Dr.  Michel  Millodot  of  the 
University  of  Wales,  Cardiff,  is  that  the  cornea  loses 
sensitivity  under  constant  wearing  of  hard  contact 
lenses. 

“This  places  these  persons  at  greater  risk  of  having 
an  infection  occur  without  their  being  aware  of  it.  Dr. 
Millodot  points  out. 

The  Welsh  study  evaluated  91  individuals  who  had 
worn  lenses  for  up  to  22  years,  plus  a control  group. 
Corneal  sensitivity  diminished  in  proportion  to  the 
number  of  years  the  lenses  were  worn,  he  found. 

Fortunately,  sensitivity  returns  to  normal  when 
the  lenses  are  put  asidci.  After  only  one  or  two  years  of 
wear,  recovery  occurs  overnight.  After  more  than  ten 
years  of  wear,  recovery  takes  several  months. 

“.Advising  patients  to  put  aside  their  lenses  for 
some  months  after  having  worn  them  for  many  years 
may  be  worthwhile,”  Dr.  Millodot  concludes. 


AMA  DIRECTORY  LISTS  OPENINGS  FOR  DOC- 
TORS 

CHICAGO  — Almost  4,()()()  joh  opportutiilies 
for  physicians  are  listed  in  the  new  third  edition  of  the 


Opportunity  Placement  Register  of  the  American  Me- 
dical Association’s  Physician’s  Placement  Service. 

The  updated  Opportunity  Register  is  published 
each  quarter,  says  Daniel  K.  Harris,  director  of  the  AMA 
Physician’s  Placement  Service.  The  third  edition  will 
be  valid  through  September  30,  1978. 

Important  features  of  the  register  are  computer- 
generated indexes  which  facilitate  finding  the  most 
suitable  opportunity.  This  is  the  first  time  in  the  history 
of  the  Placement  Service  that  a concise,  timely  listing 
of  all  available  U.  S.  opportunities  has  been  published 
for  physician  reference.  Information  about  fon'ign 
opportunities  is  available  from  the  A.M.A  but  is  not 
included  in  the  register. 

A companion  book  is  a register  containing  re- 
sumes of  physicians  seeking  job  opportunities.  This 
book  also  will  be  printed  each  quarter,  as  a guide  to 
communities,  medical  groups  and  other  organizations 
seeking  physicians. 

Filling  a practice  opening  is  predicated  upon 
considerations  such  as  location,  type  of  practice,  area 
of  specialization,  economic  incentives  and  educatio- 
nal opportunities,  Harris  points  out.  Phvsicians  wishing 
to  explore  a practice  opportunity  listed  in  the  register 
may  do  so  through  tin?  AM.\. 

“The  deeisio?!  of  a physician  to  seek  a new  prac- 
tice opportunity  is  extremely  important  and  the  out- 
come of  this  decision  will  effect  the  doctor’s  personal 
and  professional  life.  The  AMA’s  Physician’s  Placement 
Service  is  established  to  assist  pliysicians  in  this  under- 
taking,” he  says. 


We  have  received  communication  from  Mr.  Edmond 
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Noticias 


A..  Perreffiux,  Jr.,  Executive  Director  of  Westside 
Health  Services  located  at  30  Millbank  Street,  Ro- 
chester, New  York  14619  with  the  request  that  we 
inform  our  membership  of  these  services  as  follows: 

Westside  Health  Services  operates  three  health 
centers  in  the  City  of  Rochester,  New  York.  It  is 
the  only  family  practice  model  to  their  knowledge 
in  this  area. 

At  the  Brown  Square  Center,  sixty  (60)  per- 
cent of  their  patients  are  Puerto  Ricans.  They  are 
in  need  of  at  least  one  physician  and  are  looking  for 
one  to  three  mid-level  providers  (nurse  practitioners 
or  physician  assistants)  who  could  provide  health  care 
to  this  patient  group. 

They  provide  a full  benefit  package  including 
malpractice  insurance  for  all  of  their  staff. 

Depending  upon  the  number  of  candidates  we 
might  have  and  their  availability,  they  would  come 
to  Puerto  Rico  to  conduct  interviews  or  pay  for  can- 
didates to  go  there;  candidates  may  contact  them 
through  our  Association  or  directly.  For  more  in- 
formation please  write  or  call  collect,  telephone:  1— 
716-436-3040. 


SIXTH  ANNUAL  NEUROLOGICAL  UPDATE  SYM- 
POSIUM 

January  29-February  2,  1979.  Sponsor:  University 
of  Miami  School  of  Medicine  Department  of  Neuro- 
logy. Konover  Hotel,  Miami  Beach,  Florida.  6,  24,  or 
30  hrs.  Information:  Division  of  Continuing  Medical 
Education  D23-3,  University  of  Miami  School  of  Me- 
dicine, P.  0.  Box  016960,  Miami,  FL  33101.  Tel.  A/C 
305  547-6716. 


SEVENTH  ANNUAL  SURGICAL  INTENSIVE  CA- 


RE SYMPOSIUM 

May  4-7,  1979.  Sponsor:  University  of  Miami  School 
of  Medicine,  Departments  of  Anesthesiology  and  Sur- 
gery. Eden  Roc  Hotel,  Miami  Beach,  Florida.  20  Hrs. 
Information:  Division  of  Continuing  Medical  Educa- 
tion, D23-3,  University  of  Miami  School  of  Medicine, 
P.  0.  Box  016960,  Miami,  FL,  33101.  Tel.  A/C  305- 
547-6716. 


MAKE  PLANS  TO  ATTEND  THE  THIRD  CARIB- 
BEAN SYMPOSIUM  IN  ANESTHESIOLOGY  AND 
RELATED  FIELDS: 

“THE  CRITICALLY  ILL  SURGICAL  PATIENT” 
December  14th-17th,  1978 
Caribe  Hilton  Hotel 
San  Juan,  Puerto  Rico 

Meeting  sponsored  by  the  Departments  of  Anesthe- 
siology, Teacher’s  Hospital,  San  Juan,  Puerto  Rico, 
Wright  State  University  School  of  Medicine,  Dayton, 
Ohio  and  the  Puerto  Rico  Society  of  Anesthesiologists 
in  conjunction  with  the  Society  of  Critical  Care  Medi- 
cine. 

* What  you  should  know  and  be  able  to  do  in 
your  daily  practice  concerning  the  Care  of  the 
Critically  III  Surgical  Patient. 

* For  Anestliesiologists,  Surgeons,  Obstetricians, 
Internists  and  other  interested  Physicians  and 
Nurses. 


FROM  THE  DEPARTMENT  OF  HEALTH,  EDUCA- 
TION AND  WELFARE  - Baltimore,  Maryland. 
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announcement  of  medicare  hospital  IN- 
SURANCE DEDUCTIBLE  AND  COINSURANCE  FOR 
1979 

The  Secretary  of  Health,  Education,  and  Welfare 
has  announced  that  the  inpatient  hospital  deductible 
under  Part  A of  Medicare  will  be  increased  from  $144 
to  $160  for  benefit  periods  beginning  in  1979.  Notice 
of  the  $160  deductible  and  related  coinsurance  amounts 
will  be  published  in  the  Federal  Register  on  September 

29. 

Under  Section  1813  (b)  (2)  of  the  Social  Security 
Act,  as  amended,  the  Secretar)'  is  required  to  make  an 
annual  review  of  hospital  insurance  costs  under  Medicare 
and,  if  necessary,  to  adjust  the  deductible  and  related 
coinsurance  amounts  for*  tbe  following  calendar  year. 
Tbe  formula  in  the  law  requires  that  the  deductible  be 
based  on  $40  times  the  ratio  between  tbe  average  per 
diem  hospital  cost  for  insured  persons  under  the  pro- 
gram in  1977  and  the  corresponding  average  in  1966, 
rounded  to  the  nearest  multiple  of  $4.  The  interim 
cost  averages  for  these  two  years  were  $155.26  and 
$37.92  respectively.  The  ratio  of  final  costs  to  interim 


Noticias 

costs  has  been  calculated  as  approximately  1.035  for 
1977  and  1.055  for  1966.  Thus,  the  inpatient  hospital 
deductible  is  $40  x [ (155.26  x 1.035)  / (37.92  x 
1.055)]  - $160.67,  which  is  rounded  to  $160. 

The  law  also  specifies  that  coinsurance  amounts 
must  be  proportionate  to  the  inpatient  hospital  deduc- 
tible. Thus,  for  benefit  periods  starting  in  1979,  the  de- 
ductible amount  for  the  first  60  days  of  inpatient  hos- 
pital care  will  be  $160;  the  hospital  coinsurance  amount 
for  the  61st  through  90th  day  of  each  benefit  period 
will  be  $40  a day  (1/4  of  the  deductible);  and  the  hos- 
pital coinsurance  amount  for  each  lifetime  reserve  day 
used  will  be  $80  a day  (1/2  of  the  deductible).  For  the 
21st  through  100th  day  of  services  in  a skilled  nursing 
facility,  the  coinsurance  amount  for  benefit  periods 
starting  in  1979  will  be  $20  a day  (1/8  of  the  deducti- 
ble). 

The  new  amounts  are  effective  only  with  benefit 
periods  starting  in  1979.  The  current  $144  inpatient 
hospital  deductible  and  related  coinsurance  amounts 
remain  in  effect  for  benefit  periods  which  start  in  1978, 
even  though  the  benefit  period  extends  into  1979. 


ANUNCIO 


SE  VENDE 

Magnífica  residencia  en  Garden  Hills,  1050  metros, 
4 dormitorios,  cuarto  de  servicio,  biblioteca,  5 baños, 
laundry  equipado,  terraza,  garage  para  3 automóviles, 
amplio  salón  de  entretenimiento.  Para  información 
llame  a los  teléfonos  783-5308  y 764-0070. 

SE  ALQUILA 

Espacio  disponible  para  oficinas  médicas  en  .4ve.  Hostos 
511,  Baldrich,  Hato  Rey.  Para  información  adicional 
favor  de  llamar  a la  Sra.  Herrera,  teléfonos:  764-5715; 
764-5692;  764-5853. 
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tolazamide,Upjohn 

Please  contact  your  Upjohn  representative  for  additional  product  information. 


Upjohn 


Ol077  THE  UPJOHN  COMPANY 
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Hygroton®  (chlorthalidone  USP) 

BRIEF  SUMMARY 

Indications:  Hypertension,  adjunctive  therapy  in  edema. 
Contraindications:  Anuria,  hypersensitivity  to 
chlorthalidone  or  other  sulfonamide-derived  drugs. 
Warnings:  Should  be  used  with  caution  in  severe  renal 
disease,  impaired  hepatic  function  or  progressive  liver 
disease.  May  add  to  or  potentiate  the  action  of  other 
antihypertensive  drugs.  Sensitivity  reactions  may  occur  in 
patients  with  a history  of  allergy  or  bronchial  asthma.  There 
is  a possibility  of  exacerbation  or  activation  of  systemic 
lupus  erythematosus  with  thiazides,  which  are  related  to 
chlorthalidone.  This  has  not  been  reported  with 
chlorthalidone.  Thiazides  cross  the  placental  barrier 
and  appear  in  cord  blood.  Use  in  pregnant 
women  requires  that  the  anticipated  benefits 
of  the  drug  be  weighed  against  possible 
hazards  to  the  fetus.  These  hazards  include 
fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other 
adverse  reactions  which  have  occurred  in 
the  adult.  In  nursing  mothers,  thiazides 
cross  the  placental  barrier  and  appear  in 
breast  milk.  If  use  of  the 


intervals.  All  patients  receiving 
chlorthalidone  should  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  imbalance;  namely, 
hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia. 

Serum  and  urine  electrolyte  determinations  are  particularly 
important  when  the  patient  is  vomiting  excessively  or  receiving 
parenteral  fluids.  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes.  Hypokalemia  may  develop  with 
chlorthalidone  as  with  any  other  potent  diuretic,  especially  with 
brisk  diuresis,  when  severe  cirrhosis  is  present,  or  during 
concomitant  use  of  corticosteroids  or  ACTH.  Interference  with 
adequate  oral  electrolyte  intake  will  also  contribute  to 
hypokalemia.  D.igitalis  therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial  activity.  Any 
chloride  deficit  is  generally  mild  and  usually  does  not  require  specific 
treatment  except  under  extraordinary  circumstances  (as  in  liver 
disease  or  renal  disease).  Dilutional  hyponatremia  may  occur  in 
edematous  patients  in  hot  weather.  Hyperuricemia  may  occur  or  gout 
be  precipitated  in  certain  patients.  Insulin  requirements  in  diabetic 
patients  may  be  increased,  decreased,  or  unchanged  and  latent 
diabetes  mellitus  may  become  manifest.  Chlorthalidone  and  related 
drugs  may  increase  the  responsiveness  to  tubocurarine.  The 
antihypertensive  effects  of  the  drug  may  be  enhanced  in  the 
postsympathectomy  patient.  Chlorthalidone  and  related  drugs  may 
decrease  arterial  responsiveness  to  norepinephrine.  If  progressive 
renal  impairment  becomes  evident,  as  indicated  by  a rising  nonprotein 
nitrogen  or  blood  urea  nitrogen,  a careful  reappraisal  of  therapy  is 
necessary  with  consideration  given  to  withholding  or  discontinuing 
diuretic  therapy.  Chlorthalidone  and  related  drugs  may  decrease 
serum  PBI  levels  without  signs  of  thyroid  disturbance. 

Adverse  Reactions:  Anorexia,  gastric  irritation,  nausea,  vomiting, 
cramping,  diarrhea,  constipation,  jaundice  (intrahepatic  cholestatic 
jaundice),  pancreatitis;  dizziness,  vertigo,  paresthesias,  headache, 
xanthopsia;  leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic 
anemia;  purpura,  photosensitivity,  rash,  urticaria,  necrotizing 
angiitis  (vasculitis)  (cutaneous  vasculitis),  Lyell’s  syndrome  (toxic 
epidermal  necrolysis).  Orthostatic  hypotension  may  occur  and  may  be 
aggravated  by  alcohol,  barbiturates  or  narcotics.  Other  adverse 
reactions  include  hyperglycemia,  glycosuria,  hyperuricemia,  muscle 
spasm,  weakness,  restlessness,  impotence.  Whenever  adverse 
reactions  are  moderate  or  severe,  chlorthalidone  dosage  should  be 
reduced  or  therapy  withdrawn. 

Usual  Dose:  One  tablet  daily. 

How  Supplied:  Tablets-  too  mg.  (white,  scored),  50  mg.  (aqua) 
and  25  mg.  (peach)  in  bottles  of  100  and  1000;  unit-dose  blister  packs, 
boxes  of  1 00  (1 0 X 1 0 strips^  Also,  1 00  mg.  and  50  mg.  in  PAKs  of 
28  tablets,  boxes  of  6. 


USV  Laboratories  Inc. 
¿/¡S0/?j470/?/£5  Manatí,  PR.  00701 


drug  is  essential,  the 
patient  should  stop 
nursing. 

Precautions: 

Periodic 

determination  of  serum 
electrolytes  to  detect 
possible  electrolyte  imbalance 
should  be  performed  at  appropriate 


Starting  today 

A new  way  to  strike  a 
favorable  balance 
between  benefit  and  risk 
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tew  Low-dose 


flygroton 

chlorthalidone  DSP) 


mg. 
one 
a day 


intihypertensive  effectiveness 
lemonstrated  in  a six-site  multiclinic 

louble-blind  study^  In  a multiclinic  study*:  112  patients 


lavorable  Risk/Benefit  Balance 

• Mean  potassium  values  remained  within  normal  range 

• No  clinically  significant  hypokalemia,  hyperuricemia,  or 
hyperglycemia  reportedt 

!/ell-documented  Benefits 

• Significant  lowering  of  systolic  and  diastolic  pressure 

• 24-hour  natriuretic  activity,  convenient  once-a-day 
dosage 


Blood  01  23456789  10  11  12 

Pressure  Weeks  frtjm  slarl  of  therapy 

Serum  Potassium'r 


‘Multiclinic  study  involved  112  patients  in  New  Orleans.  LA,  Denver,  CO, 
Nassau.  Bahamas,  Madison,  Wl.  Paterson.  NJ.  East  Meadow.  NY 
Data  on  file,  USV  Laboratories  Inc 

tWith  thiazide  and  thiazide-like  diuretics,  it  is  possible 
to  develop  certain  electrolyte  imbalances  including 
hypokalemia,  hyperuricemia  and  hyperglycemia. 


Therapy  Started 


Therapy  Stopped  I _ 


Mean  Values  of 

Serum  Potassium  (mEq./liter) 


4 5 6 7 8 

Weeks  tfom  start  of  therapy 
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(chlorthalidone  USP) 

Blocks  sodium  retention  longer 


Breast 

sdf-mmination 

KEY  ROLE 
OF  THE  PHYSICIAN 


item: 

Breast  cancer  is  a major  concern  of  American  women, 
according  to  a recent  Gaiiup  study  conducted  for  the  Ameri- 
can Cancer  Society. 

item: 

Although  aware  that  eariy  discovery  improves  the  chances  of 
cure,  and  that  BSE  can  lead  to  early  discovery,  fewer  than 

1 in  5 women  practice  BSE,  and  only  half  have  an  annual 
breast  examination  by  a physician. 

item: 

Only  35%  of  all  women  polled  reported  that  a physician  had 
ever  raised  the  subject  of  breast  self-examination,  and  oniy 
24%  had  received  instruction  from  the  physician  on  how  to 
do  it.  Even  among  women  who  regularly  see  a gynecologist, 
only  34%  had  been  instructed  on  BSE. 

item: 

But,  among  women  who  received  personal  instruction  from 
their  physicians,  the  overwhelming  majority  (92%)  practiced 
BSE  during  the  preceding  year. 

The  Gallup  study  revealed  that,  far 
more  important  than  increasing 
awareness  of  breast  self-examina- 
tion, is  the  problem  of  inducing 
women  to  practice  it  regularly.  The 
physician  plays  a key  role  in  this— 
by  teaching  women  the  correct 
technique,  and  instilling  in  them  the 
confidence  that  will  assure  their 
continued  practice  of  BSE. 

The  American  Cancer  Society  gives 


major  emphasis  to  breast  cancer 
through  research  and  a vast  array 
of  public  educational  materials,  de- 
signed to  give  women  life-saving 
information  about  the  disease.  Our 
latest  approach  is  via  a pioneering 
television  film  starring  Jennifer 
O’Neill,  “Breast  Cancer:  Where  We 
Are.’’  Where  we  will  be  in  a few 
years  will  certainly  hinge  on  our 
joint  efforts. 


American  Cancer  Society^  ? 
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Great  taste 
means  better 
compliance 


Maalox 
Plus 


MAGNESIUM 
& ALUMINUM 
HYDROXIDES 
plus 


SIMETHICONE 

LEMON  SWISS  CREME  FLAVOR 


The  best 
tasting  antacid 
you  can 
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WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa.  19034 


In  harmony  with 
his  antihypertensive 
life-style 

■ UltfllHI 
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Apresoline 


(hydralazine) 


Avoids  many  troublesome  side 
effects  that  limit  daily  activities 

Added  to  your  usual  diuretic, 

Apresoline  helps  lower  blood  pressure 
without  many  of  the  problems  asso- 
ciated with  adrenergic  inhibitors  or 
beta  blockers:  sexual  dysfunction, 
drowsiness,  lethargy,  and  sedation  are 
unlikely  to  occur.  Postural  hypoten- 
sion is  rare. 

Acts  on  main  hemody- 
namic abnormality 

Through  direct  relaxation  of  arte- 
riolar sm(X)th  muscle,  Apresoline  works  by 
lowering  excessive  peripheral  resistance  — the 
main  hemcxiynamic  disturbance  in  most 
hypertension. 


internal  elastic  membrane 
endothelial  cell 

Compatible  with 
a diuretic  and  virtually  all 
antihypertensbe  regimens 

Differing  in  action  from  most  other  oral 
antihypertensives,  Apresoline  often  enhances 
and  complements  their  effectiveness  — thus 
permitting  lower  individual  dnig  dosages. 
Accompanying  a fall  in  hlcxxl  pressure 
from  Apresoline  is  an  increase  in  cardiac 
rate  and  output.  As  with  any  antihypertensive 
agent,  use  with  caution  in  patients  with  ad- 
vanced renal  damage.  Contraindicated  in 
coronary  artery  disease. 


Please  turn  page  lor  bnel  prescribing  inlormation 
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Apresoline^  hydrochloride 

(hydralazine  hydrochloride) 

TABLETS 

INDICATIONS 

Essential  hypertension,  alone  or  as  an  adjunct. 

CONTRAINDICATIONS 

Hypersensitivity;  coronary  artery  disease;  mitral  val- 
vular rheumatic  heart  disease. 

WARNINGS 

Hydralazine  may  produce  in  a fevi/  patients  a clini- 
cal picture  simulating  systemic  lupus  erythematosus. 
In  such  patients  hydralazine  should  be  discontinued 
unless  the  benefit  to  risk  determination  requires 
continued  antihypertensive  therapy  w/ith  this  drug. 
Symptoms  and  signs  usually  regress  when  the  drug 
is  discontinued  but  residua  have  been  detected 
many  years  later.  Long-term  treatment  with  steroids 
may  be  necessary. 

Complete  blood  counts,  L.E.  cell  preparations  and 
antinuclear  antibody  titer  determinations  are  indi- 
cated before  and  periodically  during  prolonged 
therapy  even  though  patient  is  asymptomatic. 

These  studies  are  also  indicated  in  the  presence  of 
any  unexplained  symptoms. 

A positive  antinuclear  antibody  titer  and/or  positive 
L.E.  cell  reaction  requires  that  the  physician  care- 
fully weigh  the  implications  of  the  test  results 
against  the  benefits  to  be  derived  from  antihyper- 
tensive therapy  with  hydralazine. 

Use  MAO  inhibitors  with  caution. 

Usage  in  Pregnancy 

Animal  studies  indicate  that  high  doses  of  hydral- 
azine are  teratogenic  in  mice,  possibly  in  rabbits, 
and  not  in  rats.  Although  clinical  experience  does 
not  include  any  positive  evidence  of  adverse  effects 
on  the  human  fetus,  hydralazine  should  be  used 
during  pregnancy  only  if  the  benefit  clearly  justifies 
the  potential  risk  to  the  fetus. 


PRECAUTIONS 

Use  cautiously  in  suspected  coronary  artery  or 
other  Cardiovascular  diseases,  cerebral  vascular 
accidents,  and  advanced  renal  damage.  Postural 
hypotension  may  occur,  and  the  pressor  response 
to  epinephrine  may  be  reduced. 

Peripheral  neuritis,  evidenced  by  paresthesias, 
numbness,  and  tingling,  has  been  observed. 
Published  evidence  suggests  an  antipyridoxine 
effect  and  addition  of  pyridoxine  to  the  regimen  if 
symptoms  develop. 

Blood  dyscrasias,  consisting  of  reduction  in  hemo- 
globin and  red  cell  count,  leukopenia,  agranulocy- 
tosis, and  purpura,  have  been  reported  rarely. 

If  such  abnormalities  develop,  discontinue  therapy. 
Periodic  blood  counts  are  advised  during  pro- 
longed therapy. 

ADVERSE  REACTIONS 
Common:  Headache;  palpitations;  anorexia; 
nausea;  vomiting;  diarrhea;  tachycardia;  angina 
pectoris.  Less  frequent:  Nasal  congestion;  flushing; 
lacrimation;  conjunctivitis;  peripheral  neuritis,  evi- 
denced by  paresthesias,  numbness,  and  tin- 
gling; edema;  dizziness;  tremors;  muscle  cramps; 
psychotic  reactions  characterized  by  depression, 
disorientation,  or  anxiety;  hypersensitivity  (including 
rash,  urticaria,  pruritus,  fever,  chills,  arthralgia, 
eosinophilia,  and,  rarely,  hepatitis);  constipation;  dif- 
ficulty in  micturition;  dyspnea;  paralytic  ileus;  lymph- 
adenopathy;  splenomegaly;  blood  dyscrasias,  con- 
sisting of  reduction  in  hemoglobin  and  red  cell 
count,  leukopenia,  agranulocytosis,  and  purpura; 
hypotension;  paradoxical  pressor  response. 


The  incidence  of  toxic  reactions,  particularly  the  L.E 
cell  syndrome,  is  high  in  the  group  of  patients  re- 
ceiving large  doses  of  Apresoline. 

In  a few  resistant  patients,  up  to  300  mg  Apresoline 
daily  may  be  required  for  a significant  antihyper- 
tensive effect.  In  such  cases,  a lower  dosage 
of  Apresoline  combined  with  a thiazide,  reserpine, 
or  both  may  be  considered.  However,  when 
combining  therapy,  individual  titration  is  essential 
to  insure  the  lowest  possible  therapeutic  dose  of 
each  drug. 

HOW  SUPPLIED 

Tablets.  10  mg  (pale  yellow,  dry-coated);  bottles  of 
100  and  1000. 


Tablets,  25  mg  (deep  blue,  dry-coated)  and  50  mg 
(light  blue,  dry-coated),  bottles  of  100,  500, 1000  ar 
Accu-Pak*  blister  units  of  100. 

Tablets,  100  mg  (peach,  dry-coated);  bottles  of  100 
Consult  complete  product  literature  before 


prescribing. 
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CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 

126-80' 


DOSAGE 

Initiate  therapy  in  gradually  increasing  dosages;  ad- 
just according  to  individual  response.  Start  with  10 
mg  4 times  daily  for  the  first  2 to  4 days,  increase  to 
25  mg  4 times  daily  for  balance  of  first  week.  For 
second  and  subsequent  weeks,  increase  dosage  to 
50  mg  4 times  daily.  For  maintenance,  adjust  dosage 
to  lowest  effective  level. 


In  harmony  with 
the  antihypertensive 
life'Style 


Apre^line 

(li^rcilazine) 


CIBA 


ASOCIACION  MEDICA  DE  PUERTO  RICO 


NO.  12 


In  pharyngitis  and  tonsillitis 

...prompt  temporary  relief 
of  pain  even  before 
patients  leave 
your  office. 


&fism 

mouthwash/gargle/sore 
throat  lozenges 

Merrell 


*roven  Anesthetic 
iffectiveness 

praying  the  throat  with  CÉPASTAT 
rings  soothing  relief  within  minutes, 
our  patients  will  appreciate  this  relief 
hile  waiting  for  therapeutic  measures 
> take  hold.  The  well-established 
lesthetic  effects  of  CEPASTAT  pro- 
de soothing  temporary  anesthesia  to 
le  irritated  or  inflamed  oropharyngeal 
lucosa. 

ÍÉPASTAT  in  your 
reatment  room  . . . 

ised  as  a spray,  CEPASTAT  is  more 
kely  to  deliver  the  most  relief  to  the 
ainful  area  of  the  throat. 


aoesthetic 

antiseptic 


Suit  the  product 
to  the  patient . . . 

The  liquid  is  best  for  use  at 
home  as  a spray  or  gargle.  Lozenges 
are  ideal  for  patients  on  the  go. 


relief  of  minor 
sore  throat  when 
patients  want  it . . 


A recommendation  is 
best . . . 

It  costs  less.  Keeps  the  emphasis 
where  you  want  it ...  on  more 
important  counter-measures  — your 
prescription  for  anti-infectives,  for 
example. 


/CERfSTAT 


cEnnáAT 


MERRELL  national  LABORATORIES 
DtvisK>n  of  Richardson  Merrell  Inc 
Cincionaii  Ohio  45215 


Tagamet' 

brand  of  ^60 

: cimetidine 


How  Supplied:  Pale  green,  300  mg.  tablets  in  bottles 
of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 

Injection,  300  mg./2  ml.,  in  single-dose  vials 
in  packages  of  10. 


ASOCIACION  MEDICA  DE  PUERTO  RICO 


Organo  Oficial 


Fundado  en  1903 


JUNTA  EDITORA 

José  L.  Cangiano,  Presidente;  Juan  M. 
Aranda;  Ramón  H.  Bermúdez;  José  Juan 
Corcino;  Herman  J.  Flax;  F.  Hernández 
Morales;  Norman  I.  Maldonado;  Manuel 
Martínez  Maldonado;  Francisco  Olazábal; 
Osvaldo  Ramírez  Muxó;  Carlos  H.  Ramírez 
Ronda;  Nathan  Rifhinson;  Jesús  M. 
Vázquez;  Rafael  VUlavicencio  Jiménez. 


SECRETARIO  DE  REDACCION 
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U.  S.  V.  PHARM. 

Hygroton  - 25 
Regroton/Demi -Regroton 


Brief  Summary 

Indication:  Hypertension.  (See  box  warning.) 
Contraindications:  Mental  depression, 
hypersensitivity,  and  mosteases  of  severe  renal  or 
hepatic  diseases. 

Warnings: 

These  fixed  combination  drugs  are  not  indicated 
for  initial  therapy  of  hypertension.  Hypertension 
requires  therapy  titrated  to  the  individual  patient. 

If  the  fixed  combination  represents  the  dosage  so 
determined,  its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of 
hypertension  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


Use  with  caution  in  patients  with  severe  renal  disease, 
impaired  hepatic  function  or  progressive  liver  disease. 
Regroton  or  Demi-Regroton  may  potentiate 
action  of  other  antihypertensive,  ganglionic  and 
peripheral  adrenergic-blocking  drugs.  Sensitivity 
reactions  may  occur  in  allergic  and  asthmatic  patients. 
Discontinue  one  week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs.  Use  in 
pregnancy:  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  The  use  of  chlorthalidone  and 
related  drugs  in  pregnant  women  requires  thatthe 
anticipated  benefits  of  the  drug  be  weighed  against 
possible  hazards  to  the  fetus.  These  hazards  include 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and 
possibly  other  adverse  reactions  which  have  occurred 
in  the  adult.  Use  with  care  in  nursing  mothers  since 
thiazides  and  reserpine  cross  the  placental  barrier  and 
appear  in  cord  blood  and  breast  milk.  Increased 
respiratory  secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  bom  to  reserpine-treated 
mothers.  If  use  of  the  drug  is  essential,  the  patient 
should  stop  nursing.  Precautions:  Antihypertensive 
therapy  with  these  drugs  should  always  be  initiated 
cautiously  in  postsympathectomy  patients  and  in 
patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or  cu  rare.  Reduce 
dosage  of  concomitant  antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypotension  during  surgery, 
discontinue  therapy  with  these  agents  two  weeks  prior 
to  elective  surgical  procedures.  In  emergency  surgery, 
use  anticholinergic  or  adrenergicdnjgs  or  other 
supportive  measures  if  needed.  Because  of  the 
possibility  of  progression  of  renal  damage,  periodic 
kidney  function  tests  are  indicated.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated  (hepatic 
coma  may  be  precipitated).  Patients  receiving 
chlorthalidone  should  have  periodic  determination  of 
serum  electrolytes  and  should  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  imbalance  (hyponatremia, 
hypochloremic  alkalosis  and  hypokalemia),  particularly 
if  they  are  receiving  digitalis,  parenteral  fluids,  or  are 
vomiting  excessively.  Hypokalemia  may  develop  with 
chlorthalidone  as  with  any  other  potent  diu  retie, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or 
ACTH . Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia.  Digitalis 
therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial 
activity.  Any  chloride  deficit  is  generally  mild  and  usually 
does  not  require  specific  treatment  except  under 
extraordinary  circumstances  (as  in  liverdisease  or 
renal  disease).  Dilutional  hyponatremia  may  occur  in 
edematous  patients  in  hot  weather.  Hyperuricemia  may 
occur  or  gout  be  precipitated  in  certain  patients.  Insulin 
requirements  in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged  and  latent  diabetes  mellitus 
may  become  manifest.  Chlorthalidone  and  related 
drugs  may  decrease  arterial  responsiveness  to 
norepinephrine.  Chlorthalidone  and  related  drugs  may 
decrease  serum  PBI  levelswithout  signs  of  thyroid 
disturbance.  Use  cautiously  in  patients  with  ulcerative 
colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients. 
Adverse  Reactions:  These  drugs  are  generally  well 
tolerated.  The  most  frequent  adverse  reactions  are 
anorexia,  nausea,  vomiting,  gastric  irritation,  diarrhea, 
constipation,  headache,  dizziness,  weakness,  muscle 
cramps,  nasal  congestion,  drowsiness  and  mental 
depression.  Other  potential  side  effects  includeskin 
rash,  urticaria,  ecchymosis:  hyperglycemia  and 
glycosuria  (diabetics  should  be  checked  regularly), 
hyperuricemia  and  acute  gout,  and  impotence.  With 
chlorthalidone:  restlessness,  transient  myopia;  dysuria, 
orthostatic  hypotension  (may  be  potentiated  by  alcohol, 
barbiturates  or  narcotics),  rare  idiosyncratic  reactions 
such  as  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  purpura, 
necrotizing  angiitis  and  Lyell's  syndrome  (toxic 
epidermal  necrolysis):  pancreatitis  when  epigastric  pain 
or  unexplained  G . I.  symptoms  develop  after  prolonged 


Continued  on  facing  page 


All  three 
lower 

blood  pressure 


Set^Ap 


^4f<(kY)pres 


Demi-Regroton 


Each  tablet  provides: 
chlorthalidone  USP  25  nng.,  reserpine  USP  0.125  mg. 


one 
a day 


Combines  three  important  extra  benefits 


24'hour 

activity 

with  the  most  widely 
prescribed  long-acting 
diuretic 

Brief  Summary  continued 
administration : other  reactions  reported  with  this  class 
of  compounds  include  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization.  With  reserpine: 
angina  pectoris,  bradycardia,  ectopic  cardiac  rhythms 
(especially  with  digitalis):  blurred  vision,  conjunctival 
injection,  uveitis,  optic  atrophy,  glaucoma,  deafness, 
increased  gastric  secretions,  dull  sensorium. 
paradoxical  anxiety,  nightmares,  reversible  paralysis 
agitans  syndrome,  dyspnea,  weight  gam,  dryness  of 

MLSl/'  USV  Laboratories  Inc. 
lABORATOR/eS  Manatí,  P.R.  00701 


Low'dosage 

efficacy 

to  reduce  potential  for 
dose-related  side  effects 


mouth,  increased  susceptibility  to  colds,  decreased 
libido,  skin  flushing  and  pnjritus  Dosage:  Should  be 
determined  by  individual  titration.  (See  box  warning.) 
Dosage  of  either  Regroton  or  Demi-Regroton  for  most 
patients  is  one  tablet  once  a day. 

How  Supplied:  Regroton  as  pink,  round,  single-scored 
tablets  in  bottles  of  100  and  1000:  Demi-Regroton  as 
white,  round  tablets,  bottles  of  100. 


One-a-day 

dosage 

for  improved  patient 
compliance 


and  when  full-dose 
therapy  Is  indicated 

Regroton'sTav 

Each  tablet  provides  chlorthalidone  USP  50  mg 
reserpine  USP  0 25  mg 

See  facing  page  for  Brief  Summary 


A strong  in  vitro  record 


Ecoli 

TMP/SMX  C\CP/ 

(Septra) 

of  220517  isolates 
CEPHALOSPORIN  79% 
of  358025  isolates 
AMPICILLIN  74% 
of  351311  isolates 
NITROFURANTOIN  95% 
of  338756  isolates 


Proteus  sp 

TMP/SMX  i\40/ 

(Septra)  yi'" 

of  66163  isolates 
CEPHALOSPORIN  81%* 
of  106281  isolates 
AMPICILLIN  77%* 
of  104437  isolates 
NITROFURANTOIN  13% 
of  100829  isolates 

^Indicated  in  approved  drug  information  for 
Proteus  mirabilis  only. 


Enterobacter 

TMP/SMX  0^0/ 

(Septra)  o/'“ 

of  9896  isolates 
CEPHALOSPORIN  32%^ 
of  14986  isolates 
AMPICILLIN  15%+ 
of  14036  isolates 
NITROFURANTOIN  66% 
of  14219  isolates 

■fNot  indicated  in  approved  drug  information. 


Klebsiella 

pneumoniae 

TMP/SMX  OrfO/ 

(Septra)©/'® 

of  46279  isolates 
CEPHALOSPORIN  85% 
of  76898  isolates 
AMPICILLIN  5%+ 
of  76026  isolates 
NITROFURANTOIN  68% 
of  72030  isolates 

■•■Not  indicated  in  approved  drug  information. 


lance  of  Powo* 


A consistent  in  vivo  response 


Septra  outperformed  cephalexin 

In  a study  of  148  patients  with  recurrent  urinary  tract  infections,^ 
bacteriologic  response  rate  on  day  14  of  therapy++  was  99%  with 
Septra,  compared  to  94%  with  cephalexin.®  This  superiority  of 
response  to  Septra  occurred  in  spite  of  a built-in  "handicap”; 
Infecting  organisms  had  to  be  susceptible  in  vitro  to  cephalexin,  but 
not  necessarily  to  Septra.  Drug  regimens  consisted  of  either  two 
Septra  tablets  b.i.d.  or  one  250  mg  cephalexin  pulvule  q.i.d. 

++ Results  derived  from  urine  cultures  done  at  the  midpoint  of  a 28-day  study,  since 
recommended  duration  of  Septra  therapy  is  14  days. 

^Criterion  for  infection;  100,000  or  more  organisms/ml  urine;  criterion  for  clear  culture; 
1000  or  fewer  organisms/ml  urine. 

Septra  outperformed  ampicillin 

In  a study  of  10-day  therapy  in  156  patients  with  recurrent  urinary 
tract  infections,^  clear  culture  was  maintained  four  days  after  therapy 
ended  in  81%  of  patients  treated  with  Septra,  compared  to  76%  of 
those  treated  with  ampicillin.®  These  results  gain  added  significance 
considering  that  causative  organisms  not  susceptible  in  vitro  to 
ampicillin  were  excluded,  but  no  such  advantage  was  afforded 
Septra.  Drug  regimens  consisted  of  either  two  Septra  tablets  b.i.d.  or 
one  500  mg  ampicillin  capsule  q.i.d. 

®Chterion  for  infection;  100,000  or  more  organisms/ml  urine;  criterion  for  clear  culture; 
1000  or  fewer  organisms/ml  urine. 

Septra  outperformed 
nitrofurantoin  (macrocrystals) 

In  a study  of  289  patients  treated  for  14  days  for  recurrent  urinary 
tract  infections,^  bacteriologic  response  (measured  eight  days  after 
therapy  ended)  to  Septra  was  94%,  compared  to  90%  with  nitro- 
furantoin.® Drug  regimens  consisted  of  either  two  Septra  tablets 
b.i.d.  or  one  100  m,g  capsule  of  nitrofurantoin  macrocrystals  q.i.d. 

®Criterion  for  infection;  100,000  or  more  organisms/ml  urine;  criterion  for  clear  culture; 
1000  or  fewer  organisms/ml  urine. 

In  vitro  antibacterial  action 
well  balanced  by  clinical  success 

Septra  DS 

Each  tablet  conlainsi^L 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 
in  recurrent  urinary  tract  infections 
due  to  susceptible  organisms'* 

#lt  is  recommended  that  initial  episodes  of  uncomplicated  urinary  tract  infections  be 
treated  with  a single  effective  antibacterial  agent  rather  than  the  combination. 

Artist’s  conception  of  major  uropathogens. 

See  next  page  for  prescribing  information. 


In  recurrent  urinary  tract  infections  due  to  susceptible  organisms* 


Septra  DS  lablets 

Each  tablet  contains. 

160  mg  trimethoprim  and 
800  mg  sulfamethoxazole 


Suspension 

Each  teaspoonlul  (5  mil  contains 

40  mg  trimethoprim  and 
200  mg  sulfamethoxazole 


In  vitro  antibacterial  action  well  balanced  by  clinical  success 

• convenient  b.i.d.  dosage  schedule  helps  • Septra  and  Septra  DS  now  available  in 
insure  patient  compliance  new  small-size  tablets 

• pleasantly  flavored  cherry  suspension  available  for  children 


Rx  guidelines 

• during  therapy,  maintain  adequate  fluid 
intake  and  perform  frequent  urinalyses 
with  careful  microscopic  examination 

• contraindicated  in  children  under  two 
months  old 


• see  prescribing  information  for  complete 
guidelines 

*lt  is  recommended  that  initial  episodes  of  uncomplicated  urinary 
tract  infections  be  treated  with  a single  effective  antibacterial  agent 
rather  than  the  combination 


Septra" 

Tablets  and  Suspension 

Indications  and  Usage:  Urinary  Tract  infections:  Urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coii,  Klebsieiia-Entero- 
bacter,  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  morgana.  It  is  recommended  that 
initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  comhination. 

NOTE:  The  increasing  frequency  of  resistant  organisms  limits  the  usefulness  of 
antibacterials,  especially  in  these  urinary  tract  infections. 

The  recommended  quantitative  disc  susceptibility  method  (Federai  Register  37: 
20527-29, 1972)  may  be  used  to  estimate  bacterial  susceptibility  to  Septra.  A laboratory 
report  of  “Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infection  likely 
to  respond  to  Septra  therapy.  "Intermediate  susceptibility"  also  indicates  that 
response  is  likely  and  "Resistant"  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides.  Pregnancy  and 
during  the  nursing  period.  Infants  less  than  two  months  of  age. 

W&m//i5S.'Deaths  f rom  hypersensitivity  reactions,  agranulocytosis,  aplastic  anemia  and 
other  blood  dyscrasias.  Experience  with  trimethoprim  alone  is  much  more  limited,  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidenceof  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics,  primarily 
thiazides. 

Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of  serious  blood 
disorders.  Frequent  CBCs  are  recommended:  therapy  should  be  discontinued  if  a 
significant  reduction  in  the  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  with  caution  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  glucose-6-phosphate 
dehydrogenase-deficient  individuals,  hemolysis  may  occur  (frequently  dose-related). 
During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses  with 
careful  microscopic  examination  and  renal  function  tests,  particularly  where  there  is 
impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Septra.  Biood Dyscrasias:  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia  and  methemoglobinemia.  Aiiergic  Reactions:  Erythema  multiforme, 
Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis.  Gastrointestinai  Reactions:  Glossitis,  stomatitis,  nausea,  emesis,  abdom- 
inal pains,  hepatitis,  diarrhea  and  oancteat\t\s.C  N.S  Reactions:  Headache,  peripheral 
neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness.  Misceiianeous  Reac- 
f/o/7S,  Drug  fever,  chills,  and  toxic  nephrosis  with  oliguria  and  anuria.  Periarteritis  nodosa 
and  L.  E.  phenomenon  have  occurred.  Due  to  certain  chemical  similarities  to  some 


goitrogens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and  hypogly- 
cemia: cross-  sensitivity  may  exist  with  these  agents.  In  rats,  long-term  administration  of 
sulfonamides  has  produced  thyroid  malignancies. 

Dosage  and  Administration:  Hot  recommended  for  use  in  infants  less  than  two  months 
of  age. 

Ar/ü/fs.'The  usual  adult  dosage  for  the  treatment  of  urinary  tract  infections  is  one  double 
strength  tablet  or  two  regular  tablets  or  four  teaspoonfuls  (20  ml)  every  12  hours  for  10  to 
14  days.  Shake  suspension  well  before  using. 

Chiidren:  Recommended  dose  is  8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole 
per  24  hours,  given  in  two  divided  doses  tor  10  days.  The  following  table  is  a guideline  for 
the  attainment  of  this  dosage  using  Septra  Tablets  or  Suspension. 


Children:  Two  months  of  age  or  older 


Weight 

lb 

kg 

Dose- 

Teaspoonfuls 

everv  12  hours 

Tablets 

20 

9 

1 ( 5ml) 

V2 

40 

18 

2 (10  ml) 

1 

60 

27 

3 (15  ml) 

I'/z 

80 

36 

4 (20  ml) 

2 (or  1 DS  tablet) 

For  patients  with  renal  impairment: 


Creatinine  Clearance 

Recommended 

(ml/min) 

Dosage  Regimen 

Above  30 

Usual  Standard  Regimen 

Half  of  the  Usual 

15-30 

Dosage  Regimen 

Below  15 

Use  Not  Recommended 

Supptied:  Septra  DS  (Double  Strength)  tablets  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole  - bottles  of  60  tablets  and  unit  dose  packs  of  100.  Septra  tablets 
containing  80  mg  trimethoprim  and  400  mg  sulfamethoxazole-  bottles  of  40, 100, 500, 
and  1000  tablets  and  strip  packages  of  100  individually  packed  tablets.  Oral  suspension, 
containing  the  equivalent  of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  in  each 
teaspoonful  (5  ml),  cherry  flavored -bottles  of  450  ml. 


References:  1.  PMR  Bacteriologic  Report -urine  cultures  only.  National  summary  Dec 
1975,  Jan1976,  Feb  1976.  (From  200  acute  care  hospitals  of  100  beds  or  more. ) Data  on 


file.  Burroughs  Wellcome  Co. 
2.  Data  on  file.  Burroughs 
Wellcome  Co. 


Burroughs  Wellcome  Co. 
Research  Triangle  Park 
North  Carolina  27709 


EL  OJO  COMO  INSTRUMENTO  OPTICO 


Manuel  N.  Miranda,  MD 


Resumen:  Se  presentan  y estiman  las  potencias 
del  sistema  dióptrico  promedio  normal  del  ojo 
y los  focos  principales.  Se  discuten  las  anoma- 
lías del  ojo  como  instrumento  óptico  y los  ins- 
trumentos usados  para  encontrar  el  eje  longi- 
tudinal y valores  dióptricos  del  ojo. 


Introdueeién 

La  función  principal  del  ojo  como  instru- 
mento óptico  es  formar  imágenes  reales  en  la 
retina  de  los  objetos  que  nos  rodean  (Fig.  1). 

Las  imágenes  formadas  en  la  retina  son 
invertidas,  igual  que  las  imágenes  formadas  por 
lentes  convexos  cuando  los  objetos  se  encuen- 
tran a una  distancia  mayor  que  la  de  sus  focos 
principales  (Fig.  2). 

Las  imágenes  retinales  son  reinvertidas  al 
nivel  de  la  corteza  cerebral.  En  la  retina  son  for- 
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madas  por  rayos  de  luz  reflejados  por  objetos 
que  están  situados  en  nuestro  medio  ambiente 
iluminado.  A su  paso  por  el  ojo,  estos  rayos  de 
luz  atraviesan  estructuras  que  alteran  su  direc- 
ción. Antes  de  llegar  a la  retina  penetran  la  su- 
perficie anterior  de  la  córnea,  la  substancia 
de  la  córnea,  la  superficie  posterior  de  la  cór- 
nea, el  humor  acuosos,  la  superficie  anterior 
del  lente  cristalino,  la  substancia  del  lente, 
la  superficie  posterior  del  cristalino  y el  hu- 
mor vitreo.  De  estas  estructuras,  las  que  mayor 
influencia  tienen  en  la  refracción  del  ojo  son 
la  córnea  y el  cristalino  que  juntos  constituyen 
el  sistema  dióptrico  del  ojo. 

Sistema  Dióptrico  del  Ojo 

Gullstrand,  un  gigante  de  la  óptica  fisio- 
lógica, inventor,  entre  otras  cosas,  de  la  lámpara 
de  hendidura,  el  único  oftalmólogo  en  haber 
sido  laureado  con  el  premio  NOBEL  (1)  fue 
uno  de  los  que  con  más  precisión  calculó  los 
valores  dióptricos  promedios  de  la  córnea  y 
el  cristalino  en  ojos  emetropes.  La  Tabla  I (2) 
nos  da  los  promedios  dióptricos  y medidas  de 
su  ojo  esquemático  en  completo  descanso. 

Las  potencias  dióptricas  de  la  córnea  y 
el  cristalino  se  derivan  usando  la  siguiente  fór- 
mula; 

n.,  - n J 

I)  = 

H Metros 


108 
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TABLA  I 

Valores  Promedios  del  Ojo  Esquemático  de  GuUstrand 


INDICE  DE  REERA  CCION 


Córnea 

1.376 

Acuoso  y Vitreo 

1.336 

Corteza  del  Lente 

1.386 

Núcleo  del  Lente 

1.406 

RADIOS  DE  CUR  VA  TURA 


Superficie  Anterior  de  la  Córnea 

7.7 

mm 

Superficie  Posterior  de  la  Córnea 

6.8 

mm 

Superficie  Anterior  del  Lente 

10.0 

mm 

Superficie  Anterior  del  Núcleo 

7.911  mm 

Superficie  Posterior  del  Núcleo 

-5.  76 

mm 

Superficie  Posterior  del  Lente 

-6.0 

mm 

POTENCIA  DIOPTRICA 


Superficie  Anterior  de  la  Córnea 

48.83  D 

Superficie  Posterior  de  la  Córnea 

-5.88  D 

Superficie  Anterior  del  Lente 

5.0  D 

Núcleo  del  Lente 

5. 985  D 

Superficie  Posterior  del  Lente 

8.33  D 

Total  de  la  Córnea 

43.05  D 

Total  del  Lente 

19.11  D 

Total  del  Ojo 

58.64  D 

D significa  la  potencia  en  dioptrías  de  la  super- 
ficie en  consideración,  n^^  el  índice  de  refrac- 
ción del  medio  de  donde  proceden  los  rayos  de 
luz,  n2  el  índice  de  refracción  del  medio  que 
atraviesan  éstos  después  de  pasar  por  la  super- 
ficie en  consideración  y R el  radio  de  curvatura 
de  la  superficie  en  metros. 

El  valor  dióptrico  de  las  superficies  de  la 
córnea,  utilizando  los  valores  promedios  de 
GuUstrand,  se  encuentran  para  la  superficie 
anterior,  Dc]^,  y para  la  superficie  posterior. 


Dc2  como  sigue: 

- "i  _ 

~ Rj  “ ~!bÓ77M  " ^077 

= + 48.83  D 

_ "3  ■ "2  _ 1.336  -1.376  -.040 

^‘'2  ~ ~ .0068  7006í^ 


= -5.88D 
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Figura  1 


Figura  2 


= radio  de  curvatura  de  la  superficie  ante- 
rior de  la  córnea. 

R2  = radio  de  curvatura  de  la  superficie  pos- 
terior de  la  córnea. 

nj  = índice  de  refracción  del  aire. 
n2  = índice  de  refracción  de  la  córnea. 
n3  = índice  de  refracción  del  humor  acuoso. 


tra  por  la  siguiente  fórmula:  (3) 

D Córnea  = D superficie  ^ superficie  ..  esp^soL 

anterior  posterior  ínaice  refracción 

córnea 

rj  superficie  superficie 

anterior  ^ posterior 

I)  Córnea  = 4f}.83  -I-  (-.5.88)  --_^QPJ)5  x 40.83  x (-5.88)  = 

1.376 


La  potencia  total  de  la  córnea  se  encuen- 


= 43.05  1) 


Volumen  lO 
-HI  \úm.  12 

El  valor  dióptrico  de  las  superficies  del 
cristalino,  utilizando  también  los  valores  pro- 
medios de  Gullstrand,  se  encuentran  para  la 
superficie  anterior  de  la  corteza,  DLc]^,  la  pos- 
terior DLc2,  y para  las  del  núcleo,  la  anterior, 
DLn]^,  y la  posterior,  DLn2,  como  sigue: 


DLc|  = 

- "3  ^ 

1.386  - 1.336  = 

.05  = 5.0  D 

R3M 

.01  M 

.01 

DLiij  = 

”5  - "4  = 

1.406  - 1.386  = 

.02  = 2.52  D 

R4M 

.007911 

.007911 

DLn9  = 

"6  ■ "5  ^ 

1.386  - 1.406  = 

- .02  = 3.47  D 

R3M 

-.00576 

-.00576 

DLc2=. 

1.336-  1.386  = 

-.05  = 8.33 1) 

RóM 

-.006 

-.006 

R3  = radio  de  curvatura  de  la  superficie  anterior 
de  la  corteza. 

= radio  de  curvatura  de  la  superficie  anterior 
del  núcleo. 

Rg  = radio  de  curvatura  de  la  superficie  pos- 
terior del  núcleo. 

Rg  = radio  de  curvatura  de  la  superficie  pos- 
terior de  la  corteza. 

n3  = índice  de  refracción  del  humor  acuoso, 
n^  = índice  de  refracción  de  la  corteza  anterior, 
ng  = índice  de  refracción  del  núcleo. 
n0  = índice  de  refracción  de  la  corteza  posterior. 
nrj  = índice  de  refracción  del  vitreo. 

La  potencia  total  del  cristalino  se  encuentra 
sumando  DLc]^  -t-  DLn^^  + DLn2  -1-  DLc2,  o sea, 
5.0  D + 2.52  D -I-  3.47  D -1-  8.33  D que  es  igual 
a 19.32  D. 

Este  valor  difiere  un  poco  del  encontrado 
por  Gullstrand,  19.11  D,  quien  calculó  la  poten- 
cia del  cristalino  por  la  pérdida  de  refracción 
del  ojo  cuando  el  lente  se  removía. 

Asumimos  que  la  potencia  anterior  del 
cristalino  es  de  19.11  D pero,  debido  a su  dis- 
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tancia  de  la  córnea  y a su  localización  entre  el 
acuoso  y el  vitreo  realmente  sólo  contribuye 
con  15.6  D a la  potencia  total  del  ojo. 

Se  puede  decir,  pues,  que  el  sistema  dióp- 
trico del  ojo  está  compuesto  por  dos  lentes 
convexos  alineados  en  un  eje  central,  el  pri- 
mero, la  córnea,  de  43.05  D y el  segundo,  el 
cristalino,  de  19.11  D.  Veamos  cuál  es  el  efecto 
de  estos  dos  componentes  en  la  determinación 
de  los  focos  principales  del  ojo;  pero  antes, 
para  poder  visualizar  mejor  la  determinación 
de  los  mismos,  consideremos  la  localización 
de  los  focos  formados  por  dos  lentes  convexos 
en  aire,  uno  de  10  dioptrías  y otro  de  5 diop- 
trías, y el  efecto  que  tienen  sobre  el  foco  al 
disminuir  la  distancia  que  los  separa. 

Para  encontrar  el  foco  final  para  objetos 
distantes  de  dos  lentes,  uno  de  -tlO  D y otro 
de  -1-5  D separados  por  una  distancia  de  5cm, 
primero  tenemos  que  calcular  la  vergencia 
resultante  de  los  rayos  procedentes  de  una 
distancia  mayor  de  veinte  pies  al  pasar  a través 
del  primer  lente,  el  lente  de  -I-IO  D.  Esta  se 
encuentra  usando  la  fórmula:  U -1-  D = V en 
la  cual  U es  la  vergencia  de  los  rayos,  expresa- 
dos en  dioptrías,  que  proceden  del  objeto, 
D la  potencia  del  lente  y V la  vergencia  de  los 
rayos  al  pasar  el  lente.  Substituyendo  los  va- 
lores en  la  fórmula,  encontramos  que  el  foco 
del  lente  de  10  D es  de  10  cm. 

0 + 10  = lOD 
V = 10  D 

F = 1J)Ü  = i(K)_  = 10  cm. 

V 10 

Para  encontrar  el  foco  de  los  rayos  que 
proceden  del  lente  de  -I-IO  D después  de  pasar 
el  lente  de  -i-D  aplicamos  la  misma  fórmula. 

U -t-  I)  = V 
U = 10  -5  = 5 cm 
i;  = j_00_=  20  D 


I 
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20+  5 = 25D 
V = 25  D 

F = LQO  = iQ0_  = 4 cm 
V 25 


para  objetos  a más  de  20  pies  del  ojo  se  deter- 
mina usando  la  misma  fórmula,  U + D = V. 


Con  el  lente  de  +5  D colocado  5 cm  de- 
trás del  lente  de  +10  D el  foco  se  ha  movido 
de  10  cm  a 9 cm  del  primer  lente. 

Si  el  lente  de  +5  D lo  movemos  a dos 
centímetros  del  lente  de  +10  D el  foco  se 
moverá  a 7.7  cm  del  primer  lente. 

U + I)  = V U = 10  - 2 = 8 ctn 

U = i00_=  12.5  D 
8 

12.5  + 5 = 17.5  D 
V = 17.5  D 

F = IQO-  “ IQ-Q-  “ 

V 17.5 

Si  el  lente  de  +5  D se  mueve  más  ade- 
lante y lo  colocamos  en  contacto  con  el  lente 
de  +10  D el  foco  se  moverá  a solamente  6.6 
cm  del  primer  lente. 


Uc  + De  = Ve 


0 

+ 43.05  = 

Ve 

Ve 

= 43.05  D 

Fe 

= 1000  = 

1000 

Ve 

43.05 

Este  sería  el  foco  si  los  rayos  de  luz  estu- 
vieran pasando  a través  de  aire  dentro  del 
ojo,  pero  como  están  pasando  por  humor 
acuoso  y vitreo  el  efecto  convergente  de  la 
córnea  se  disminuye  y por  lo  tanto  el  foco 
real  es  23.22  x 1.336  = 31  mm.  El  efecto 
del  cristalino  lo  calculamos  ahora: 


~ "1.6  — 29.4  mm  = 

29.4 

= 34.01  D 

34.01  + 19.11  = Vj 
Vj  = 53.12  D 


U + D = V 
O + 15  = 15  D 
V = 15  D 

F = IQÍL  “ ~ 

V 15 


Encontremos  ahora  el  foco  posterior  prin- 
cipal aproximado  en  el  ojo  emetrope. 

La  córnea  tiene  una  potencia  dióptrica 
de  43.05  D y el  cristalino  de  19.11  D.  El 
plano  principal  del  ojo  está  colocado  2 mm 
detrás  de  la  córnea  y 1.6  mm  de  la  superficie 
anterior  del  cristalino.  El  foco  de  la  córnea 


Fj  = Í0p0_=  igpj)_=  18.83  mm 
Vl  53.12 

Este  foco  de  18.83  mm  es  desde  la  super- 
ficie anterior  del  cristalino.  Para  calcular  el 
foco  posterior  desde  la  córnea  tenemos  que 
sumarle  a ese  valor  4.2  mm,  la  distancia  del 
cristalino  a la  superficie  anterior  de  la  córnea. 

Por  lo  tanto,  se  puede  decir,  que  las  me- 
didas esenciales  encontradas  para  un  ojo  eme- 
trope normal  son: 

Potencia  de  la  Córnea  43.05  D 

Potencia  del  Cristalino  19.11  D 

Eje  Antero  Posterior  del 
Ojo 


23.03  mm 
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Anomalías  Opticas  del  Ojo 

Al  ojo  estático,  o sea,  con  la  acomoda- 
ción en  reposo,  se  le  llama  emetrope  cuando 
reúne  los  rayos  luminosos  en  la  retina,  es  de- 
cir, cuando  el  foco  posterior  principal  del 
ojo  es  coincidente  con  la  retina.  Si  así  no  suce- 
de el  ojo  es  miope,  hipermetrope  o astígmico. 

La  emetropia  depende  de  la  relación 
existente  entre  los  factores  dióptricos  y el 
tamaño  del  globo.  Un  ojo  pequeño  puede 
ser  emetrope  si  posee  una  potencia  dióptrica 
mayor  que  lo  normal,  uno  grande  con  un  dióp- 
trico  débil  puede  ser  emetrope  también.  La  Na- 
turaleza sabia  provee  medios  para  que  el  ojo  se 
mantenga  emetrope  desde  la  infancia  a la  seni- 
lidad en  la  mayoría  de  las  personas. 

La  emetropía  es  rarísima  en  infantes  por- 
que el  globo  ocular  es  muy  pequeño.  La  curva- 
tura de  la  córnea  cambia  muy  poco  durante  la 
vida  del  ser  humano.  La  pequeñez  del  globo 
en  las  personas  es  compensada  por  las  grandes 
curvaturas  de  las  superficies  del  lente.  Según 
crece  el  ojo  las  superficies  del  lente  se  aplanan. 
Este  ajuste  en  el  sistema  dióptrico  continúa 
durante  toda  la  vida  en  los  dos  ojos.  Si  el  ojo 
crece  muy  rápido  o el  aplanamiento  es  muy 
lento  se  produce  miopía.  Si  lo  contrario  sucede 
tendremos  hiperopia. 

Las  anomalías  o errores  de  refracción  se 
producen  como  resultado  de  diferencias  axiales, 
dióptricas  o de  índice  de  refracción. 

Ojos  pequeños  con  el  eje  anteroposterior 
corto  y dióptrico  normal  causan  hiperopia;  si 
grandes,  bajo  las  mismas  condiciones,  producen 
miopía. 

Ojos  con  dióptrico  potente  y eje  antero- 
posterior normal  son  miopes  y con  dióptrico 
débil  son  hiperopes. 

Si  los  radios  de  curvatura  de  los  meridianos 
principales  de  las  superficies  de  la  córnea  o el 
cristalino  son  diferentes,  se  produce  astigmatis- 
mo. Cuando  la  línea  horizontal  en  el  astigmatis- 
mo se  encuentra  más  cerca  del  sistema  óptico 


se  dice  que  el  astigmatismo  es  a favor  de  la  re- 
gla. 

Cambios  en  el  índice  de  refracción  de  las 
estructuras  del  ojo  pueden  producir  hiperopia 
o miopía.  Aumentos  en  el  nivel  de  glucosa 
en  la  sangre  en  los  pacientes  con  diabetes  indu- 
cen cambios  miópicos.  El  aumento  de  azúcar 
en  la  sangre  causa  aumento  en  la  presión  osmó- 
tica (3).  Para  mantener  la  presión  osmótica  en 
la  cámara  anterior  en  equilibrio  con  la  de  la  san- 
gre, líquido  fluye  dentro  de  la  corteza  del  cris- 
talino produciendo  dos  cambios,  aumentos 
en  la  potencia  de  las  curvaturas  y disminución 
del  índice  de  refracción  de  la  corteza.  Al  dismi- 
nuir el  índice  de  refracción  de  la  corteza,  aumen- 
ta la  potencia  dióptrica  del  cristalino. 

La  potencia  del  núcleo  del  cristalino  nor- 
mal: 


DLnj  =_^ ^_=  LiQ6_-^JJ86  = 2.52  D 

Rni  .007911 

DLn2  = i-38^ -_L406_  = 3.47  D 
.00576 

Si  el  índice  de  la  corteza  disminuye,  di- 
gamos a 1.366,  la  potencia  dióptrica  del  núcleo 
aumenta: 

DLnj  =_a01_  = 5.05  D 


Rm 

.007911 

.007911 

'6  -"5 

= 1.366  - 1.406 

= -0.04  = 6.94  D 

Rm 

-.00576 

-.00576 

En  este  ejemplo  la  potencia  del  núcleo 
del  cristalino  aumenta  de  -1-5.95  D a -1-11.99  D 
resultando  en  una  miopía  de  índice. 

Si  el  índice  de  refracción  del  núcleo  del 
lente  aumenta  como  sucede  cuando  se  desarro- 
lla la  esclerosis  nuclear  en  los  viejitos,  la  poten- 
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El  diseño  óptico  del  Queratómetro  permite 
medir  el  tamaño  de  la  imagen  reflejada  y por 
consiguiente,  el  radio  de  curvatura  de  la  super- 
ficie anterior  se  puede  calcular.  Si  se  ilumina 
un  objeto  de  tamaño  conocido,  se  pone  a una 
distancia  conocida  de  la  córnea,  y se  mide  la 
imagen  reflejada,  se  puede  calcular  el  radio 
de  curvatura  de  la  córnea  (6). 

En  el  Queratómetro,  la  distancia  entre  el 
objeto  y la  imagen  reflejada  es  fija.  Esta  distan- 
cia se  mantiene  porque  se  usa  un  foco  fijo  y 
pequeño;  un  telescopio  ocular  potente  permite 
que  la  reflexión  esté  en  un  foco  crítico  sola- 
mente cuando  se  sitúa  a cierta  distancia  fija. 
El  objeto  está  colocado  en  el  mismo  sostén  del 
telescopio,  de  suerte  que,  cuando  la  imagen 
está  en  foco  claro,  la  distancia  entre  el  objeto 
y la  imagen  siempre  será  igual.  La  distancia 
del  objeto  a la  imagen  (U  + 1/2  r)  es  constante 
(igual  a un  número  llamado  K). 

La  fórmula  para  calcular  el  radio  de  cur- 
vatura de  la  córnea  es  como  sigue: 

Tamaño  imagen  distancia  i de  la  córnea 

Tamaño  objeto  distancia  o de  la  córnea 

r 

1 = 2 

o K - 

2 

K — j;  es  aproximadamente  igual  a K 
2 

j; 

± = __2 

o K 

1 _21S_ 

r = 2K  o = o XI 

La  distancia  2K  y el  tamaño  del  objeto  se 
conocen  y el  radio  de  curvatura  r es  proporcio- 
nal a i,  el  tamaño  de  la  imagen  corneal.  Se  en- 
cuentra i,  se  multiplica  por  una  constante,  y 
esto  nos  da  r. 


Lente  Cristalino 

La  acomodación  y la  afaquia  son  cambios 
producidos  por  el  cristalino  que  afectan  el  dióp- 
trico  ocular. 

La  acomodación  es  el  proceso  por  medio 
del  cual  el  ojo  aumenta  su  potencia  dióptrica 
para  poder  enfocar  en  la  retina  objetos  cercanos. 
Esto  es  posible  debido  a un  aumento  en  la  curva- 
tura y el  espesor  del  cristalino.  Solamente  el  68 
por  ciento  del  aumento  de  la  potencia  del  cris- 
talino se  produce  por  aumento  en  su  curvatura. 
El  resto  procede  del  aumento  en  el  espesor  del 
núcleo  del  lente. 

El  experimento  de  las  tres  imágenes  de 
Purkinje  (7)  lo  demuestra.  Si  después  de  haber 
dado  al  ojo  una  dirección  determinada,  colo- 
camos a su  lado  una  luz  intensa,  se  ven  en  la 
pupila  tres  imágenes  pequeñas  de  esta  luz,  imá- 
genes producidas  por  la  córnea,  por  la  super- 
ficie anterior  del  cristalino  y por  la  superficie 
posterior  del  cristalino.  Las  dos  primeras  imá- 
genes son  erectas,  la  tercera,  la  suministrada 
por  la  superficie  cóncava  del  cristalino,  es  in- 
vertida. 

Cuando  el  ojo  está  en  reposo,  las  imáge- 
nes del  cristalino  están  más  cerca  una  de  la  otra 
que  la  anterior  a la  imagen  de  la  córnea.  Cuando 
el  ojo  acomoda,  las  imágenes  del  cristalino  se 
separan  y la  de  la  superficie  anterior  se  acerca 
a la  imagen  de  la  córnea. 

Este  aumento  en  la  curvatura  anterior  y 
el  espesor  del  cristalino  se  ha  corroborado 
también  fotografiando  el  cristalino  a través 
de  una  lámpara  de  hendidura  (8)  o usando 
la  técnica  de  la  ultrasonografía. 

El  ojo  normal  está  diseñado  en  tal  forma 
que,  cuando  está  en  reposo,  los  rayos  de  luz 
que  proceden  del  infinito  se  enfocan  en  la 
retina.  Por  definición,  un  ojo  emetrope  es 
aquel  en  que  su  retina  coincide  en  el  foco 
posterior  principal  del  sistema  óptico  cuando 
está  en  reposo.  Este  ojo  enfocará  claramente 
todos  los  objetos  situados  a una  distancia  de 
20  pies  o mayor.  Si  el  objeto  se  mueve  más 
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cia  del  cristalino  aumenta  y se  produce  miopía. 

Cuando  baja  el  nivel  de  azúcar  en  la  sangre, 
líquido  del  lente  fluye  a la  cámara  anterior,  se 
deshidrata  la  corteza  y aumenta  su  índice  de 
refracción  causando  una  disminución  en  la 
potencia  del  núcleo.  Por  consiguiente,  baja  el 
dióptrico  ocular  y se  produce  hiperopia. 

Con  el  paso  de  los  años  fibras  lenticulares 
se  van  agrupando  en  la  corteza  del  lente  causan- 
do un  aumento  gradual  en  su  índice  de  refrac- 
ción y por  consiguiente,  se  produce  una  hiper- 
metropia  que  va  aumentando  gradualmente. 

Dislocaciones  del  lente  pueden  producir 
miopía  o hipermetropía.  Si  se  desplaza  hacia 
adelante,  miopía  y hacia  atrás,  hipermetropía. 

Instrumentos  para  Tomar  Medidas  Opticas 

Para  determinar  el  eje  longitudinal  del 
ojo  se  puede  usar  una  técnica  basada  en  Rayos 
X o la  ultrasonografía. 

La  medida  del  eje  longitudinal  del  ojo 
con  Rayos  X (4)  se  basa  en  la  sensación  de 
luz  que  éstos  producen  en  el  ojo  adaptado 
para  la  obscuridad.  Los  Rayos  X difieren  de 
la  luz  corriente  en  que  no  son  desviados  por 
ninguna  parte  del  ojo,  ni  siquiera  por  la  ór- 
bita ósea.  Producen  una  fluorescencia  obser- 
vable únicamente  por  la  retina. 

Un  haz  de  Rayos  X se  proyecta  al  ojo 
en  un  plano  perpendicular  al  eje  óptico.  Cuan- 
do el  haz  de  Rayos  X atraviesa  la  parte  poste- 
rior del  ojo,  hace  que  el  paciente  vea  un  anillo 
fluorescente.  Este  se  pone  progresivamente 
más  pequeño  según  la  luz  se  mueve  hacia  atrás 
y se  convierte  en  un  punto  cuando  coincide 
con  el  punto  más  posterior  de  la  retina.  Se 
mide  la  distancia  del  punto  más  posterior  de 
la  retina  a la  parte  más  anterior  del  ojo  uti- 
lizando una  regla  que  se  encuentra  en  un  mi- 
croscopio que  está  acoplado  al  tubo  de  Rayos 
X. 

La  ultrasonografía  (5)  se  puede  usar  para 


determinar  la  localización  de  cada  elemento 
óptico  y el  eje  longitudinal  del  ojo.  Cada  su- 
perficie del  ojo  refleja  energía  ultrasónica. 

Se  mide  el  tiempo  que  toma  a la  energía 
que  proviene  de  un  transductor  pasar  a través 
del  ojo  a las  superficies  reflectoras  y de  nuevo 
atrás  al  transductor.  Se  obtienen  así  las  me- 
didas intraoculares,  ya  que  éstas  se  derivan 
del  tiempo  necesario  para  la  energía  ultrasó- 
nica atravesar  las  varias  estructuras  del  ojo. 

Para  medir  los  radios  de  curvatura  de  la 
superficie  anterior  de  la  córnea  utilizamos 
un  instrumento  llamado  Oftalmómetro  o Quera- 
tómetro.  Nos  da  indirectamente,  bastante 
aproximado,  la  potencia  de  los  meridianos 
principales  de  la  córnea  a pesar  de  que  no  mide 
el  espesor  y la  curvatura  posterior  de  la  córnea. 
Es  esencial  para  la  adaptación  de  lentes  de  con- 
tacto y nos  indica  si  una  ametropia  es  axial  o 
dióptrica. 

En  el  ojo  hay  dos  astigmatismos:  el  corneal 
y el  cristaliniano,  resultando  del  conjunto  de  am- 
bos el  astigmatismo  total.  Las  variaciones  en  la 
potencia  refringente  son  debidas  principal  y casi 
exclusivamente,  a la  córnea  y en  esto  se  funda- 
menta la  utilidad  de  la  oftalmometría,  dado  que 
el  astigmatismo  corneal  es,  en  la  inmensa  mayo- 
ría de  los  casos  el  que  predomina,  y por  lo  tanto, 
con  arreglo  a él  hay  que  prescribir,  aproximada- 
mente los  vidrios  a la  mayoría  de  los  astigmá- 
ticos fuertes. 

El  eje  del  cilindro  encontrado  por  el 
método  subjetivo,  coincide  en  más  de  un  90 
por  ciento  con  las  indicaciones  oftalmométricas. 
El  Queratómetro  es  esencial  para  corregir  los 
astigmatismos  fuertes  a favor  de  la  regla;  ya  que 
el  paciente  puede,  y usualmente  lo  hace,  com- 
pensar en  parte  el  astigmatismo  reduciendo  su 
distancia  interparpebral. 

Las  propiedades  reflectoras  de  la  córnea 
nos  permiten  el  uso  de  este  instrumento.  La  cór- 
nea actúa  como  un  espejo  convexo,  refleja  una 
imagen  virtual  y más  pequeña  que  el  objeto. 
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cerca  de  la  retina,  se  formará  una  imagen  borro- 
sa en  la  retina,  ya  que  el  foco  se  formará  detrás 
de  ella. 

Para  poder  formar  una  imagen  clara  en 
la  retina  de  este  objeto  cercano,  el  dióptrico 
ocular  debe  aumentar  o el  globo  debe  alargar- 
se. Bajo  condiciones  fisiológicas  el  globo  ocular 
no  puede  alargarse;  por  consiguiente,  la  poten- 
cia dióptrica  del  ojo  debe  aumentar. 

Este  cambio  se  produce  por  alteración 
en  la  forma  del  cristalino  al  contraer  el  músculo 
ciliar.  El  proceso  por  medio  del  cual  se  aumenta 
la  potencia  dióptrica  se  llama  acomodación. 

El  músculo  ciliar  al  contraerse,  tira  las 
coroides  hacia  el  borde  corneal,  el  espacio  com- 
prendido entre  el  ecuador  del  cristalino  y los 
procesos  ciliares  se  reduce,  la  tracción  ejercida 
por  las  zónulas  sobre  el  cristalino  disminuye; 
éste,  abandonado  a sí  mismo,  toma  la  forma 
natural  que  le  asigna  la  elasticidad  de  sus  fibras 
y se  torna  más  convexo. 

La  naturaleza  exacta  del  estímulo  que 
inicia  el  reflejo  de  la  acomodación  se  descono- 
ce. Se  sabe  que  la  retina  solamente  puede  en- 
viar al  cerebro  dos  tipos  de  información,  di- 
ferencias en  iluminación  y diferencias  en  co- 
lor. De  acuerdo  con  el  estímulo  de  luz,  posible- 
mente por  efectos  de  cambios  de  iluminación 
y cromáticos,  el  cerebro  puede  diferenciar  si 
los  rayos  son  convergentes  o divergentes. 

La  imagen  borrosa  de  la  retina  se  tras- 
mite a la  corteza  visual  a través  del  nervio 
óptico.  Esta  envía  una  respuesta  al  núcleo 
Edinger-Westphal  del  tercer  nervio  cranial,  el 
oculomotor.  Fibras  nerviosas  viajan  con  el  oculo- 
motor hasta  el  ganglio  ciliar  y de  allí  a través 
de  los  nervios  ciliares  cortos  llegan  al  músculo 
ciliar  después  de  pasar  por  el  espacio  supra- 
coroidal. 

Dios  dotó  a todas  las  especies  vivientes 
con  los  mecanismos  más  apropiados  para  su 
subsistencia.  En  algunos  animales  encontramos 
mecanismos  acomodativos  muy  diferentes  a 
los  del  hombre  (9).  Los  peces  acomodan  para 


distancia.  En  descanso  sus  ojos  están  adaptados 
para  de  cerca,  el  cristalino  se  encuentra  en 
contacto  con  la  córnea.  Al  acomodar  para  dis- 
tancia el  lente,  sin  cambiar  su  convexidad,  es 
movido  hacia  la  retina  por  tracción  muscular. 

Los  pájaros  y reptiles  acomodan  para  de 
cerca  por  acción  del  esfínter  fuerte  del  iris  que 
moldea  el  lente  y lo  pone  más  convexo. 

Algunos  animales  ya  vienen  equipados 
con  bifocales.  El  cangrejo  Rey  (King  Crab) 
tiene  dos  pares  de  ojos,  unos  los  usa  para  dis- 
tancia y otros  para  ver  objetos  cercanos. 

La  ausencia  del  lente  cristalino  bien  sea 
congénita,  por  dislocación  traumática,  absor- 
ción, o extracción  quirúrgica  se  llama  afaquia. 
La  ausencia  del  cristalino  hace  del  ojo  un  sis- 
tema óptico  simple,  esto  es,  uno  con  una  super- 
ficie dióptrica,  la  córnea,  separando  aire,  con 
un  índice  de  refracción  de  1,  del  acuoso  y el 
vitreo  con  un  índice  de  refracción  de  1.336. 

Tomando  la  córnea  normal  como  si  tuvie- 
ra una  curvatura  de  7.8  mm  y un  índice  de 
refracción  de  1.336  para  compensar  por  el 
efecto  de  su  curvatura  posterior  encontramos 
la  potencia  de  la  córnea  por  la  fórmula: 

D =_"“_'_'!.L=_L336_-_L  =_J36 = 43  D 

Rrn  .0078  .0078 

^ 1 ~ LQPi?  “ 23.26  mm 
43 

F.,=  23.26  X 1.336  = 31.07 

El  ojo  normal  con  su  cristalino  tiene  un 

de  17,  por  consiguiente,  el  ojo  afáquico 
corregido  por  un  cristal  colocado  en  el  F]^ 
(23  mm)  tendría  una  magnificación  linear  de 

J23  = 1.35 
17 

Ogle  (10)  estudiando  el  problema  de  la 
magnificación  de  la  imagen  retinal  en  el  ojo 
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afáquico  corregido  nos  dice  que  la  hiperopia 
resultante  de  la  remoción  del  cristalino  es  igual 
como  si  un  lente  delgado  de  suficiente  poten- 
cia negativa  se  hubiese  insertado  en  el  centro 
del  cristalino  neutralizando  su  potencia  re- 
fractora. 

La  hiperopia  resultante  se  corrige  con 
un  lente  en  el  espejuelo  de  una  potencia  vér- 
tice V,  colocado  al  frente  del  ojo  a una  dis- 
tancia h de  la  posición  en  donde  el  lente  del- 
gado se  ha  insertado. 

La  combinación  del  lente  correctivo  en 
el  espejuelo  y el  lente  hipotético  delgado  for- 
man un  sistema  afocal.  La  potencia  positiva 
del  lente  correctivo  neutraliza  exactamente 
el  lente  delgado  insertado  en  el  lente  crista- 
lino del  ojo  normal.  Para  ese  sistema  teles- 
cópico la  magnificación  producida  se  puede 
encontrar  por  la  siguiente  fórmula: 

M = I 

1 - Vh 

Si  el  lente  correctivo  se  coloca  23  mm  al 
frente  del  ojo,  la  distancia  focal  anterior  del 
ojo  afáquico,  y si  tiene  una  potencia  de  -t  10  D 
la  magnificación  será:  (h  = 23  -i-  5 = 28  mm) 

M = 1 = 1 = 1.38 

I-(IO)  (0.028)  1 - 0.28  72 

Que  quiere  decir  un  aumento  de  38  por  ciento 
en  el  tamaño  de  la  imagen  retiniana. 

Si  colocamos  el  lente  correctivo  a una 
distancia  de  12  mm  al  frente  de  la  córnea  la 
magnificación  será:  (h  = 12  -i-  5 = 17  mm) 

= i = i = _J_  = 1.20 

I-(IO)  (0.017)  1-0.17  83 

Habrá  un  aumento  de  solamente  20  por  ciento 
en  el  tamaño  de  la  imagen. 

Si  colocamos  el  lente  de  + 10  D en  contac- 
to con  la  córnea  (lente  de  contacto)  la  magni- 


ficación será:  (h  = 5 mm) 

M = l = i = 1.05 

l-(  10)  (0.005)  1-0.05  95 

Se  obtendrá  solamente  un  5 por  ciento  en  el 
aumento  de  la  imagen  retinal. 

Si  colocamos  un  lente  intraocular  de  -t- 10  D 
en  la  cámara  anterior  donde  antes  estaba  el  cen- 
tro del  lente  cristalino  no  habrá  aumento  en  la 
imagen  retinal:  (h  = 0) 

M = 1 = _L  = 1 

1-(10)(0)  1 

Por  consiguiente,  ópticamente  podemos 
asumir  que  el  mejor  tratamiento  para  la  afa- 
quia  son  los  lentes  intraoculares,  luego  los 
lentes  de  contacto  y en  última  instancia  los 
espejuelos  afáquicos. 

Hemos  discutido  el  ojo  como  instrumen- 
to óptico  y sus  variantes. 

Los  errores  de  refracción,  la  causa  más 
frecuente  de  la  visión  defectuosa,  fueron  fru- 
galmente considerados  por  nuestros  antece- 
sores, los  primeros  oftalmólogos.  La  impor- 
tancia de  los  mismos  permaneció  en  tinieblas, 
tal  vez  por  ignorancia  o por  los  prejuicios 
existentes  en  aquella  época  hacia  el  uso  de 
espejuelos,  hasta  el  1856  cuando  Helmholtz 
publicó  su  obra  maestra  sobre  la  Fisiología 
Optica.  Esta  pieza  clásica  estableció  el  camino 
para  el  progreso  y desarrollo  de  esta  rama  de 
la  oftalmología.  Le  tocó  a Frans  Cornelius 
Bonders  de  Utrecht  establecer  en  una  forma 
sencilla,  diáfana  y lógica,  la  teoría  y práctica 
de  la  óptica  de  los  errores  visuales  y su  correc- 
ción. En  1858  publicó  un  artículo  sobre  el  uso 
y la  selección  de  espejuelos;  en  1860,  un  ensayo 
en  Ametropia  y sus  Resultados;  en  1862,  un  pa- 
pel sobre  Astigmatismo  y Cristales  Cilindricos 
y en  1864,  su  obra  clásica  sobre  la  Acomoda- 
ción y Refracción  del  Ojo. 

Bonders  despertó  y estimuló  el  interés  de 
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los  oftalmólogos  sobre  la  óptica  y refracción. 
Desde  entonces  ha  habido  muchos  colegas  que 
han  hecho  importantes  contribuciones.  Sin 
embargo,  a pesar  del  esfuerzo  de  estos  pioneros, 
todavía  en  la  actualidad  se  nota  alguna  apatía 
en  nuestra  profesión  hacia  la  óptica  y refracción. 

Para  poder  mantener  el  sentido  más  elevado 
funcionando  eficientemente  es  necesario  utili- 
zar nuestros  conocimientos  médicos,  quirúrgi- 
cos y ópticos.  Utilicemos  esa  trilogía  adecuada- 
mente para  la  conservación  de  la  VISTA. 
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ALLERGY-INDUCING  MITES  IN  THE  BEDROOM 
DUST  OF  HOUSES  IN  PUERTO  RICO 


Miguel  A.  Santos,  Ph.D 


Abstract:  The  allergic  roles  of  house  dust  mites 
have  been  established  by  many  researchers.  The 
distribution  and  abundance  of  allergy-inducing 
mites  were  studied  in  31  houses  in  Mayaguez, 
P.  R.  Eighty-one  percent  of  the  houses  had  mi- 
tes in  their  bedrooms.  No  significant  correla- 
tion was  found  between  number  of  mites/gm. 
of  dust  and  age  of  house  or  age  of  person(s) 
sleeping  in  the  bedroom.  A statistically  sig- 
nificant correlation  was  found  between  good 
housekeeping  and  reduced  levels  of  mite  in- 
festation. 

Abstracto:  Muchos  investigadores  han  esta- 

blecido que  los  ácaros  del  polvo  de  las  casas 
son  causantes  de  la  alergia.  La  distribución  y 
abundancia  de  estos  ácaros  que  inducen  aler- 
gia fue  estudiada  en  31  casas  en  Mayagüez, 
P.  R.  Ochenta  y uno  por  ciento  de  las  casas 
tenían  ácaros  en  sus  dormitorios.  No  se  en- 
contró correlación  significativa  entre  los  nú- 
meros de  ácaros/gm.  de  polvo  y la  edad  de  la 
casa  o la  edad  de  la  persona(s)  durmiendo  en 
la  habitación.  Una  correlación  estadística- 
mente significativa  fue  encontrada  entre  un 
buen  quehacer  doméstico  y una  baja  infesta- 
ción de  ácaros. 


From  the  Department  of  Biology,  College  of  Arts  and 
Sciences,  University  of  Puerto  Rico,  Mayaguez,  Puerto  Rico 
00  708. 


Introduction 

During  recent  years  many  researchers 
have  shown  a direct  relationship  between 
allergic  reactions  and  house  dust  mite  anti- 
gens (1,  2,  3,  4,  5,  6,  7,  8,  9).  House  dust 
allergy  is  now  being  treated  by  commercially 
available  extracts  of  mite  cultures  (10). 

Voorhorst  et  al  (11)  and  Spieksma  (12) 
have  found  that  house  dust  contains  various 
groups  of  mites  and  their  mites  fluctuate  in 
numbers  during  the  year.  Of  interest  is  that 
most  problems  of  house  dust  atopic  patients 
occur  when  the  population  densities  of  these 
mites  are  at  their  highest.  However,  little  is 
known  regarding  the  cause(s)  of  the  fluctua- 
tions in  population  of  these  mites. 

At  our  laboratory  we  have  observed  va- 
rious predators  feeding  on  the  mites  and  we 
have  confirmed  that  dust  mites  feed  on  dead 
human  skin  scales  and  on  fungi  found  in  the 
houses.  The  mites  seem  to  prefer  the  mat- 
tresses and  bedspreads. 

The  objective  of  the  survey  was  to  gather 
basic  and  practical  information  on  the  distri- 
bution of  dust  mites  in  houses  in  Puerto  Rico. 
It  is  hoped  that  these  data  may  be  of  general 
value  in  the  counselling  of  house-dust  allergic 
individuals. 

Materials  and  Methods 

On  March  20,  1978  thirly-onc  lioiiscs  in  llic 
(aty  of  Mayagüez  were  selected  for  the  snr\<‘y.  Sam- 
ples of  dnst  sweepitigs  were  colleeted  from  one  hed- 
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Fig.  1:  Common  mites  found  in  the  bedrooms  of  houses 
sampled.  Body  length  about  400  o 


room  of  each  house.  The  resident  was  asked  the  age 
of  tlie  house  and  the  a{ie(s)  of  the  |)erson(s)  sleeping 
in  the  Ixidroom  that  was  sain|)led.  The  rnites  were 
removed  from  the  dust  sampled  with  the  aid  of  a ste- 
reomiero-seope  and  mounted  on  slides.  The  dust  was 
further  examined  for  mites  hy  the  method  of  Sha- 
miyeh  et  al  (13).  Briefly,  the  dust  was  teased  a[)art 
into  a iMiaker  and  wetted  with  soap  and  saturated 
sodium  chloride.  The  heaker  was  then  [>laced  in  an 


ultrasonic  cleaner.  The  suspension  was  centrifuged 
and  the  supernatant  decanted  into  a 44^  sieve.  The 
mites  retained  hy  the  sieve  were  mounted  on  slides 
and  counted  with  the  aid  of  a microscope. 

Results  and  Discussion 
Eighty-one  percent  of  the  houses  had 
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dust  mites  present  in  the  bedroom  examined. 
The  average  number  of  mites  per  gram  and 
95  percent  confidence  interval  is  15.5  ± 7.5 
(Fig.  1).  It  seems  that  dust  mites  are  abun- 
dant in  the  houses  of  Puerto  Rico.  There- 
fore, if  a patient  is  suffering  from  house  dust 
allergen  the  physician  should  consider  that 
dust  mites  may  be  responsible  for  the  allergic 
disorder. 

The  resident  was  asked  the  age  of  the 
house  to  test  the  hypothesis  that  older  houses 
would  have  more  mites.  No.  statistical  signifi- 
cant correlation  was  found  (r  = 0.23P  >0.05). 
Thus  the  age  of  the  house  has  no  effect  on  the 
size  of  the  population. 

Previous  research  has  shown  that  reaction 
to  mite  extracts  is  most  common  among  (14). 
In  fact,  the  morbidity  rate  for  children  (0-16 
years)  for  asthma  and  other  allergies  was  74.3 
per  1000  (15).  The  resident  was  the  age  of  the 
person(s)  sleeping  in  the  bedroom  sampled  to 
determine  if  it  had  any  correlation  to  number 
of  mites  per  gram.  No  correlation  was  found 
between  the  age  of  the  person(s)  and  the  num- 
ber of  mites  per  gram  of  dust  (r  = 0.09,  P > 
0.05).  Therefore,  children  who  seem  to  be  more 
susceptible  to  mite  extracts  have  the  same  chan- 
ce of  exposure  as  adults.  Hence,  attempts  should 
be  made  to  control  the  density  of  mites  in  their 
sleeping  areas. 

A statistically  significant  correlation  was 
found  between  the  number  of  mites  and  the 
quality  of  good  housekeeping  (r  = 0.36,  P < 
0.05).  That  is,  houses  from  which  we  collected 
more  dust  had  more  mites.  Apparently,  poorly 
kept  bedrooms  may  furnish  mites  with  more 
different  types  of  nutrition,  such  as  human  food 
detritus,  human  skin  scales,  and  fungi.  This  lends 
support  to  the  wide  practice  of  physicians  sug- 
gesting that  their  patients  practice  good  house- 
keeping. In  one  case  we  found  that  the  house- 
wife had  the  mattress  encased  with  plastic 
sheeting.  We  found  very  little  mites  in  her 
bedroom. 


The  survey  revealed  that  the  best  method 
of  controlling  mites  is  by  practicing  good  house- 
keeping. Perhaps,  vacuuming  the  mattress  when- 
ever possible  would  help.  In  cold  climates,  the 
beds  and  overstuffed  furniture  are  exposed 
to  the  cold  in  order  to  kill  the  mites  (16). 
Bronswijk  (17)  recommends  that  plastic  mat- 
tress covers  and  yearly  replacement  of  mat- 
tress combined  with  regularly  cleaned  sheets 
and  blankets  for  atopic  children.  Kinnaird 
(18)  suggests  that  blanket  should  be  heated 
in  an  oven  at  70°  C for  12  hours  in  order  to 
effectively  kill  the  mites.  He  suggests  that  this 
be  done  once  each  month  and  blankets  washed 
once  a year.  However,  tests  should  be  carried 
out  to  determine  the  effects  of  heating  on  aller- 
gen content  before  such  a treatment  is  initia- 
ted (19). 

If  good  housekeeping  does  not  work  the 
use  of  acaricide  by  a professional  exterminator 
should  be  considered.  Various  authors  have  de- 
monstrated that  lindance  is  the  most  effective 
acaricide  (20,  21,  22).  This  acaricide  should  be 
applied  to  bedding  not  in  direct  contact  with 
the  patient.  The  fungicide  niparin  (P-methyl 
hydroxy  benzoate)  may  also  be  effective  in 
mite  control,  since  it  has  been  suggested  that 
niparin  destroys  the  food  (i.e.  fungi)  of  the 
mites  and  thus  the  mites  themselves  (23). 
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METHODS  OF  PHYSICAL  ABUSE  IN  BATTERED  PUERTO  RICAN 
CHILDREN  TREATED  AT  YALE  NEW  HAVEN  HOSPITAL 

Jorge  L.  Hernández-Denton,  MD 


Summary:  Methods  of  physical  abuse  among 
“battered”  Puerto  Rican  children  treated  at 
Yale  New  Haven  Hospital  were  examined. 

Burns  were  present  in  8 out  of  22  cases 
(36.4  percent).  The  data  suggests  that  the  pre- 
sence of  burns  in  a Puerto  Rican  child  living 
in  the  United  States  cannot  be  thought  as  a 
mere  accident  and  must  raise  suspicion  of 
abuse  among  tbe  physicians  in  charge  of  his 
health  care. 

Resumen:  Luego  de  examinar  los  métodos 

de  maltrato  utilizados  en  niños  puertorrique- 
ños vistos  en  el  Hospital  de  Yale  New  Haven, 
se  encontró  que  las  quemaduras  comprendían 
una  forma  de  abuso  físico  común  (8  de  22 
casos).  Este  hallazgo  sugiere  que  la  presencia 
de  quemaduras  en  niños  puertorriqueños  que 
viven  en  Estados  Unidos  no  debe  considerarse 
como  un  mero  accidente  por  los  médicos  a cargo 
de  la  salud  de  ellos. 

In  a few  comparative  studies  on  abused 
children  belonging  to  different  ethnic  groups 
in  the  United  States,  certain  interesting  dissi- 


From  the  Division  of  Gastroenterology^  University 
District  Hospital. 


milarities  have  been  noted.  In  Elmer’s  (1) 
study  of  20  abused  children  including  10  Cau- 
casians and  7 Blacks,  it  was  found  “that  pro- 
longed neglect  more  frequently  accompanies 
the  abuse  of  Caucasian  children  than  Negro 
children”.  In  Gil’s  (2)  nationwide  epidemio- 
logic survey,  comparisons  between  the  methods 
used  for  abusing  children  of  different  ethnic 
groups  were  undertaken  with  the  following 
results: 

“Different  ethnic  groups  seem  to  practice 
different  methods  in  abusing  children. 
vVhites  tend  to  use  their  bare  hands  with- 
out instruments  to  a larger  extent  than 
do  nonwhites,  and  burning  and  scalding 
was  used  by  Puerto  Rican  (living  in  the 
United  States)  to  a far  greater  extent  than 
by  any  other  group”. 

In  light  of  these  findings,  it  was  decided  to 
study  a group  of  Puerto  Rican  children  sus- 
pected of  abuse,  in  order  to  determine  what 
types  of  method  were  used  for  physically 
abusing  them,  so  as  to  alert  physicians  of  their 
prevalence. 

Method 


In  l%7.  Yale  rni\ersil\  ¿eli<H)l  of  Medicine 
and  the  Vale  New  Haven  Hospital  established  a pro- 


423 


BoL  Asoc.  Méd.  P.  Rico 
Diciembre  1978 


Physical  Abuse  - Battered  Puerto  Rican  Children 


424 


TABLE  I 

Distribution  of  Study  Group  by  Reason  for  Referral 


Reason  for  Referral 


Number  and  Percentage  of  Cases 


Physical  Injury  22 

Neglect  13 

Parental  Problems  9 

Sibling  already  DAR  Ted  1 

Other  1 


N = 37 


59.4  percent 
35. 1 percent 
24.3  percent 
2. 7 percent 
2. 7 percent 


The  percentages  in  this  table  do  not  add  up  to  100  because  many  children  were  referred 
for  more  than  one  reason. 


TABLE  II 


Distribution  of  Physically  Abused  Group  by  Type  of  Injury 


Reason  for  Referral 

Number  and  Percentage  of  Cases 

Burns,  scalding 

8 

36.4  percent 

Bruises 

7 

31.8  percent 

Skull  fracture 

5 

22. 7 percent 

Bone  fracture 

2 

9. 1 percent 

Abrasions 

4 

18.2  percent 

Head,  cervical  hematoma 

2 

9. 1 percent 

Lacerations 

1 

4.5  percent 

Wringer  injury 

1 

4.5  percent 

A = 22 


The  percentages  in  this  table  do  not  add  up  to  100  because  many  children  sustained 
more  than  one  type  of  injury. 
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TABLE  III 

Summary  of  Puerto  Rican  Children  Suspected  of  Abuse  with  Burns 


Case 

Date  of 
DART 

Age  of  Child 
in  months 

Sex 

Type  of  Injury 

Instrument  in 
Abuse 

Physical  Injury 
prior  to  DAR  T 
(seen  at  Yale  Medico 
facilities) 

1. 

12  ¡28170 

7 

F 

Infected  burn  on 
left  calf  and  thigh 

heater 

burn  on  left  arm 

2. 

4113170 

21 

M 

2°burns  on  right 
calf  and  thigh,  and 
right  half  of  scro  turn 

heater 

fell  from  3rd 
floor  window 
producing  bruises 
over  forehead, 
buttocks  and  left 
shoulder. 

3. 

III0I70 

42 

F 

2°  and  3°  burns  of 
both  hands 

heater 

none 

4. 

1213169 

21 

M 

10  cm.  scar  on 
right  foot  possibly 
old  burn 

not  known 

none 

5. 

3 ¡27 ¡67 

29 

F 

2°  burns  of  arms, 
legs  and  buttocks 

fire  in  house 

fracture  of  9th 
rib 

6. 

2¡8¡7l 

21 

F 

20  percent  2°  burns 
of  back,  neck  and 
superior  anterior 
chest 

boiled  water 

none 

7. 

12 ¡4 ¡67 

30 

M 

infected  2°  burn 
of  left  abdomen 
and  chest 

not  known 

none 

8. 

2¡5¡71 

15 

F 

1°  burns  of  face, 
neck  and  right 
shoulder 

hot  tub  water 

none 

gram  for  the  detection,  registration,  and  management 
of  children  suspected  of  having  been  abused,  neglec- 
ted, or  tbougbt  to  be  at  high  risk  of  maltreatment. 
It  was  named  tbe  DAHT  program,  the  initials  stand- 
ing for  Detection,  Admission,  Reporting  and  Treat- 


ment (3).  File  cards  were  placed  in  the  D.ART’s  re- 
gistry of  those  children  who,  after  referral  by  a phy- 
sician, nurse,  or  social  worker,  usuallv  within  the  me- 
dical center,  have  been  suspected  of  abuse  or  neglect, 
or  considered  at  high  risk  of  maltreatment  by  the 
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TABLE  IV 


Types  of  Injuries  Sustained  by  Children  in  Current  Abuse  Incident 


Injury 

Percent  of  Children 

Bruises,  welts 

67.1  percent 

Abrasions,  contusions,  lacerations 

32.3  percent 

Wounds,  cuts,  punctures 

7.9  percent 

Burns,  scalding 

10. 1 percent 

Bone  fractures  (excluding  skull) 

10.4  percent 

Sprains,  dislocation 

1. 9 percent 

Skull  fractures 

3. 7 percent 

Subdural  hemorrhage  or  hematoma 

4. 6 percent 

Brain  damage 

1.5  percent 

Internal  injuries 

3.3  percent 

Poisoning 

0. 9 percent 

Malnutrition  (deliberately  inflicted) 

4.2  percent 

Freezing,  exposure 

0. 1 percent 

Other  injuries 

5.4  percent 

No  apparent  injuries 

3.2  percent 

Type  unknown 

2.2  percent 

N=  1380 

The  percentages  in  this  table  do  not  add  up  to  100  because  many  children  sustained 

more  than  one  injury. 

TABLE  V 

Distribution  of  Burned  Cases  by  Cause  of  Burn 

Cause  of  Burn 

Number  and  Percentage  of  Cases 

Heater 

Boiled  water 

Hot  tube  water 

Fire  in  house 

Not  known 

3 37.5  percent 

I 12.5  percent 

1 12.5  percent 

1 12.5  percent 

I 12.5  percent 

N = 8 
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DART  roinmiltoe  which  has  carefully  evaluated  the 
cases. 

From  this  D.\RT  registry,  all  Spanish  last  na- 
mes were  extracted  between  January  1967  and  May 
1971.  A total  of  51  names  which  were  suspected  of 
belonging  to  Puerto  Rican  children  were  selected.  The 
records  of  all  these  children  were  quickly  reviewed 
in  search  of  evidence  of  nationality  of  the  children. 
In  4 cases  there  was  no  evidence  of  their  national  iden- 
tic or  that  of  their  parents.  There  were  2 cases  in 
which  the  children  were  definitely  not  Puerto  Rican, 
one  of  Portuguese  descent  and  the  other  Italian.  Thus, 
these  6 cases  were  discarded  leaving  45  cases  in  which 
the  children  had  been  labelled  as  Puerto  Rican  in  the 
records. 

In  order  to  define  these  “labelled”  Puerto  Rican 
children  further  as  Puerto  Ricans,  it  was  decided  to 
exclude  those  whose  caretaker(s)  was  not  Puerto  Ri- 
can. Thus,  7 cases  were  discarded  because  the  mother 
was  not  Puerto  Rican  but  living  with  an  oriental  man. 
In  the  37  remaining  cases,  there  was  reasonable  evi- 
dence by  nationality  or  by  Spanish  last  name  that 
the  caretaker(s)  was  Puerto  Rican. 

Findings 

The  study  group  included  21  male  (56.7 
percent)  and  16  female  (43.3  percent)  chil- 
dren with  a mean  age  of  31  months  and  with 
a range  of  1 month  to  almost  12  years  at  the 
time  of  “DART”,  that  is,  first  suspected  by 
the  staff  at  the  Yale  New  Haven  Hospital  of 
abuse  and/or  neglect. 

The  reasons  why  the  children  were  sus- 
pected of  maltreatment  or  thought  to  be  at 
high  risk  of  maltreatment  are  shown  in  Table  I. 

There  were  22  cases  or  59.5  percent 
that  were  suspected  of  physical  abuse  at  the 
time  of  “DART”.  Of  these  children,  3 were 
also  referred  for  neglect  and  4 for  parental 
problems  of  which  3 were  for  alcoholism  and 
1 for  drug  abuse. 

The  types  of  physical  injury  are  shown 
in  Table  II. 

It  is  interesting  to  find  that  the  most 


common  types  of  physical  injuries  were  burns 
and  scalding,  present  in  36.4  percent  of  the 
22  cases.  A brief  summary  of  the  8 cases  is 
shown  in  Table  III. 

Discussion 

In  Gil’s  (2)  nationwide  epidemiologic 
survey  of  all  legally  reported  incidents  of  child 
abuse  during  the  years  1967  and  1968,  there 
were  4,993  abused  children  reported  in  1967 
and  6,617  children  in  1968,  which  represent 
an  unknown  fraction  of  the  total  number  of 
children  abused  during  those  years. 

The  different  types  of  injuries  and  their 
distribution  is  provided  in  Table  IV. 

Gil  also  found  that  “burning  and  scalding 
were  used  by  Puerto  Ricans  (living  in  the  Uni- 
ted States)  to  a far  greater  extent  than  any 
other  (ethnic)  group”  that  he  studied,  though 
his  figures  were  not  published.  His  findings 
reinforces  the  results  found  in  the  present  stu- 
dy, which  become  even  more  intriguing  when 
it  is  considered  that  the  experience  in  Puerto 
Rico  among  a few  pediatricians  in  the  Puerto 
Rican  Medical  Center  (4,  5)  is  to  infrequently 
see  burns  in  children  suspected  of  abuse.  This 
suggests  that  the  presence  of  burns  is  particular 
to  those  Puerto  Rican  children  suspected  of 
abuse  in  the  United  States. 

Clues  in  order  to  explain  the  high  percen- 
tage of  burned  children  may  be  found  exa- 
mining the  circumstances  around  the  burning 
incidents.  Even  though  the  “presenting  stories” 
are  not  very  reliable  because  of  fear  of  legal 
action,  it  is  interesting  to  find  that,  in  3 out 
of  8 cases,  the  instrument  that  was  claimed 
to  have  caused  the  burns  was  the  heater  as 
shown  in  Table  V. 

The  question  is  raised  whether  burning 
by  heater  could  account  for  a significant  pro- 
portion of  the  burns  in  Puerto  Rican  children 
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suspected  of  abuse  in  the  United  States.  This 
suggestion  goes  along  with  the  experience 
of  the  pediatricians  in  Puerto  Rico  who  thought 
that  it  was  uncommon  to  see  burns  in  children 
suspected  of  abuse.  As  expected,  burning  by 
heater  will  not  be  found  in  Puerto  Rico.  How- 
ever, it  must  be  mentioned  that  no  survey  has 
been  done  in  Puerto  Rico  on  the  type  of  inju- 
ries seen  in  children  thought  to  have  been 
abused. 

Though  the  possibility  exists  that  some 
of  these  children  were  injured  accidentally, 
there  is  ample  evidence  to  suspect  that  their 
burns  were  the  product  of  maltreatment.  In 
3 cases  there  was  a past  history  of  injuries 
seen  at  Yale  New  Haven  Hospital  which  retros- 
pectively suggest  abuse.  One  had  a rib  fracture, 
another  had  multiple  bruises,  and  the  other 
one  had  a burn  on  the  left  arm.  One  of  these 
had  been  referred  for  “DART”  because  there 
was  also  evidence  of  “failure  to  thrive”.  Among 
the  remaining  5 cases,  2 were  also  referred  for 
“DART”  because  of  neglect  and  another  one 
had  a past  history  of  neglect  though  not  in- 
cluded in  the  referral  for  “DART”. 

This  data  suggest  that  the  presence  of  burns 
in  a Puerto  Rican  child  living  in  the  United  Sta- 
tes cannot  be  thought  of  as  a mere  accident  and 
must  raise  suspicion  of  abuse  among  the  phy- 
sicians in  charge  of  his  health  care. 
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EDITORIAL 


THE  BATTERED  CHILD 


The  little  baby  girl  has  dark  eyes  and  hair  and  tears  stream  down  her  cheeks.  She  is  lying  on  the 
examining  table  in  the  emergency  room  of  our  Medical  Center.  What  makes  it  so  unusual  is  that 
an  18  month  old  child  is  crying  silently.  There  is  this  large  tender  swelling  on  the  right  side  of  her 
head  and  large  reddish-blue  welts  on  her  chest  and  abdomen.  The  distraught  mother  explains  that 
the  baby  had  fallen  down  the  stairs.  X-rays  show  a skull  fracture,  but  no  other  bones  are  broken. 

Reviewing  this  child’s  previous  hospital  record  reveals  something  amazing.  At  seven  months 
of  age  the  child  was  hospitalized  for  a fractured  leg  and  multiple  bruises.  Five  months  later  the 
baby  was  in  the  hospital  for  head  and  face  injuries.  And  now  this. 

This  course  of  events  seemed  too  unnatural  to  be  merely  accidental.  The  social  worker  who 
was  asked  to  investigate,  found  that  the  mother  had  been  known  to  strike  the  child  furiously  on 
occasions,  even  in  infancy. 

A three-year-old  boy  is  brought  in  semiconscious.  There  is  a bruise  over  the  left  side  of  the 
face  and  hemorrhage  into  the  interior  of  the  left  eye  resulting  in  permanent  impairment  of  vision- 
a beating  from  an  irate  father. 

An  urgent  call  comes  in  from  a pharmacy.  The  doctor  pushes  through  a crowd  of  people  and 
comes  upon  a crumpled  child.  The  pharmacist  tearfully  relates  how  he  watched  the  little  boy  and 
his  mother  looking  at  some  toys  in  his  window.  The  child  takes  a fancy  to  one  of  them  and  when 
his  mother  refused  to  buy  it,  he  begins  to  whimper  and  then  to  cry  more  loudly  and  he  tugs  at  his 
mother  s dress.  In  a moment  of  anger  the  mother  suddenly  strikes  her  son  a sharp  blow  to  the  side 
of  the  head  with  an  open  hand.  The  little  boy  stares  and  slowly  sinks  to  the  ground  and  dies. 

Too  often,  infants  and  very  young  children,  whose  skulls  are  not  yet  strongly  formed,  are  struck 
about  the  head  and  face  by  unstable  parents  for  one  reason  or  another,  causing  permanent  brain 
damage  leading  to  convulsions,  paralysis,  and  even  death. 

These  children  are  brought  to  the  hospital  by  their  parents  with  stories  of  some  fall  or  other 
accident.  It  is  difficult  to  doubt  the  parent’s  word  and  it  is  usually  accepted  at  face  value.  But  in 
some  instances  where  doubt  stirs  sufficient  interest  to  instigate  investigation,  unbelievable  cruelty 
is  uncovered. 

A four-year-old  boy  is  rushed  to  the  hospital  bleeding  profusely  from  the  head.  The  mother 
says  the  child  fell  against  the  sink  while  running  in  the  house.  Skull  x-rays  shoW'  two  tracts  of 
metallic  fragments  running  through  the  frontal  portion  of  the  brain  and  after  the  head  is  shaved 
in  preparation  for  surgery,  four  small  round  holes  are  noted  in  the  scalp.  A large  blood  clot,  many 
fragmented  pieces  of  skull  and  destroyed  brain  are  removed  from  inside  the  head.  The  child  reco- 
vers but  remains  with  speech  difficulty  and  subject  to  convulsions. 

8 hen  the  mother  is  confronted  with  this  new  evidence,  she  changes  her  story  and  says  that 
her  little  son  picked  up  this  heavy  revolver  and  shot  himself  in  the  head.  Since  there  were  at  least 
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two  separate  bullet  tracts  in  the  brain,  this  obviously  is  impossible,  since  any  one  shot  would  have 
immediately  rendered  the  child  unconscious. 

Further  investigation  revealed  an  illicit  night  visit  by  a male  friend  at  the  time  of  the  incident. 
While  the  child  lingered  for  days  between  life  and  death,  the  mother  sat  outside  the  hospital  room 
reading  romance  comic  hooks.  Yet  the  child  remained  with  his  mother  in  spite  of  this  fantastic 
course  of  events. 

What  makes  a father  or  mother  strike  a helpless  infant?  If  we  eliminate  obvious  insanity,  we 
come  up  with  several  explanations. 

A young  mother  suddenly  finds  her  freedom  taken  away.  She  can’t  visit  her  friends  as  before. 
She  can’t  go  to  the  movies  when  she  wants  to;  there  are  the  chores  of  washing,  .scrubbing  and  forever 
cleaning  dirty  diapers,  and  the  baby  is  crying  incessantly.  A feeling  of  anger  arises  within  her  against 
this  restrictive  object.  Or  there  may  be  an  intense  inner  turmoil  caused  by  jealousy  of  the  baby,  a 
resentment  over  the  imagined  transfer  of  affection  by  the  spouse.  Or  vengeance  against  husband 
or  wife  for  infidelity,  true  or  imagined.  No  matter  what  the  cause,  the  fact  stands  out  that  the  guilty 
person  is  emotionally  unfit  to  assume  the  responsibility  of  a parent. 

Most  of  the  culprits  escape  punishment  for  several  reasons.  First,  it  is  difficult  for  our  society 
to  believe  that  a parent  can  be  a physical  danger  to  a child,  especially  when  it  involves  the  mother. 
Secondly,  the  main  witness  is  frequently  the  one  that  is  suspect.  Thirdly,  there  is  a great  tendency 
toward  legal  leniency  when  a person  expresses  remorse.  But  remorse  expressed  for  criminal  acts 
against  adults  is  not  the  same  as  remorse  expressed  for  battering  senseless  a helpless  infant  or  child, 
since  in  the  latter  instance  the  guilty  adult  is  not  only  criminally  liable,  but  also  has  a very  serious 
personality  defect  that  must  be  corrected. 

I fully  support  organizations  and  agencies  which  care  for  the  battered  child  and  the  clinics 
which  treat  unstable  parents  and  the  courts  of  law  which  justly  punish  these  parents  for  aggravated 
assault.  But  all  this  will  not  stop  the  cruelty  and  sadism  against  children. 

Our  society  is  not  communal  in  which  children  are  the  common  property  of  all  the  members 
of  the  commune  and  thus  are  offered  greater  personal  protection.  The  concept  of  our  society  is 
based  on  the  respect  and  the  protection  of  privacy  - privacy  of  the  individual  and  privacy  of  his  home. 
It  is  just  in  the  secrecy  of  this  privacy  of  the  home  that  the  child  is  beaten  and  maimed  and  killed. 

Emotional  sickness,  cruelty  and  sadism  against  helpless  infants  and  children  cannot  be  legis- 
lated away.  There  will  never  be  enough  organizations  to  seek  out,  or  to  punish  or  to  cure  these 
maniacal  adults. 

I am  saddened  and  distressed  when  I think  of  the  enormity  and  ugliness  of  this  problem  of  the 
battered  child,  for  our  society  as  presently  constituted  neither  has  the  means  nor  the  overwhelming 
desire  to  effectively  deal  with  it.  The  best  we  can  hope  for  is  to  use  our  charity  and  government 
agencies  to  soften  the  impact  of  these  beatings  on  our  helpless  children,  but  I cannot  forsee  a final 
solution  ever. 


Nathan  Hifkinson,  MI) 
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que  en  conjunto  tenemos  que  compartir  du- 
rante los  próximos  doce  meses.  Por  ello  les 
pido  su  comprensión,  su  benevolencia  y tole- 
rancia. Pueden  estar  seguros  que  no  claudi- 
caré como  esposo  y padre  y los  tendré  presen- 
tes en  mi  pensamiento  en  todo  momento. 

A mis  padres,  que  supieron  guiar  mis 
pasos  por  senderos  firmes  y factor  principal 
de  mi  realización  profesional,  quiero  agrade- 
cerles sus  esfuerzos  y sacrificios.  Creo  percibir 
sus  sentimientos  y emociones  al  poder  presen- 
ciar este  momento  de  logro  y reconocimiento 
como  una  contribución  más  a la  sociedad 
puertorriqueña.  Reconocimiento  justo  éste 
a mis  padres,  quienes  desde  los  Barrios  Coto 
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Unidad  de  Acción 

Un  conocido  proverbio  reza:  En  la  unión 
está  la  fuerza.  Esto  es  aplicable  también  a nues- 
tra profesión.  Para  ello  es  necesario  que  todos 
los  médicos  ejerciendo  su  profesión  en  Puerto 
Rico  pertenezcan  a nuestra  Asociación.  Para 
lograr  esto  hemos  proyectado  visitas  y reuniones 
en  diferentes  pueblos  de  la  Isla  para  dialogar 
con  los  compañeros,  conocer  sus  problemas  e 
inquietudes  en  el  desempeño  de  su  profesión 
y dar  a conocer  todo  lo  que  nuestra  Asociación 
pone  a su  disposición.  Con  esto  esperamos 
lograr  que  aquellos  compañeros  ajenos  a nues- 
tra Asociación  enriquezcan  en  número  y en 
aportaciones  a nuestra  institución  y hacia  esa 
meta  nos  dirigimos. 

Preocupaciones 

El  ejercicio  de  la  práctica  de  la  medicina 
ha  sufrido  grandes  cambios  y lo  que  se  perfila 
en  el  horizonte  no  es  nada  halagüeño.  Los  cos- 
tos de  los  servicios  de  salud  en  general  han  le- 
vantado conciencia  en  todos  los  ámbitos  de 
nuestra  sociedad  actual  y esta  situación  ha 
traído  como  consecuencia  legislación  y nue- 
vos intentos  por  parte  de  los  políticos  de  cam- 
biar el  sistema  de  prestación  de  servicios  de 
salud,  lo  que  estamos  seguros  no  ayudará  en  la 
solución  de  los  costos  y sí  redundará  en  un  ser- 
vicio de  inferior  calidad  a nuestros  pacientes. 
Prueba  de  ello  son  los  certificados  de  necesidad 
que  se  proponen  exigir  para  la  compra  de 
nuevos  equipos,  el  establecimiento  y remo- 
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delación  de  hospitales  y nuevas  oficinas  de  ser- 
vicios profesionales.  Esto  no  se  ha  requerido 
a ningún  otro  profesional. 

Otra  área  de  preocupación  es  el  intento 
de  legislar  para  enmendar  la  Ley  Núm.  22 
que  regula  la  práctica  de  la  medicina  en  Puerto 
Rico.  Cuestionamos  y nos  oponemos  a cual- 
quier intento  de  quitar  independencia  y subor- 
dinar el  Tribunal  Examinador  de  Médicos  al 
poder  político. 

Todo  intento  de  controlar  la  independen- 
cia de  nuestro  Tribunal  y de  soslayar  la  parti- 
cipación de  nuestra  Asociación,  tendrá  nuestra 
más  firme  oposición.  No  permitiremos  el  que 
una  persona  controle  la  práctica  de  la  medi- 
cina en  Puerto  Rico. 

Señores,  mientras  hablamos  de  la  prác- 
tica de  la  medicina  de  calidad  en  Puerto  Rico, 
de  dos  clases  de  medicina,  la  privada  y la  pú- 
blica, ahora  se  quiere  introducir  una  tercera 
clase  de  medicina  en  Puerto  Rico,  aún  de  me- 
nor calidad,  y nada  menos  que  en  el  servicio 
público.  Queremos  señalar  esto  a nuestro 
pueblo,  especialmente  a los  que  reciben  sus 
servicios  en  las  facilidades  gubernamentales: 
No  serán  médicos  los  únicos  que  los  verán, 
diagnosticarán  y tratarán.  Estemos  todos 
alertas  a esta  situación  y a otras  enmiendas 
más  que  nos  atañen,  aún  como  especialistas, 
internos,  residentes  o estudiantes. 

Igualmente,  intentos  de  establecer  el 
famoso  recetario  duplicado  gubernamental,  ya 
no  mediante  reglamentación,  sino  mediante 
legislación,  tratando  para  ello  de  echar  som- 
bras sobre  nuestra  integridad  profesional  y 
sobre  nuestra  capacidad  para  recetar.  Pres- 
cribimos o recetamos  un  medicamento  por  la 
indicación  médica  y no  por  la  necesidad  mé- 
dica. Nos  reafirmamos  en  nuestra  oposición 
al  recetario  duplicado  gubernamental,  favo- 
reciendo los  formularios  individuales  con  la 
eliminación  de  los  números  impresos  de  licen- 
cias de  narcóticos,  tanto  estatal  como  federal, 
las  que  se  escribirán  del  puño  y letra  del  médico 


Discurso 

que  las  prescribe. 

Servidores  Públicos  - Mejores  Condiciones 
de  Trabajo 

Ante  el  clamor  de  los  médicos  en  el  ser- 
vicio público  en  la  docencia,  así  como  del  per- 
sonal paramédico  en  Puerto  Rico,  de  mejores 
salarios  y de  condiciones  de  trabajo  más  hu- 
manas y más  adecuadas  a los  tiempos  moder- 
nos, nuestra  Asociación  reclama  justicia  para 
estos  servidores  públicos. 

Exigimos  a las  autoridades  pertinentes 
el  respeto  a estos  profesionales  de  la  salud  en 
todas  sus  dimensiones.  Defendiendo  nuestra 
profesión  y a nuestros  aliados  defendemos  la 
salud  de  nuestro  pueblo. 

Todo  intento  de  coartar  el  libre  ejercicio 
de  nuestra  profesión  y la  relación  médico-pa- 
ciente tendrá  nuestra  más  firme  oposición. 

Seguro  de  Responsabilidad  Profesional 

Las  demandas  por  impericia  profesional 
han  contribuido  en  gran  medida  al  aumento 
en  los  costos  de  los  servicios  médicos.  Esto  es 
así,  pues  ha  habido  aumento  en  las  primas 
que  se  pagan  por  esta  clase  de  seguros.  Ade- 
más, que  éstos  son  difíciles  de  conseguir  por 
la  exigencia  de  las  empresas  que  los  ofrecen 
y por  la  poca  selección  que  existe  en  el  mercado 
local.  A pesar  de  los  intentos  de  mejorar  esta 
situación  al  aprobar  enmiendas  a la  Ley  Núm. 
74,  la  situación  no  ha  mejorado  en  nada. 

Nos  proponemos  estudiar  la  viabilidad 
de  establecer  una  organización  o entidad  pro- 
fesional que  ofrezca  alternativas  en  la  solu- 
ción de  este  serio  problema  que  tanto  nos 
afecta. 

Escuelas  de  Medicina 

La  Asociación  Médica  de  Puerto  Rico 
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dio  su  endoso  al  establecimiento  de  nuevas 
escuelas  de  medicina,  condicionando  este 
endoso  a que  fueran  escuelas  que  recibieran 
la  acreditación  de  los  organismos  que  llevan 
a cabo  estas  funciones,  que  garanticen  la  pre- 
paración de  médicos  de  calidad  y que  man- 
tengan una  proporción  adecuada  de  estudian- 
tes a facultad. 

Debe  ser  preocupación  de  todos  el  que 
los  jóvenes  puertorriqueños  egresados  de  nues- 
tras escuelas  de  medicina,  así  como  las  del  ex- 
terior, tengan  garantizados  sus  internados 
reconocidos.  Sabemos,  y es  de  público  cono- 
cimiento, que  al  presente  hay  una  escasez 
de  plazas  de  internados  reconocidos  en  todo 
Puerto  Rico.  Esta  es  una  de  las  áreas  en  que 
comnartimos  la  preocupación  con  estos  jóve- 
nes y sus  familiares. 

Es  responsabilidad  de  nuestro  Gobierno 
proveer  soluciones  a este  problema  y esta  Aso- 
ciación Médica  de  Puerto  Rico  se  compromete 
a brindar  su  cooperación,  su  asesoramiento  y 
su  experiencia  en  la  solución  de  este  serio  pro- 
blema. 

Servicios  de  Salud  Confinados 

La  Asociación  Médica  de  Puerto  Rico 
quiere  traer  ante  nuestro  pueblo  la  insatisfac- 
ción con  los  servicios  de  salud  que  se  le  brindan 
a los  confinados  en  todas  las  instituciones  pe- 
nales de  Puerto  Rico.  A estos  seres  que  han  sido 
separados  de  la  sociedad  es  justo  proporcionarles 
las  más  elementales  facilidades  para  el  mante- 
nimiento de  su  salud.  La  prevención,  el  diag- 
nóstico y tratamiento  de  todas  las  enfermedades 
es  humano,  justo  y mandatorio. 

Sustitución  de  Medicamentos  y Fijación  de 
Responsabilidad 

Ha  sido  motivo  de  grandes  debates  la 


sustitución  de  medicamentos  en  las  recetas 
individuales  de  los  médicos.  La  Ley  Núm.  11 
en  su  Artículo  sobre  el  formulario  de  drogas 
trae  este  mandato.  Hacemos  énfasis  en  que  la 
sustitución  debe  ser  permitida  únicamente 
si  el  médico  así  lo  expresa.  De  lo  contrario, 
si  hubiera  alguna  sustitución  que  implique 
cuestiones  médico-legales,  la  responsabilidad 
debe  ser  fijada  hacia  aquella  persona  o per- 
sonas que  hayan  hecho  la  sustitución  del  me- 
dicamento. 

Juegos  Panamericanos 

Los  Juegos  Panamericanos  constituyen 
una  actividad  deportiva  aficionada  de  gran 
envergadura,  superada  únicamente  en  impor- 
tancia por  las  Olimpiadas  Mundiales.  Puerto 
Rico  tiene  el  gran  compromiso  de  presentar 
los  próximos  VIII  Juegos  Panamericanos  du- 
rante el  mes  de  julio  de  1979.  La  Asociación 
Médica  respalda  esta  actividad  que  Puerto 
Rico  se  ha  propuesto  celebrar  y durante  la 
cual  estaremos  siendo  observados  por  millo- 
nes de  personas  de  nuestros  continentes  ame- 
ricanos. Queremos  poner  a disposición  de  los 
organizadores  de  COPAN  nuestra  experiencia 
en  la  parte  médica,  tanto  atlética  como  de  salud 
pública. 

Medicina  Deportiva 

La  medicina  deportiva  está  adquiriendo 
un  gran  auge  debido  al  número  de  personas 
cada  vez  mayor  que  participan  en  diferentes 
actividades  deportivas.  La  medicina  deportiva 
tiene  que  ser  ejercida  por  médicos  especiali- 
zados en  esta  rama  de  la  medicina. 

Siendo  ésta  una  especialidad  médica,  lla- 
mamos la  atención  a los  que  se  dicen  y/o  auto- 
titulan  especialistas  en  medicina  deportiva  se- 
ñalándoles que  no  es  simplemente  el  gustarle 
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y participar  en  los  deportes  lo  que  les  cuali- 
fica como  especialistas  de  dicha  rama. 

Violencia 

Durante  los  últimos  años  hemos  sido  tes- 
tigos de  un  cambio  en  el  comportamiento 
social  de  nuestro  pueblo.  El  auge  de  la  vio- 
lencia en  todas  sus  manifestaciones  ha  afectado 
nuestro  sistema  de  vida.  El  temor  y el  miedo 
imperan  en  nuestra  sociedad,  ante  el  aumento 
en  asaltos,  violaciones,  homicidios  e insultos 
que  a diario  escuchamos,  vemos  y leemos  en 
los  medios  noticiosos  de  nuestro  país.  La  pro- 
piedad, seguridad  y,  más  aún,  la  propia  vida, 
están  en  peligro. 

Ante  esta  situación,  y como  parte  de 
la  sociedad  puertorriqueña,  no  podemos  per- 
manecer inertes.  Es  nuestra  responsabilidad 
participar  y colaborar  con  todas  las  agencias 
e instituciones  que  incluyan  en  sus  programas 
la  discusión,  prevención  y lucha  contra  estos 
males  que  perturban  nuestro  diario  vivir.  La 
felicidad  y tranquilidad  de  nuestro  pueblo 
está  por  encima  de  todo  interés. 

Calidad  de  Vida 

La  calidad  de  la  vida  del  pueblo  de  Puer- 
to Rico  es  un  área  que  ha  preocupado  a la 
Asociación  Médica  de  Puerto  Rico  durante  los 
últimos  años.  Por  ello  continuaremos  auspi- 
ciando y organizando  actividades  que  contri- 
buyan a un  mejoramiento  de  la  calidad  de  la 
vida.  A esos  efectos  nos  proponemos: 

Primero,  continuar  el  Seminario-Taller 
“Ser  Padre,  Ser  Madre,  Ser  Hijo”,  que  con 
tanto  éxito  fue  auspiciado  a principios  de  este 


año  junto  a la  Sociedad  de  Esposas  de  Médicos. 

Segundo,  organizar  una  serie  de  progra- 
mas de  televisión  de  servicio  público  sobre 
emergencias  médicas. 

Tercero,  continuar  con  el  proyecto  co- 
munitario de  Yabucoa,  comenzado  por  nues- 
tro Pasado  Presidente  Inmediato,  el  Dr.  Rafael 
Berrios  Martínez,  a quien  confío  la  tarea  de 
la  organización  y realización  de  tan  noble 
actividad. 

Cuarto,  junto  al  Comité  de  Historia  y Cul- 
tura auspiciar  actividades  de  índole  cultural 
a ser  presentadas  por  nuestra  Asociación  y 
abiertas  a toda  la  comunidad. 

Quinto,  auspiciar  una  actividad  de  índole 
deportiva  para  jóvenes  de  escasos  recursos 
económicos  y en  la  que  participen  los  padres 
de  los  mismos.  Un  Comité  que  a estos  efectos 
nombraremos  seleccionará  la  comunidad  don- 
de realizará  este  proyecto. 

Para  lograr  todos  estos  compromisos, 
preocupaciones  y metas  en  los  cuales  me  he 
comprometido  en  el  día  de  hoy,  necesito  de 
la  aportación  y cooperación  individual  y co- 
lectiva de  todos  los  médicos  de  Puerto  Rico. 

Nuestra  profesión  está  comprometida  to- 
talmente con  el  pueblo  de  Puerto  Rico,  y 
conscientes  de  nuestra  responsabilidad  social 
colectiva  les  exhorto  a dar  más  por  nuestra 
Asociación  y por  nuestra  profesión.  Así  po- 
dremos obtener  el  fruto  y el  pleno  reconoci- 
miento de  nuestra  misión  social  y profesional 
en  nuestra  querida  Isla.  Ensanchando  nuestros 
corazones  por  el  bienestar,  la  tranquilidad,  la 
salud  y la  felicidad  de  nuestro  pueblo  habre- 
mos cumplido. 

Espero,  con  la  ayuda  de  Dios,  nuestro 
Señor,  emprender  la  tarea  que  me  he  impuesto. 
Cuento  con  todos  ustedes. 

Filiberlo  Colón,  MI) 
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Most  people  gradually  stop  producing  lactase, 
the  milk  sugar  splitting  enzyme,  shortly  after 
weaning.  With  the  exception  of  most  Northern 
Europeans,  few  ethnic  groups  handlelactose  well, 
especially  as  adults.  In  fact,  some  groups  such  as 
adult  Blacks,  Orientals  and  American  Indians 
seem  to  be  almost  without  any  ability  to  produce 
lactase.  Central  European  and  Mediterranean 
descendents  clearly  demonstrate  the  problem  to  a 
moderate  degree. 

Estimates  vary,  but  there  are  believed  to  be 
some  30  million  lactose  intolerant  persons  in  the 
CJ.S.  alone. 
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Therefore,  lactose  intolerance  should  be 
an  immediate  consideration  when  there  are  G.l. 
complaints  of  unknown  etiology. 

Susf>ect  lactase  deficiency  when  your  patient 
complains  of  gas,  indigestion,  excessive  flatulence, 
diarrhea  or  vague  abdominal  pain.  Consider  too, 
that  a patient  with  known  organic  bowel  disease 
may  also  have  lactose-related  problems. 

CL  Does  all  this  mean  that  such  patients  must  refrain 
from  the  use  of  milk  and  other  dairy  products? 

A.  Probably  not.  One  packet  of  Lact-Aid*properly 
mixed  with  one  quart  of  milk  provides  sufficient 
lactase  enzyme  to  hydrolyze  most  of  the  lactose 
into  the  simple  sugars,  galactose  and  glucose,  for 
absorption.  Two  packets  can  effect 
conversion. 

rLo  Company,  P.O.  Box  1017,  Atlantic  City,  NJ 
4.  Write  for  literature  and  ordering  information. 
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to  lactose 
intolerance 


Ingredients:  Glucose,  Lactase  enzyme  from  Saccharomyces 
(Kluyveromyces)  lactis  yeast  (4000  ONPG  units  each 
0.7  gram  packet),  food  grade  silicate  as  anti-caking  agent. 
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FROM  AMA  NEWS 

HORSE  RIDERS  URGED  TO  WEAR  SAFETY  HEL- 
METS 

CHICAGO  - Tired  of  jogging  for  your  health? 
Get  a horse. 

There  are  more  than  10  million  horses  in  the 
United  States,  and  as  many  as  82  million  Americans 
will  ride  a horse  at  least  once  during  the  year,  says 
a report  in  the  Oct.  20  Journal  of  the  American  Me- 
dical Association. 

And  some  of  those  riders  will  be  thrown  off. 
They  will  stepped  on  or  rolled  on  by  their  mount. 
They  will  get  kicked  by  a flailing  hoof,  slashed  by 
rope  bums,  bitten,  or  lashed  by  low-hanging  tree  limbs. 

John  A.  I.  Grossman,  M.  D.,  of  George  Washing- 
ton University  Medical  Center,  Washington,  D.  C., 
and  colleagues  reports  on  a study  of  110  injured  eques- 
trians brought  to  the  emergency  room  of  the  Univer- 
sity of  Virginia  Medical  Center  in  Charlottesville  from 
central  and  western  Virginia  and  parts  of  West  Virginia 
and  Tennessee. 

The  riders  were  engaged  in  fox  hunting,  polo, 
steeplechase  racing,  dressage  and  racehorse  training. 
Most  were  amateurs. 

There  was  little  pattern  as  to  age,  sex  or  expe- 
rience of  the  amateur  riders  and  injury  occurrence. 
Of  the  110,  there  were  76  women  and  34  men.  Dr. 
Grossman  points  out  that  many  more  women  than 
men  are  riders.  Ages  ranged  from  1 to  64  years.  Only 
22  of  the  individuals  were  admitted  to  the  hospital. 

Most  common  injury  was  a bump  on  the  head. 
Almost  all  of  these  could  be  avoided  or  lessened  by 
wearing  helmets,  but  fewer  than  20  per  cent  of  the 
riders  used  protective  headgear,  he  says.  Second  most 
common  injury  was  a sharp  blow  to  the  stomach,  with 
internal  injuries.  For  those  who  were  treated  and  sent 
home,  broken  arms  and  wrists  were  the  most  common 
injury.  The  arms  are  outstretched  for  protection  dur- 


ing a fall. 

In  addition  to  wearing  of  helmets.  Dr.  Grossman 
recommends  that  tack  — saddle,  stirrips,  bridle  — be 
checked  carefully  and  frequently.  Some  injuries  are 
caused  by  failure  of  a strap  or  cinch. 

J.4MA  Editor  William  R.  Barclay,  M.  D.,  in  an 
accompanying  editorial,  points  out  that  risk  of  injury 
is  low  for  the  expert  horseman,  and  a person  can  par- 
ticipate in  equestrian  activities  even  at  an  advanced  age. 

“In  counseling  those  who  express  an  interest 
in  equestrian  activities,  we  should  emphasize  the  posi- 
tive aspects  rather  than  the  risks,”  Dr.  Barclay  writes. 

“As  a matter  of  personal  observation,  a day’s  ride 
on  my  hunter  not  only  refreshes  my  spirits,  but  also 
seems  to  relieve  the  chronic  backache  that  is  aggravated 
by  long  hours  of  sitting  at  the  editor’s  desk.” 


HAZARDS  OF  PARAQUAT  ARE  STILL  UNKNOWN 

CHICAGO  - Paraquat  — the  weed  killing  spray 
used  to  demolish  marijuana  crops  in  Mexico  — may  or 
may  not  cause  lung  damage. 

No  one  really  knows  how  much  paraquat  sur- 
vives the  smoking  process,  or  how  much  is  required  to 
damage  the  lungs,  says  a report  from  the  University  of 
Mississippi  research  center  that  has  been  studying  mari- 
juana. 

“Some  highly  publicized  cases  (of  lung  damage) 
created  by  the  media  blitz  in  March,  1978,  may  or  may 
not  have  been  caused  by  paraquat,”  says  the  Mississippi 
research  team  in  a letter  in  the  Oct.  20  Journal  of  the 
American  Medical  Association. 

However,  this  doesn’t  mean  marijuana  is  safe. 

“If  one  reads  the  scientific  literature  thoroughly, 
one  would  be  concerned  with  lung  problems  resulting 
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with  more  than  286  individual  chemicals.  And  mari- 
juana smoke  is  comparable  to  tobacco  smoke  in  that 
both  contain  cancer-causing  chemicals,  the  report  says. 

Dr.  Carlton  E.  Turner  and  colleagues  report  on 
their  analysis  of  confiscated  Mexican  marijuana  for  para- 
quat on  behalf  of  the  National  Institute  of  Drug  Abuse. 

It  can  be  estimated,  says  Dr.  Turner,  that  after 
Oct.  20,  1976,  the  possibility  of  a Mexican-grown  mari- 
juana sample  containing  paraquat  is  13  out  of  61,  or 
21.31  per  cent.  But  it  cannot  be  said  that  current 
street  marijuana  will  follow  the  same  percentage,  they 
say. 


HOMEMADE  ICE  CREAM  CAUSES  FOOD  POISO- 
NING 

CHICAGO  — Beware  of  homemade  ice  cream. 
It  could  be  dangerous  to  your  health.  The  problem 
is  the  eggs. 

In  the  Oct.  20  Journal  of  the  American  Medical 
Association,  public  health  officials  report  on  22  out- 


breaks of  food  poisoning  across  the  United  States, 
with  292  individual  cases,  associated  with  consumption 
of  homemade  ice  cream.  Some  73  of  those  afflicted 
were  hospitalized. 

The  illness  actually  is  officially  known  as  sal- 
monellosis, from  the  name  of  the  offending  germ. 
And  the  source,  when  it  could  be  traced,  most  often 
was  in  the  eggs  used  in  the  ice  cream  mix.  They  were 
invariably  dirty,  ungraded  eggs  from  someone’s  back- 
yard hen  coop  that  had  not  met  inspection  require- 
ments for  commercial  eggs,  says  Dr..  Robert  A.  Gunn 
of  The  Center  for  Disease  Control,  Atlanta. 

.Another  common  factor  was  that  the  eggs  and 
other  ingredients  had  been  mixed  into  a custard  and 
frozen  without  cooking.  Cooking  temperatures  des- 
troy the  offending  organisms. 

Dr.  Gunn  concludes: 

“Although  salmonellosis  outbreaks  caused  by 
contaminated  eggs  have  decreased  notably  in  the  last 
ten  years,  since  the  pasturization  of  bulk  egg  products 
became  mandatory  and  the  USDA  assumed  supervi- 
sion of  egg  grading,  outbreaks  caused  by  the  use  of 
ungraded  farm  eggs  in  an  unsafe  manner  (uncooked) 
will  continue  to  occur.  The  homemaker  needs  to  be 
better  informed  regarding  the  proper  handling  and 
use  of  eggs.” 


ANUNCIO 


PARA  ALQUILAR 

Disponible  para  alquilar  un  edificio  de  hormigón  en  la 
Calle  de  Diego  207,  en  Río  Piedras.  Originalmente  fue 
residencia  y posteriormente  fue  habilitado  y utilizado 
para  oficinas  profesionales.  Conserva  su  elegante  fa- 
chada original  tipo  español,  facilidades  de  estaciona- 
miento, y su  diseño  arquitectónico  se  presta  para  fá- 
cilmente hacer  alteraciones  adicionales  necesarias  para 
los  propósitos  específicos  de  los  inquilinos.  Es  ideal 
para  despacho  de  varios  médicos  o para  policlínica. 
Está  localizado  en  uno  de  los  sitios  de  mayor  movi- 
miento vehicular  y mercantil  en  Puerto  Rico.  Para 
información:  teléfonos  725-6982  v 722-2663. 
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